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A father told staff that during an 
ambulatory clinic appointment, a 
staff member there told him that 
if “you don’t hold down your 
daughter, I’ll find someone who 
will”. He cancelled the 
appointment and left with his 11 
year old daughter. He later 
explained to staff that he was 
dumbfounded by this approach.

Presenter
Presentation Notes
The Restraint as a Last Resort provincial policy in acute care replaces all zone restraint policies. 

The new provincial policy builds on the best elements of existing policies. There are also some changes. In this presentation, you’ll learn about expectations of the new policy and potential implications for the pediatric practice areas. 
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Presentation Notes
You are free to share this presentation! 



Objectives of this Presentation

• Key elements 
• Alternatives
• Resources
• Plan

If you are viewing this in a PDF version ensure you read the speakers notes by hovering over the speech bubble

Presenter
Presentation Notes
Awareness of key elements of the Restraint as a Last Resort provincial policy
Awareness of alternatives to restraint; examples from pediatrics 
Know where to find resources to support practice change 
Identify areas for improvement in your practice setting and develop a plan to shift practice in your setting




Restraint as a Last Resort
• Least Restrictive

–Utilize other strategies
• Shortest time
• Informed Consent
• Safety and liberty
• Applies to anyone working 

for or on behalf of AHS, 
including protective services

Presenter
Presentation Notes
What does Restraint as a Last Resort mean?
Last resort: Restraint is not considered until other strategies have been determined to be ineffective or inappropriate. The utilization of other strategies are to be explored prior to using the least restrictive restraint. 

When a decision is made to use a restraint, the least restrictive restraint shall be used for the shortest time. 

Except in an emergency, informed consent discussions occur with the patient, family and/or alternate decision-maker (risks, benefits, alternate strategies). 

The policy guides decisions about respectful care of patients, promotes consistency of decision between staff and care settings, considers the safety of the patient and others and seeks to minimize limitations on patient liberty and freedom. 

Safety of patients, staff and others is considered, along with patient liberty and freedom. Collaboration with families and patients to work together to present the strategies to minimize psychological harm while ensuring safety is at the forefront. 

Applies to anyone working for or behalf of AHS, including protective services
 



Principles to guide restraint use

Respect for 
persons

Maximum 
benefit and 

minimum harm

Minimal 
restriction

Fairness and 
consistency

Presenter
Presentation Notes
Respect for persons
Includes respect for dignity, informed consent and discussion of alternative strategies. E.g. If delirium occurs, are family members willing and available to stay with the person to reassure them, and to assist to the bathroom? Does the person have a history of trauma or aggression? If so, what are some common triggers to avoid? What strategies have helped in the past? 

Maximum benefits and minimum harm
Decisions about restraint use must always consider benefits and harms: e.g. ventilated patients are at risk to pull out breathing tubes, but mechanical restraints increase anxiety and the risk of extubation. How can staff and families work together to minimize the use of restraints, without compromising safety, or contributing to unintended consequences? 

Minimal Restriction
If restraints are required (in an emergency, or when other alternatives are not effective), the least restrictive restraint is used for the shortest period of time. E.g. support and debriefing to minimize and avoid time in a seclusion room, rehabilitate versus restrain when at risk for falls

Fairness and consistency
The policy will be consistently applied in all settings. Patients and/or their care partners will be involved in all non-emergency decisions.  

Restraints are never to be used as a disciplinary measure, for staff convenience or to reduce workload 






Pediatric Procedure Flow Chart

Presenter
Presentation Notes
There are 3 procedures that pertain to pediatrics depending on the area you are working in. 
Acute Care Inpatient-Pediatric is to be followed in inpatient areas, critical care and ambulatory care. Emergency and Urgent Care follow this procedure second.
Acute Care Emergency/Urgent Care primarily utilizes this procedure in ERs and Urgent Care practice care settings. Secondarily, they will follow the pediatric procedure. 
Addiction & Mental Health is to be utilized and followed for pediatric patients who have mental health concerns within a mental health or addiction setting.



“The moment we restrain a child for a medical procedure is 
the moment we as health professionals have failed the child. 
Failed to be respectful, failed to adequately prepare the 
child and family, and failed to implement developmentally-
appropriate evidence-based fear and pain management 
strategies. And we've already failed when it comes to this 
child's next procedure, because we've set up a situation that 
now will only get worse, not better.” 

–Dr. Christine Chambers



Types of Restraints



Example

Holding a leg

Benzodiazepine

Wrist restraint

Secure room

Type

Pharmacologic

Environmental

Mechanical

Physical 

Matching Game

Presenter
Presentation Notes
What restraints do you use in your practice?



6 year old: “All those people held me tight. 
I couldn’t move. I didn’t like it, it scared 

me. I screamed and screamed and 
nobody helped me.”



Physical Restraint
Direct application of physical holding techniques to a patient that involuntarily 
restricts movement
Examples
• Holding arm while drawing blood work
• Holding patient down while inserting an NG
• Holding limbs while completed a dressing 

change

Alternatives:
• Create a plan
• Offer caregivers/patient available 

options/choices (e.g. distraction)
• Ask for help from a child life specialist or 

mental health team
• Use positions of comfort (see next slide)
• Consider topical anesthetic (if applicable)

If restraint is required:
• Document the situation leading up to restraint event, description and outcome
• Document any use of physical restraint into the patient care record per episode
• Least amount of physical force is used to keep patient &/or others safe while preparing alternative 

action (i.e. mechanical restraint)
• Reassess as quickly as possible- if not stabilized consider use of mechanical restraint or seclusion
• Watch for signs of distress, requests for release, discomfort, and safety issues.

Presenter
Presentation Notes

A Physical restraint: direct application of holding techniques to restrict movement. 

Example holding a wrist or limb during a procedure

Alternatives:
 Offer caregivers/patient available options
Ask for help from a child life specialist or the mental health team
Utilize the positions of comfort and commitment to comfort
Consider using a topic anesthetic
Create a plan prior to the treatment

Least physical restraint: e.g. holding a person’s hands or cuddling a child during an uncomfortable procedure while providing guidance and reassurance or distraction

If the procedure/investigation or therapy is not going well (if able to do so) it should be stopped and consideration should be given to develop a new plan. The new plan may include procedural sedation. 

If restraint is required:
Document the situation leading up to restraint event, description and outcome
Document any use of physical restraint into the patient care record per episode
Least amount of physical force is used to keep patient &/or others safe while preparing alternative action (i.e. mechanical restraint)
Reassess as quickly as possible- if not stabilized consider use of mechanical restraint or seclusion
Watch for signs of distress, requests for release, discomfort, and safety issues.





Ways to help a caregiver help a child 

Presenter
Presentation Notes
This is a poster developed by the pain committee at Stollery. If you would like a physical copy of it you can get it on Insite. 



Alberta Children’s Hospital 
Comfort Positioning Poster

Presenter
Presentation Notes
This is ACH comfort positioning poster.



Environmental Restraint
Are barriers or devices that limit the patient’s ability to move about and confine them to a 
specific location
Examples:
• Secured/Locked Room

Alternatives:
• Offer available options/choices 
• Create a safe environment where patient can be 

given space
• Use time-out (in an unlocked space) or move 

patient where risk is minimized
• Move patient rooms
• Encourage family presence

If restraint is required: 
Assess patient every 15 minutes until behavior is stable; once stable assess every 30 to 60 minutes (may 
increase to more frequent if you feel this is required)
Ensure environment is safe for patient
Communicate regularly with patient and/or caregivers
Create care plan to remove environmental restraint as soon as possible

Presenter
Presentation Notes
Environmental restraints are barriers or devices that limit the patient’s ability to move about and confine them to a specific location. E.g. secure rooms, areas or outdoor spaces, full length side rails (these can also be considered to be mechanical restraints). 

Examples:
Secured/Locked Room

Alternatives:
Offer available options/choices 
Create a safe environment where patient can be given space
Use time-out (in an unlocked space) or move patient where risk is minimized
Move patient rooms
Encourage family presence

If restraint is required: 
Assess patient every 15 minutes until behavior is stable; once stable assess every 30 to 60 minutes (may increase to more frequent if you feel this is required)
Ensure environment is safe for patient
Communicate regularly with patient and/or caregivers
Create care plan to remove environmental restraint as soon as possible

Least environmental restraint: e.g. provide support to minimize time in a seclusion room. 




Mechanical Restraint
Any device, material or piece of equipment attached to or near a patient that the patient 
cannot control or easily move. 
Examples:
• Bed linens/sheets
• Wrist restraint
• Pigg-o-stat; Octostop (used in diagnostic 

imaging)
• Pinel Restraint

Alternatives
• Use position of comfort (if required temporarily)
• Enlist help of other staff
• Encourage patient to remain in control
• Involve patient/family in decision making
• Create a plan prior to (if possible) application of 

restraint
If restraint is required:
• An order is required for ongoing restraint use; or if required in excess of what is safely reasonable 
• Ensure proper application and positioning of device
• Assess skin condition and circulation
• Monitor patient’s behavior
• Monitor patient safety
• If applicable, reposition as often as possible (ideally hourly) 

Presenter
Presentation Notes
Mechanical restraints include any device, material or piece of equipment attached to or near a patient that the patient cannot control or easily remove. The intent is to restrict the patient’s free body movement and/or normal access to their own body. E.g. Four point restraint, wrist restraint. If the disease itself prevents the person from moving (e.g. paralysis), and the device is used for support, it is not considered a restraint.

Examples:
Bed linens/sheets
Wrist restraint
Pigg-o-stat; octostop
Pinels

Alternatives
Use position of comfort (if required temporarily)
Enlist help of other staff
Encourage patient to remain in control
Involve patient/family in decision making
Create a plan prior to (if possible) application of restraint

Consider what you would do in a situation with a child who continuously pulls out their IV and parents aren’t able to be there 24-7 to monitor the patient. What alternatives would you explore? What would you include in the plan of care for this patient? 

If restraint is required:
An order is required for ongoing restraint use
Ensure proper application and positioning of device
Assess skin condition and circulation
Monitor patient’s behavior
Monitor patient safety
If applicable, reposition as often as possible (ideally hourly) 

Least mechanical restraint: e.g. family removes restraint while visiting 

Focus on age appropriate explanations for child to help with child engagement and coping strategies. 

Sometimes mechanical restraints are used as a safety device. If this is expected in the care plan for the child this should include an explanation and understanding with the family (e.g. “your child needs an chest x-ray and in order to ensure we only do it once and obtain clear pictures we will need to use a device called a pigg-o-stat”) with this information a plan can be created with the family and child to prepare them for the procedure. 





Pharmacologic Restraint
Are medications given to control behaviors, actions and/or restrict the freedom of movement

Examples
• Lorazepam
• Procedural sedation

Alternatives
• Encourage patient to remain in control of 

themselves
• Collaborate with other members of the health 

care team (e.g. mental health team)
• Use medication “as needed”
• Discuss options with patient and/or caregiver

If restraint is required: 
• An order must be obtained prior to administration
• Document in the appropriate medication record
• Vital signs need to be monitored starting 15 minutes post administration
• Communicate any concerns to the most responsible health care provider
• Continually assess response to restraint 

Presenter
Presentation Notes
Most responsible health care provider (MRHP) must order the pharmacologic restraint prior to administration of the drug. Ensure that it is documented in the appropriate medication record. Once administered vital signs are to be monitored 15 minutes post administration (if safe to do so) or whenever the medication is expected to reach it’s peak onset and then every 4 hours for the duration of 24 hours. 

The MRHP may determine the need to complete vital signs more frequently. 

Pharmacologic restraints are medications given to control behaviors, actions and/or restrict the freedom of movement E.g. anti-psychotics and benzodiazepines given to calm or “settle” the person. These same medications may also be given appropriately for identified medical or psychiatric conditions 

Examples
Lorazepam
Utilizing procedural sedation (ACH has a protocol for this) 

Alternatives
Encourage patient to remain in control of themselves
Collaborate with other members of the health care team (e.g. mental health team)
Use medication “as needed”
Discuss options with patient and/or caregiver

If restraint is required: 
An order must be obtained prior to administration
Document in the appropriate medication record
Vital signs need to be monitored starting 15 minutes post administration
Communicate any concerns to MRHP
Continually assess response to restraint 

Least pharmacologic restraint: the lowest dose that allows safety, person is alert and able to safely mobilize. 

It is important to understand that sedation may not be a first line treatment plan for the patient. But, it may be more effective and less traumatizing than using an alternative restraint to complete a procedure/task/investigation. If using procedural sedation (at ACH the protocol outlines the monitoring. Sedation should not be restricted in the event it is needed to facilitate the patient’s safety, comfort or tolerance of the procedure/investigation/outcome. 




Commitment to 
Comfort 

Continuum



• Immediate threat e.g. physical 
assault, self-harm

• Emergency treatment

When is it appropriate 
to use restraints?

Presenter
Presentation Notes
Restraint use is appropriate in the following circumstances:

If there is an immediate threat to the safety of patients, caregivers or others (e.g. physical assault, self-harm) and immediate action is required. 

As part of an approved treatment or care plan, developed in collaboration with the patient and/or alternate decision-makers. E.g. a very strong, head-injured patient pulls out essential tubes and monitoring devices unless wrists are mechanically restrained; lines and tubes are discontinued as soon as possible, and in the meantime, family and staff work together to remind, reassure, and occupy the person while awake.  

The patient’s behavior is severely disruptive and negatively impacts or interferes with the care of others, their rest or recovery. E.g. While the minimal restraint is applied, look for the reasons for agitation: Are they in pain? Overmedicated? 
In preparation of any tasks, procedures or investigations that happen outside of an emergency a plan should be made with the patient and family. We want to minimize restraint use and we need to prepare ourselves (as health professionals) and the patient/family of what to expect to ensure the proper techniques are utilized. Every situation could be different. 

Emergency treatment/situation cannot be defined. Clinical judgement should be used and the members of the health care team should decide if what is happening in that moment is an emergency and the least restrict restraint is to be utilized. 

Always attempt to address the underlying reasons for the restraint, and discontinue the restraint as soon as possible. 

Presenter:
What emergency and safety situations are common in your practice setting? What types of restraint might be considered in those situations?
What alternate strategies could be tried? 
What strategies could minimize the type and duration of restraint? 



• Reasons for actions & behaviours

• Patient and family involvement 

• Alternate strategies

Assessment – consider:

Presenter
Presentation Notes
Restraints should not be used without a complete assessment of the patient (unless it is an emergency and there is an imminent threat). This includes possible reasons for the actions or behaviors perceived to require restraint: 
The patient in the recovery room is still under the influence of anaesthetic, and appears to be agitated. They may also be frightened, cold, in pain, have a full bladder or be uncomfortable with lines and tubes. 
The child who starts crying at the mention of a certain procedure because of a previous bad experience
The adolescent who may have a history of trauma, or be suffering from severe anxiety
Fear can escalate behavior and it might be worthwhile to explore these fears prior to the procedure/task/investigation to “talk the fear down”

What alternate strategies could be tried? Involve patients, families, and other members of the interdisciplinary care team to identify and address issues. 

Consider that restraints may not be effective, may worsen the problem, and may add new problems (e.g. can contribute to long term psychological effects, skin breakdown) Continue to look for alternate solutions even while using restraints, and discontinue the restraint as soon as possible. 


Presenter:
What factors in your practice area contribute to actions or behaviours that are perceived to require restraint?
How would you manage these factors (triggers) without the use of restraint?
If restraint is required, then what is the least restrictive restraint?



• Medical tubing
• Constant care/observation
• Arm board
• High Chair/Car Seat
• Crib Rails
• Bed Rails

Are These Restraints? 

Presenter
Presentation Notes
Whether or not these meet the definition of restraint, they can act as a restraint – or lead to increased use of restraint. 

Medical tubing: These provide a risk for entanglement and can be limiting for a patient. Avoid or discontinue medical tubes whenever safely possible.

Constant care: Constant care can be a temporary alternative to restraint if the person attending the patient 1:1 is skilled in their approach, and if efforts are made to discover alternate strategies to reduce the need for constant care. 

Arm boards, high chairs, car seat and crib rails: These are examples of safety devices used in everyday care of children. These are not considered restraints. 

Bed Rails: For the majority of patients in pediatrics these would be considered a safety device. If the bedrail is used to confine the child to the bed it could be considered a restraint. We need to think about why we are using it and what impact it has on the child.

Bed rails and crib rails should be closely monitored to ensure children are not attempting to climb over or aren’t being trapped. 

If the disease is what keeps the person in the chair (no longer mobile, paraplegia), it’s a positioning device, and not a restraint.
 





What does “reasonably required to safely
perform a medically necessary procedure” 

mean?
• Safety restraints used in every day 

care

Presenter
Presentation Notes
The pediatric procedure does not apply to safety restraints used in everyday care of children. 

Always consider what is reasonably required to safely perform any medical procedure or task. For example if you require to comfortably position a child while utilizing a safety restraint (e.g. your arm) while completing a diaper change this is reasonable and is necessary an order is not required for this. 

Another example is that of giving an intramuscular injection (vaccine or medication)- the infliction of the harm can be justified by the foreseeable benefits of the action. 





Informed Consent and Restraint 
Patients and Families say: 
• Patient and family engagement needs to be 

the first resort – and restraint the last resort
• They want to be asked to help find solutions, 

and to be involved in decisions
• Ask them how the restraint situation makes 

them feel
• When things escalate, staff need to talk with 

patients/families about strategies they have 
as professionals to keep people safe

Presenter
Presentation Notes
In an emergency:
An order from the physician or nurse practitioner must be obtained prior to emergency pharmacologic restraint. An order is not required for other types of restraint in an emergency: e.g. immediate threat to safety or emergency treatment required. As previously stated clinical judgement should be used to determine if the situation is an emergent one. 
If the restraint use will be ongoing, an order is required. 

Not an emergency:
An order must be obtained from the physician or nurse practitioner. 
Consent is required. The most responsible health practitioner documents the informed consent discussion with patient and care partners, including potential risks, reasons considered, alternate strategies to be attempted first, date of review.  (See AHS Consent policy for further direction)
Continue to explore and document alternate strategies; discontinue the restraint as soon as possible. 
Offer educational tools for families- AHS has some available on the website http://insite.albertahealthservices.ca/17039.asp 

Presenter:
How do you obtain consent your practice setting? Orders? 
What is your documentation process for informed consent discussions?  
What changes may be needed? Next steps? 

When we use the word “consent”, there’s the impression people need to sign a form, agreeing to restraint. This is not the expectation. 

Consent for restraints similar to AHS consent policy for any other procedure, like putting in a catheter, or changing a dressing. 

Because there are many risks associated with use of restraint, we need to have a collaborative discussion about the issues and options, and possible risks and benefits. This discussion should be documented. 
 
This means staff don’t make decisions about restraint without patient and family involvement – unless it’s an emergency. Restraints may be required in an emergent situation and can be applied without consent if necessary. 

If an emergency arises, requiring a restraint, (i.e. the safety of the patient, staff or others is at risk), we still need to debrief afterwards with patients/families and with each other – to look for ways to avoid restraint in future, or to use the least restrictive restraint for the shortest time.

In the event that non-emergent restraints are required they are to be guided by a plan of care in which the mature minor or alternate decision-maker has consented (see AHS Consent to treatment/procedure(s) policy suite)
 
These patient and family comments are from the AHS provincial Patient Engagement Reference Group. 



Questions to ask yourself

1) What are (if any) are the potential harms and benefits 
associated with the care? 

2) What effect does the care have on the individual and/or 
family?

3) What are (if any) the way to minimize any potential harm?
4) Have the caregivers been consulted? What are their 

thoughts?
5) Is this action/care similar or dissimilar to more clear-cut, 

harmful [physical] restraints? 

Presenter
Presentation Notes
There are many reasons why flexibility in interpretation of the procedure applies to certain care that is provided in the pediatric population. In order to determine what care/actions the policy/procedure are targeting these questions are important to keep in mind. Care often provided in pediatrics can be justified with the known benefits of the action (e.g. requiring to safely hold down a patient while changing a diaper will result in a clean diaper). Before deciding restraint is the best option explore what other resources can be accessed? Who else has the time to be consulted? 



“Restraint can be associated with physical and psychological trauma to the individual 
undergoing the procedure and to others including parents and family members in the 
room.”- Dr. Bruce Dick 

“Ethically, “the best interests of the child” principal is often ignored in the interest of 
the provider to “get the procedure done”  the child’s voice is then lost.  Children have 
the right to have their voice heard, and when they have a voice about what needs to 
be done in their care, their voice needs to be heard.   This doesn’t mean they can 
refuse necessary care, but we need to step back and listen to their voice – their fears, 
and work together to mitigate these fears.” - Kathy Reid

“In our experience restraining did not work for our child. We felt rushed and the lab 
was busy so we agreed, but in reality it ended up taking a lot longer to find people to 
hold her down, and distract her, (while she panicked) than it would have if we hadn't. 
Since she was panicking it was also lot harder for them to take her blood so they had 
to make several tries. I think if she would have been given the time she asked for she 
might of felt more secure in the scary situation and could have built on her coping 
skills and confidence, making it easier in the future. Being held down set her back on 
her treatment plan and gave her severe anxiety which has taken us a long time to 
work through.”

Do patients & families mind?

Presenter
Presentation Notes
Weeks and even decades after discharge, patients remember the experience of being tied down, and may be left with permanent traumatic memories. 

Families are saddened and frustrated when health care providers use restraint without consultation, especially when this results in patient harm and impacts quality of life. 

The type of care children receive directly impacts future health care visits and may deter them from accessing the healthcare system if they’ve had a negative experience. 

References: 
Quotes from Dr. Bruce Dick and Kathy Reid (NP)
Family quote: AHS patient and family advisor



Restraints are NOT used for:

• A form of punishment
• The convenience of the unit/staff
• A replacement for personal attention to the patient
• Accommodating staff shortages/timing
• The staff to reduce the need for supervision/medical 

treatment for the patient

Presenter
Presentation Notes
We are not to use restraints as a form of punishment, because it’s convenient, as a replacement for personal attention, to accommodate staffing issues or to reduce the need for supervision of the patient. 

As an AHS employee you are responsible to become familiar with the resources and options available to use restraints as a last resort. Ask for help and seek assistance when required but it is not acceptable to use a restraint just because you weren’t familiar with this policy. 

When a procedure needs to be done it is something easy for a caregiver or staff member to say “I will just hold them”. This is not a reason to use any type of restraint. Not having time to look at alternatives is not appropriate. 

We need to do everything we can to collaborate with the patient’s health care team and patients/families to utilize alternative methods and engage them in the health care decisions, when reasonable. 




Documentation
• Assessment of the patient and 

contributing factors

• Discussions about other strategies 
with the care team

• Discussions with the person or their 
decision-maker (informed consent) 

• What else you tried – how did the 
person respond? 

Presenter
Presentation Notes
Your documentation should include the actions you perform in the care of your patient to the determine reasons for use.
Clinical assessment: medical symptoms, pain, unmet needs (hungry, thirsty, hot, cold), patterns and triggers (e.g. fear based on previous experience)
Environmental assessment: contributing factors such as noise, overstimulation, boredom, staff approach
Discussions with the patient or family/caregivers and the care team: possible reasons or underlying issues, alternate strategies to restraints, risks of restraints, the goal, when the restraint will be re-evaluated.
The non-restraint alternatives attempted and the outcomes
The rationale or goals for the restraint selected, the least restrictive restraint selected and why the decision was made to use a  restraint.

If a restraint is used:
The restraint (type/dose, date/time of application/discontinuation etc.) 
Rationale for using the restraint
Monitoring the effect/effectiveness of the chosen method of restraint
Steps taken to reduce risks and adverse outcomes
Steps/plans to reduce or eliminate the restraint use (timeline, patterns of assessment)
The patient’s response to restraint use and debriefing with the patient, staff and /or alternate decision-maker where applicable.






Monitoring

• Comfort, emotional distress

• Safety 

• Physical needs e.g. discomfort, hydration, toileting, hunger, 
temperature regulation

April-5-18

Presenter
Presentation Notes
Closely monitor the patient, their responses to alternate strategies, and their responses to the restraint. 

Watch for signs of distress, requests for release, discomfort, and safety issues. 

Address needs the person is unable to meet (e.g. hydration, toileting, position changes, ambulation, socialization, comfort). 

Regularly review and update the plan of care. 

Sadly, negative or even critical incidents can and do occur with restraint use. Incidents may include injury or death and it is your responsibility to report any concerns as soon as possible and/or seek assistance as needed.

Refer to the procedure for monitoring and documentation related to the type or restraint used. 

Presenter:
 Discuss monitoring expectations (frequency of monitoring, what to monitor for according to restraint type)



Restraint use:
Removing and discontinuing

• Debrief restraint use with patients, 
staff and families. 

• Identify plan for avoiding, reducing 
or discontinuing restraints

Presenter
Presentation Notes
The criteria for removal or discontinuation of the restraint should be established when the decision is made to use the restraint. 
Considerations include: effectiveness of alternate strategies, the changing needs of the patient, and the safety of the patient, staff and others. 
If a restraint is required consideration for psychology follow-up should be done in order to prevent any adverse long-term effects and to promote an understanding of the experience. 

Discussion points:
How are decisions currently made about restraint reduction or removal? 
Is the process clearly described when the decision is made to use the restraint? 
How are changes communicated to patient/client and family/alternate decision-maker? 
How are changes communicated to the care team, physician or nurse practitioner?




Scenario 1

An 8 year old requires an NG tube for temporary use. She has never 
had one before. The nurse explains the procedure to the caregiver 
and offers support of a Child Life Specialist to help prior to insertion of 
the tube. The caregiver refuses and “just wants to get it over with.” 
The nurse briefly explains to the patient what is going to happen and 
asks another nurse to assist with the insertion. An attempt is made 
and the patient is not cooperative and the caregiver insists on having 
it inserted “right now.” The nurses both know that in order to complete 
the task the patient will have to be restrained. 

Presenter
Presentation Notes
In the above scenario the initial attempt of inserting the NG tube was not successful. The nurses had to make a choice to either a) listen to the caregiver and insert the tube or b)wait. The nurses decided to wait to minimize the need to use restraint for the short procedure. Instead the nurses:
Asked themselves how time critical is the procedure? Can it wait? 
Collaborate with child life to prepare the patient and create a plan for the insertion
Engage the caregiver and patient in creating a plan of care for this procedure



Scenario 1 Questions

• What would you do?
• What are some strategies/solutions?

Presenter
Presentation Notes
For discussion. Some thoughts:
Utilize the commitment to comfort holds or continuum. 
Give the child some control: Which nare will it go in, let the child cut the dressing to secure the NG
Think about ways to provide the child with control.
The nurse initially could have had a discussion with the caregiver about the procedure and recommended steps to take to ease with the procedure. The nurse could have asked what strategies have been used in the past for difficult procedures and how the nurses or other staff could help. 
Ensure the caregiver is actively involved in the treatment plan. It can be difficult to manage an individual who “just wants it over with.” Utilize the tools and knowledge gained throughout this presentation in conversations and care plans. 
Collaborate with other health care professionals to make this a successful treatment that does not negatively impact the patient. 





Scenario 2

6 year old patient is due for routine blood work this morning. The lab 
staff go into the patients room at 0620 to draw the blood. The 
patient’s Mom is at the bedside. The Mom mentions that previously 
she was asked to hold the child’s arm still while the staff drew blood. 
It is apparent that the child has memories of this and starts crying 
while the phlebotomist gets her supplies ready. The Mom is 
adamant that she does not want to hold her child’s arm again. 



Scenario 2 Questions

• What are some strategies to help the child and Mother cope with 
the blood work draw?

• What do you think should be included in the plan on care? 

Presenter
Presentation Notes
Strategies
Try to anticipate this
Ask staff to help with hold (if possible have non-caregiver hands)
Educate lab staff on the positions of comfort
Delay lab work to allow time for staff and family to engage child in the procedure and create a plan
Utilize commitment to comfort continuum (is numbing cream an option?) 
If available engage child life specialist
Consider other tools that can be used for distraction

Plan of Care
We don’t know if the the family was aware of the blood work to be drawn but incorporating collaboration with child life to help prepare the child would be appropriate
Engaging the mother/child in position of comforts to try during this procedure



12 year old boy with PSD/ADHD and abdominal wound with 
dressing changes every 2 days. The nurse went in to complete the 
first dressing change. The old dressing was removed and the patient 
displayed behavior issues. He became upset and combative, the 
nurse was worried about her safety as well as keeping the wound 
sterile. She pulled the emergency bell to get help. Two additional 
nurses came into the room to help with a physical two prong 
approach. 

Scenario 3



• Do you feel it was appropriate to use a physical restraint in this situation? 
Was it emergent?

• What steps should be taken next? And by who?

Scenario 3 Questions

Presenter
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Discussion question. Minimal restraint was used for the first dressing and it could be considered an emergent situation (safety of the nurse and the wound being exposed)
Engage Child Life for future dressing changes to help prepare patient. Discuss goals/steps to reduce need for restraints. Eg. Create plan of care and by week 2 able to sit still without restraints. Parents there are support person and not used to restrain. 




A 7 year old girl with Rhett syndrome presented to ambulatory care 
with a caregiver request for something to prevent her from biting her 
fingers.  She has thickened skin and scarring on her fingers, as well 
as apparent joint deformity.  Her caregiver indicates she often has 
open sores from constantly sucking or biting her hand.  The 
caregiver has seen other children at her child’s school with hard 
plastic splints that stop kids from bending their elbows and would 
like to use these to get her to “break the habit and let her fingers 
heal”.

Scenario 4



• Should the healthcare provider supply these splints?

• What additional information would be needed to come up with a 
solution for this problem? 

• If a restraint were to be provided, what are the factors that must be 
considered, discussed, and documented? What would the follow up 
plan be?

Scenario 4 Questions
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Discussion question – Is this self-harming behavior that warrants restraint? 
Evaluation questions – Is there a purpose to this behavior? Is there a time when it happens more than other times, or are there times when she doesn’t have her hands in her mouth? What strategies have they tried using already, and how effective were they? Do they have a doctor’s order?
If it was determined something should be provided, further discussion points to consider (and document): What is her hand function like otherwise, and would these splints prevent her from using them? When would they be used (duration, frequency)? How would the effectiveness of the intervention be measured, and how frequently would they need to be monitored or re-evaluated?



A 6 year old boy with Cerebral Palsy presents to seating clinic for an 
adjustment to his wheelchair. He has a positioning belt that is 
necessary to keep him from falling out of the chair – but he has 
recently learned to unfasten this belt himself. His parents are 
requesting a way to prevent him from removing it as they want to 
keep him safe.

Scenario 5



• Is a positioning belt considered a restraint? Would it become a 
restraint if he was unable to remove it on his own?

• What are the risks/benefits to adding a component that prevents 
him from taking it off?

• Should the health care provider alter the belt?

Scenario 5 Questions

Presenter
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No, it isn’t a restraint as is, as it is intended to improve function and doesn’t limit his abilities. If he couldn’t remove it on his own, and if it was restricting his freedom of movement, then it could be considered a restraint.

Risks – increased frustration and irritability for child (and parent), additional components may increase bulk, unable to get out of chair independently, unable to adjust if in pain.  Benefits – potentially improved safety? Can he be taught not to unbuckle the belt?

3) Discussion question – Weighing risks/benefits, potentially yes they should alter, but should ensure understanding of above and take precautions to ensure safety.



https://www.albertahealthservices.ca/info/Page15702.aspx

Restraint as a Last 
Resort Toolkit

Education resources 
Success stories

Posters
PowerPoints

More resources will be 
added as they become 

available

Presenter
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Looking for resources to support staff education and practice change? 

The Restraint as a Last Resort Toolkit is available on the AHS External Website

Additional general resources, and resources for Specific Care settings are being developed, and will be added as they become available. 




Questions?
Success stories?

Resources to recommend? 

Contact policy@ahs.ca

Presenter
Presentation Notes
Other questions? Please see the FAQ- Pediatrics. 
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