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ABSTRACT

The purpose of this study was to explore physical restraint and its contributory factors
for Thai hospitalized elderly patients. The Theory of Reasoned Action of Ajzen and Fishbein
and the Conceptual Model for the Use of Restraints proposed by Kayser-Jones were
synthesized as a Conceptual Framework for Physical Restraint Use for this study. A
descriptive study was utilized with structured questionnaires and direct observation. The
purposive sample consisted of six groups from nine wards of a teaching hospital in Songkhla:
1) 13 nursing administrators; 2) 310 healthcare staff; 3) 27 healthcare staff who restrained
elderly patients; 4) 429 elderly patients aged 60 and older; 5) 27 restrained elderly patients;
and 6) 27 family members of restrained elderly patients.

The nursing administrators were asked to answer the Administrative Questionnaire. A
large sample (429) of elderly patients was observed using a Physical Restraint Use
Observation Tool twice a day until discharge. Cognitive status was assessed using the Chula
Mental Test. For restrained patient, the primary nurse was asked to give the rationale and to
answer the physical restraint use questionnaire (PRUQ). Family members were also asked to
complete the PRUQ. Descriptive, independent t-test, chi-square, Pearson’s correlation, and
ANOVA were used to identify physical restraint use (PRU) and its contributory factors.

The prevalence of PRU, including side rails was 65.7%. The use of side rails only was
59.4%, whereas both the use of side rails and additional physical restraint devices were 6.3%.
The most frequently types of PRU were bilateral wrist restraint. The rationale was protecting
medical devices and preventing falls. Statistically significant differences in restrained and
unrestrained elderly patients (t = 3.615, p < .001, y* = 166.815, p < .001, respectively) were
found based on age and cognitive status. A statistically significant relationship existed among
age and years of clinical experience, and attitudes toward PRU (r = -.253, p < .01, r =-.248, p
< .01, respectively). Healthcare staff attitudes toward PRU also showed statistically significant
differences among position and practice setting (F = 11.063, p < .001, F = 4.7, p < .001,
respectively). Statistically significant differences also occurred in attitudes toward PRU
between family members of restrained elderly patients and healthcare staff who restrained
elderly patients (t = -2.27, p < .05).

Findings from this study provide a theoretical explanation for the extent and use of
physical restraints in Thailand. It is thus a first step toward gathering evidence-based data
related to an unresolved and unquestioned practice in Thailand. This study also provides new
knowledge about clinical situations where restraints are common, and eventually it will lead to
the development of an appropriate educational intervention and guideline suitable for practice
in Thailand.
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CHAPTER I
INTRODUCTION

Background and Significance

The aging population in Thailand is currently experiencing one of the most
rapid increases in the developing world. In 1990, the elderly share of the population
aged 60 years and over in Thailand was 7%; by 2000, it had reached 9%. By 2020, the
proportion of the elderly population is predicted to rise to 15%, or one in every 7
people. The life expectancy of Thai people is also increasing, leading to profound
demographic changes in the population. It is anticipated that by the year 2030, the
aging dependency ratio will be higher than the dependency ratio for children,
reflecting the escalating burden of elder care on family, society and national
development (Poolpolamnuay & Isarabhakdi, 2002).

As life expectancy increases, problems with the aging population, chronic
illness, and disability will become more significant. Common health problems for
older Thais are hypertension, along with musculoskeletal, respiratory, and
gastrointestinal diseases (Nonthachai, 1992; Siriboon, 1996). Interestingly, elderly
Thai women appear to have a higher incidence of chronic illness than elderly men.
With regard to health management, 55% of elders use public hospitals, 32% use
community health centers, and 13% use clinics or private hospitals.

Elderly Thais with health problems are often admitted to hospitals, rather than
cared for at home, because there are few nursing homes or formal home health care
services. The prevalence of hospitalization among Thai elderly is 28.1% (Assantachai
& Maranetra, 2005). The factors determining hospital admissions are lung disease,
history of falls, poor global self-rated health, hypertension, and poor mobility. In fact,
Jitapunkul and collegues (1998) reported that 18.7% of Thai elderly experienced one
or more falls, often inducing injury. In addition, acute confusional states are a common
problem, with a higher incidence among hospitalized elderly patients, and usually

occurring (15-80%) prior to the presentation of certain physical illnesses (infection,
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heart failure, etc.), or as a result of complications occurring during hospitalization
(Eden & Foreman, 1996; Francis, Martin, & Kapoor, 1990; Inaba-Roland & Maricle,
1992; Kelley, 1996; Lusis, Hydo, & Clark, 1993; Pierre, 1996). In Thailand, as well as
other parts of the world, including the United States, hospitalized older adults are at
risk for use of physical restraints, especially when presenting with altered mental
status, fall risk, poor mobility, and complications of chronic illnesses, as healthcare
staff often see no other alternatives for responding to these situations or behaviors.

From 1997 to the present, only two descriptive studies (Phakaporanrut, 2002;
Phangsawat, Sasitornwashakul, Phuwarawutiphanich, & Tanomkhang, 1997)
examined physical restraint use (PRU) in hospitalized patients in Thailand. These
studies focused on knowledge, attitudes and practice behavior of Thai nurses. Most
nurses had positive attitudes toward the use of restraints, with incomplete knowledge
about risk for poor outcomes or alternatives to restraint use in hospitalized elderly
patients. Factors shown to influence PRU in Thailand included patient characteristics,
the view that physical restraints are a positive intervention, work experience,
organizational factors, and the physical characteristics of the hospital wards.

Currently, much of the impetus for restraint use in Thailand arises from
pressure from hospital administration about risk management; for example, there is
worry about litigation if a patient falls or sustains a serious injury. Although the
Hospital Accreditation (HA) standard in Thailand states that patients’ rights for
privacy, human dignity, personal values and beliefs are respect; healthcare staff
believe that physical restraints are needed and view them as an appropriate
intervention, despite the lack of empirical evidence for the effectiveness of restraints
in safeguarding patients from injury.

By the late 1980s in the United States, it was estimated that more than 500,000
older persons in hospitals and nursing homes spent part of each day in physical
restraints (Evans & Strumpf, 1989). The incidence and prevalence of PRU in the elder
varies by setting (Evans & Strumpf, 1989; Karlsson, Bucht, Eriksson, & Sandman,
2001). Nevertheless, between 18 and 41.5% of acute care patients have been reported
restrained at some point during their hospitalization (Frengley, 1996; Minnick, Mion,
Leipzig, Lamb, & Palmer, 1998; Whitman, Davidson, Sereika, & Ruby, 2001) and 15-
85% of residents were restrained in nursing home settings (Capezuti, Evans, Strumpf,
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& Maislin, 1996; Hamers, Gulpers, & Strik, 2004; Karlsson, Bucht, Eriksson, &
Sandman, 2001). Currently, in the U.S., these percentages are much lower, especially
in nursing homes, due to legislative mandates and other regulatory standards.

The 1986 Institute of Medicine Report on Nursing Homes, the Omnibus
Budget Reconciliation Act (OBRA) of 1987, also known as the Nursing Home Reform
Act, warnings from the Food and Drug Administration, and changes in guidelines
from the Joint Commission on Accreditation of Healthcare Organizations in 1991 had
a significant impact on restraint reduction in the U.S. During the past decade,
interventions targeting staff and health systems reduced PRU and further advanced
restraint free care as a gold standard for practice. New knowledge, changed attitudes,
and motivation of nursing staff to modify practices related to use of restraints have
markedly shifted philosophy regarding restraint use in hospitals and nursing homes.

The literature, mostly from the U.S., suggests that education and patient-
focused consultation are essential elements in changing beliefs regarding restraint
efficacy, reducing restraint use, and empowering hospital and nursing home staff to
make the transition to restraint-free care. Most studies employing educational
interventions for nursing staff argue for the necessity of education, not only to change
attitudes about use of restraints, but also to provide new information and encourage
modification of practice toward current standards of care. In order to develop an
educational intervention suitable for practice in Thailand, however, more information
is needed about PRU for Thai hospitalized elderly patients. This includes knowledge
about the organizational environment (policies/ standards of practice); healthcare staff
characteristics (age, gender, education, work experience, specialized education in
geriatrics, and training about physical restraint); healthcare staff and family member
attitudes toward PRU; patient characteristics (age, gender, and cognitive status); and
PRU of healthcare staff (prevalence, frequency, type, and rationale for usage).

Physical restraints have been used to maintain patient and others’ safety, to
prevent falls (Hamers, Gulpers, & Strik, 2004; Strumpf & Evans, 1987, 1988), to
prevent removal of tubes and other invasive treatment or monitoring devices (Lee,
Chan, Tam, & Yeung, 1999; Quinn, 1993; Thomas, Redfern, & John, 1995; Werner,
2002), to manage agitation and aggression (Hantikainen, 1998), to exercise behavioral

control, to prevent patients from wandering (O’Keeffe, Jack, & Lye., 1996), and to
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provide physical support (Cohen, Neufeld, Dunbar, Pflug, & Brever, 1996; Liukkonen
& Laitinen, 1994; Minnick et al., 1998; Molassiotis & Newell, 1996). Although
physical restraints might reduce some hazards, growing evidence indicates the
negative consequences of physical restraints. These consequences include both
physical and psychological affects on patients, families, and hospital staff (Evans,
Wood, Lambert, & FitzGerald, 2002). The direct impact of the restraint device on the
patient includes lacerations, bruises, nerve damage, ischemic injury, asphyxiation and
sudden death from strangulation, along with the indirect consequences of
immobilization, including reduced functional ability, loss of muscle tone and
contractures, extended periods of hospitalization, development of pressure ulcers, falls,
incontinence and failure to be discharged home (Evans, Wood, Lambert, & FitzGerald,
2002). Morbidity and mortality rates are eight times greater among restrained patients
than those who are unrestrained (Robbins, Boyko, Lane, Cooper, & Jahnigen, 1987).

Reactions like anger, fear, denial, demoralization, humiliation, depression,
agitation, and regressive behavior are often expressed by patients who have been
restrained (Gorski, 1995; Strumpf & Evans, 1988). Furthermore, family members also
report negative experiences with physical restraint. These experiences include anger
and discomfort (Evans, Wood, Lambert, & FitzGerald, 2002). Most nurses also feel
frustrated, guilty, morally distressed, and ethically conflicted about the duty to respect
patients’ rights of self-determination versus protection of those in their care (Helmuth,
1995; Liukkonen & Laitinen, 1994; Mattiasson & Andersson, 1995; Strumpf & Evans,
1988). Physical restraints appear to have little actual benefit to patients. Furthermore,
there is no clear evidence to support the use of physical restraints to prevent injury in
clinical settings (Cheung & Yam, 2005).

Most studies about PRU in Western countries demonstrate many negative
consequences from physical restraint. However, in Thailand, the practice of PRU
remains widespread and appears to be accepted as inevitable and perhaps

unquestioned because of concerns about patient safety.

Significance of the Study

Although most of the restraint research has been done in the U.S., implications

in Thailand are limited because of marked differences in cultures, values, beliefs,
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legal/regulations, and advanced technology. In addition, the nature of PRU in Thailand
remains unclear and the solutions to address the problem remains unresolved.
Furthermore, only two studies have been done in Thailand. Therefore, a full
description of the nature of PRU in Thailand is needed if solutions to address PRU are
to be implemented. Thus, an exploratory study of PRU for Thai hospitalized elderly
patients is an important first step toward gathering evidence-based data upon which to

develop interventions aimed at reducing PRU in Thailand.

Research Questions

The research questions of this study are as follows:

1. What are the prevalence, frequency, type, and rationale of PRU for Thai
hospitalized elderly patients?

2. Is there a difference between patient characteristics and PRU by healthcare
staff for Thai hospitalized elderly patients?

3. Is there a relationship among organizational environmental factors and
healthcare staff characteristics and attitudes toward PRU for Thai
hospitalized elderly patients?

4. Do healthcare staff and family members have similar/different attitudes

toward PRU for Thai hospitalized elderly patients?

Purpose of this Study

The purpose of this study was to explore physical restraint and its contributory

factors for Thai hospitalized elderly patients.

Conceptual Framework

A proposed Conceptual Framework for PRU by Healthcare Staff for this study
is synthesized from the Theory of Reasoned Action (TRA), later modified as the
Theory of Planned Behavior (TPB) proposed by Ajzen and Fishbein (1980), and from
a conceptual model for the use of restraints proposed by Kayser-Jones (1992). The

synthesized framework for this study is presented in Figure 1.
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Organizational
Environment
Policies/ Standards of practice

Healthcare Staff
Characteristics

Physical Restraint

Healthcare Patient Use by Healthcare
Age, Gender, Education, Staff Attitudes Characteristics Staff
Work experience, » toward PRU Age, Gender p—p> Prevalence
Specialized education Cognitive Status Frequency

in geriatrics,
Training about physical
restraint

Restraint type
Rationale for usage

Family Member
Attitudes toward PRU

Figure 1 The Conceptual Framework for Physical Restraint Use by Healthcare Staff

Ajzen and Fishbein (1980) consider TRA as a scientific theory based on
metatheoretical assumptions. These include epistemology (mainly one truth applying
to most individuals), ontology (reactions and behaviors result from situations), and
axiology (beliefs and values play a role). The two assumptions of the theory are: 1)
human beings are rational and make systematic use of available information; and 2)
consideration of the implications of one’s actions determines engagement (or not) in
certain behaviors. TRA was chosen as a conceptual framework because its
assumptions are in line with an exploratory of physical restraint and its contributory
factors including patient behavior and staff attitudes. Because healthcare staff are
grounded in professional ethics and possess logical thought, they can consider the
benefits and consequences of physical restraint.

TRA suggests that behavior is determined by personal intentions to perform a
behavior and that this intention is, in turn, a function of attitudes toward the behavior
(Ajzen & Fishbein, 1980). Intention (the immediate antecedent of behavior) is the
probability, as rated by the subject, that a particular behavior will be performed.
However, individuals tend to engage in behaviors when the behaviors are evaluated
positively. Attitude is an individual’s positive or negative belief about performing a

specific behavior. It is made up of personal beliefs accumulated over a lifetime.
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Beliefs are formed from direct experiences, outside information, and inference. Only a
few beliefs, however, actually influence attitude. Subjective norms are based on the
perceptions of specific significant others (spouse, family, close friends, etc.) as to
whether or not one should engage in a behavior. Perceived behavioral control is a third
antecedent of intention in TRA. It is an individual’s perception of the correctness or
incorrectness of performing a behavior. In TRA, external factors, such as staff
characteristics, have no direct effect on intention, but may be related if they influence
the direct antecedents of intention.

The aim of TRA is to explain how individuals decide to perform certain
behaviors. In most studies using TRA, the focused in on individual rather than
collective behavior. However, this study is similar to that of Werner and Mendelsson
(2001) who examined nursing staff members’ attitudes, subjective norms, moral
obligations, and intentions to use physical restraints with older people.

TRA does not cover all elements relevant to the study, although it provides a
framework for healthcare staff characteristics, healthcare staff and family member
attitudes toward PRU, and PRU of healthcare staff. Therefore, the Kayser-Jones
Conceptualization for the Use of Restraints (Kayser-Jones, 1992) is added because it
illustrates how environmental factors may contribute to the use of restraints. Its four
major features include physical, organizational, personal and supra-personal, and
cultural-psychological-social factors. This allows for an examination in this study of
organizational environment, healthcare staff and family member attitudes toward PRU,
and healthcare staff and patient characteristics for the Conceptual Framework for PRU
of Healthcare Staff for this study.

The TRA and Kayser-Jones frameworks and the literature to date suggest that,
at least in the U.S., organizational environment, healthcare staff and family member
attitudes toward PRU, and healthcare staff and patient characteristics all influence the
use of physical restraint in some way. It was the purpose of this study to explore these

possible factors in physical restraint use among Thai hospitalized elderly patients.
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Assumption
Physical restraint use represents a confluence of factors, unique to one’s
culture, including patient and healthcare staff characteristics, organizational milieu,

and attitudes of healthcare staff and family members.

Definitions of Terms

1. Organizational/Environmental Variables
1.1 Policies/standards of practice on physical restraint use refer to
current hospital policies and administrative manuals, as well as any existing regulatory
or certification guidelines, related to use of physical restraints for Thai practice. They
were determined through the Administrative Questionnaire of nursing administrators.

The Administrative Questionnaire was developed by the researcher for this study.

2. Healthcare Staff Characteristics
2.1 Healthcare staff refer to nursing administrators (Director of
Nursing, Nurse Supervisor, and Head Nurse), or healthcare staff (registered nurses,
practical nurses, and nurse aids).
2.2 Healthcare staff characteristics refer to age, gender, education,
work experience, specialized education in geriatrics, and any educational training

about physical restraints (e.g., seminars, conferences, etc.).

3. Healthcare Staff and Family Member Attitudes toward PRU

3.1 Family member refers to a key relative/family member for the
hospitalized elderly patient as identified by the patient, family member, or primary
nurse.

3.2 Attitudes toward PRU include a set of beliefs and information
about PRU by healthcare staff as measured by the Physical Restraint Use
Questionnaire (PRUQ) adapted from a Restraint Questionnaire for Staff (RQS)
developed by Evans and Strumpf (1990).
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4. Patient Characteristics

4.1 Patient is defined as any person aged 60 or above, using the
definition of the World Health Organization (National Statistical Office, 1998).

4.2 Patient characteristics refer to age, gender, and cognitive status of
elderly patients as obtained from the medical record or census sheet, and recorded on
the Physical Restraint Use Observation Tool.

4.3 Cognitive status is characterized by processes of thinking,

including, memory and orientation. It was measured by the Chula-Mental-Test.

5. Physical Restraint Use by Healthcare Staff

5.1 Physical restraint is any manual method or physical or mechanical
device, material or equipment attached or adjacent to the individual’s body that the
individual cannot remove easily and which restricts freedom of movement or normal
access to one’s body (HCFA, 1990).

5.2 Physical restraint use by healthcare staff is defined as the actual
use of a physical restraint on a patient during a specified period of observation by the
investigator or trained assistants in the day and evening shifts, using the Physical
Restraint Use Observation Tool adapted from the Restraint Use Observation Protocol
of Evans and colleagues (1997).

5.3 Prevalence of physical restraint use is the percentage of persons
restrained in a population at any point of time during the observation of the
investigator. A percentage will be calculated using the formula: number
restrained/total number patients X 100.

5.4 Frequency of physical restraint use is the number of restraint
reported per patient.

5.5 Physical restraint type refers to physical or mechanical devices,
including vest/chest restraints, wrist/arm or ankle/leg restraints, hand mitts, or any
other devices that cannot be easily removed by the person, with the effect of restricting
freedom of movement or normal access to one’s body. This definition does not include
equipment that limits movement for therapeutic purposes such as traction. Because
side rails are frequently used to prevent bed-related falls, they will be considered as

restraints if, on a case-by-case basis, they function to prevent a person from
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voluntarily transferring in or out of bed and cannot easily be lowered by the person.
Restrictive side rails are defined as two raised full-length side rails.

5.6 Rationale for usage refers to a purpose for using a physical
restraint. This is determined in two ways: 1) general use for all restrained patients will
be identified using the Physical Restraint Use Questionnaire; and 2) specific use for

each restrained patient was noted on the Physical Restraint Use Observation Tool.
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CHAPTER I
LITERATURE REVIEW

This literature review is organized according to the proposed conceptual
framework and examines physical restraint use (PRU) of healthcare staff from several
perspectives. PRU by healthcare staff will be described first, followed by patient
characteristics, healthcare staff characteristics, healthcare staff and family member

attitudes toward PRU, and organizational environmental aspects, respectively.

Physical Restraint Use by Healthcare Staff

The physical restraint use by healthcare staff will be described based on
incidence and prevalence of physical restraint use, frequency, type of device, rationale

for physical restraint use, alternatives to physical restraint, and negative consequences.

Incidence and Prevalence of Physical Restraint Use

Until 1970, little was known about the prevalence rate of physical restraint use
(PRU) in hospitals and nursing homes in the United States. Since 1980, the literature
regarding PRU with the elderly has increased markedly (Evans & Strumpf, 1989). The
incidence and prevalence of PRU in the elderly varies by setting and age, as well as by
types of devices. PRU can also be an artifact of time of day and staffing levels.
Methods for data collection have a considerable impact on incidence and prevalence.
For example, retrospective chart review is generally not reliable (Bourbonniere,
Strumpf, Evans & Maislin, 2003). Thus, exact figures for incidence and prevalence for
physical restraint rates with hospitalized elderly patients are difficult to determine.
Additionally, the actual rates may be higher than reported in many studies because
prevalence does not always include data from periods of lower staffing when the use
of restraints may be higher, for instance weekends, late evening, or at night.

The use of physical restraints for hospitalized patients is fairly common. Of

adult patients on general hospitals in the USA, 6% to 17% are restrained (Mion,
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Minnick, Palmer, Kapp & Lamb, 1996) and 6% to 13% are restrained in medical and
surgical wards (Frengley & Mion, 1998). Lever and colleagues (1994), in a cross-
sectional survey of restraint use in several institutions, found that an alarming number
of people were restrained: 78% of patients in a chronic care hospital, 35% of patients
on a psychiatric ward, 21% of patients in an acute care hospital, and 12% of residents
in a home for the aged. Kow and Hogan (2000) studied a retrospective chart review of
the use of physical restraint in patients on medical teaching units in an acute care
hospital. The study showed the incidence of PRU was 7.7%.

With increasing age, the application of physical restraints becomes even more
common; prevalence increases to 18% to 22% among those 65 years or older on
medical wards (Minnick et al., 1998; Mion et al., 1996). In Israel, a study conducted in
a geriatric unit of a general hospital showed that physical restraints were used with
16% of the patients during an 8-month period (Barazovski & Rosin, 1997, as cited in
Werner, 2002). In Germany, Bredthauer and colleagues (2005) demonstrated that 30%
of elderly patients were physically restrained and the highest incidence (48%) was
found in elderly patients with severe cognitive impairments (diagnosis of dementia
and/or delirium). These figures contrast with those seen in the UK and much of
Europe, where the use of restraints is generally condemned, with rates of use lesser
than 10%. In other words, one out of five elderly patients on a general medical or
surgical unit is restrained at some point during hospitalization (Mion & Strumpf,
1994).

Several methods have been used alone or in combination for the measurement
of PRU: direct observation, survey or interview of nursing staff, and review of medical
and nursing records. Direct observation is undoubtedly the most valid and reliable
method of measurement, especially since written records or verbal reports may not
reflect actual practice. In most studies, restraint use was not directly observed but
relied on self-report (Laurin, Voyer, Verreault & Durand, 2004). In Helmuth’s study
(1995), nurses were asked to recall restraint use over a one week period; they reported
that a relatively low percentage (19.2%) of nurses used restraints during this period.
Apart from the possibility of recall bias when nurses are asked to remember restraint
use, it is also likely that restraint use may be deliberately under-reported due to social

desirability.
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Laurin and colleagues (2004) determined the sensitivity and specificity of the
measurement of PRU reported by the nursing staff in health records among nursing
home residents, compared to direct observation. Interviews of two or more nursing
staff showed a somewhat stronger relationship with direct observation compared to
chart review. Sensitivity and specificity values of the information were highest when
information was collected from more than one nurse compared to chart reviews.
Reported restraint use according to nursing staff (one nurse or more) gave a sensitivity
value of 87.4% and a specificity of 93.7%. When data were reviewed from subjects’
medical and nursing notes, sensitivity was reduced to 74.8%, and specificity to 86.3%.
Restraint use was underreported in 12.6% of interviews with nursing staff, and in
25.2% of clinical records, whereas it was over reported in 4.4% of interviews and in
19.6% of clinical records. Sensitivity of the measurement was similar when two or
more nurses were interviewed compared to one nurse, although a higher value was
noticed when two nurses were questioned (94.1% versus 85.1%). This study suggested
that interviews of nursing staff are a reliable method of data collection when compared
to the health record.

Fogel and Berkman (2005) studied the numbers of days needed to calculate an
accurate prevalence rate of physical restraint in an acute inpatient setting, and noted
variations based on the number of consecutive days of data collection. PRU was
measured for all patients on 22 acute care units (17 medical/surgical and 5 intensive
care units) both for performance improvement/quality assurance and to comply with
regulatory standards. Daily prevalence was measured for each unit for 21 consecutive
days, for a total of 6,985 observations. Measurements included direct observation by
trained observers, medical review, and nurse interview. The researchers graphed
cumulative data for days 1 to 21 in order to determine whether mean prevalence varied
based on the number of days of measurement. They also compared prevalence rates
for weekends and weekdays, morning and evening, and 7, 14, and 21 consecutive days
versus 7 nonconsecutive days. Prevalence rates appeared to stabilize at approximately
day 10 for medical/surgical units and day 15 for intensive care units. Examination of
data for each of the 22 units showed similar trends, although there was greater
variability within certain units. No differences were found in prevalence rates when

comparing weekday or weekends, morning and evening observations, or 7 consecutive
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days with 7 days based on every 3 day, as well as 14 or 21 consecutive days. Thus, as
few as 7 days of measurement yields prevalence estimates that are not significantly
different from 21 days of measurement. The 7 days may be consecutive or

nonconsecutive (every 3 day).

Frequency

Two studies of the frequency of restraint application were reported. Frengley
and Mion (1986) studied general medical wards of an acute care hospital; there were
1,197 unrestrained patients and 95 restrained patients. Among restrained patients, 28%
were restrained multiple times. Minnick and colleagues (1989) reported that restraints
were applied once, twice, and three or more times in 52%, 15% and 33% of patients.

The timing of restraint application has not been widely reported. Macpherson
and colleagues (1990) studied nurses caring for each of 102 restrained patients; more
restraints were applied on the evening shift than on the day or night shifts. Whitman
and colleagues (2001) conducted a secondary analysis of prospective, observational
data from a large outcomes database for 10 acute care hospitals. Monthly data were
obtained from 94 patient care units for periods ranging from 1-12 months for a total of
566 cumulative months during 1999. More restraints were applied on night shifts than
on day or evening shifts, and most were applied after midnight. Minnick et al. (1998)
did report restraint rates of 5.8% for the period between 5:00-7:00 am. and 5.7% for
the period of 6:00-8:00.pm. These periods were chosen since staffing may be lower
from 5:00-7:00 am. and confusion may be more likely at nighttime from 6:00-8:00
pm. Both of these circumstances could result in increased PRU. On the contrary, Mion,
Frengley, Jakovcic, and Marino (1989) reported that on both medical and
rehabilitation units, restraints were applied most often on the day shift, with the least
restraint occurring at nights.

Type of Device

Many types of devices inhibit patients’ freedom of movement, including vest
jackets, lap belts or sheets, mittens and ankle/wrist ties, bedrails, and geri-chairs
(Marks,1992). Wrist and jacket or chest restraints are commonly used in the acute
hospital setting in North America (Morse & McHutchion , 1991; Moss & La Puma,

1991), with elderly patients being restrained more frequently and for longer periods
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than younger patients (Frengley & Mion, 1986). A descriptive, cross-sectional study of
254 nurses working in intensive care units, emergency departments, and neurosurgery
wards in four Turkish hospitals demonstrated that wrist restraints (96%) were most
often used (Demir, 2007).

Disagreement exists concerning the definition of a mechanical device. Some
believe that wrist or leg restraints, handmitts, geri-chairs, and full bedrails are
restraints; others do not believe that geri-chairs and full bedrails are restraints (Bower
& McCullough, 2000). The nature of bedrails is less clear and has been viewed both as
a restraint and as a safety device. Bedrails are commonly used to minimize falls from
hospital beds, but descriptive studies have shown that falls occur from bed despite the
use of bedrails (Evans, Hodgkinson, Lambert, Wood & Kowanko, 1998).

Physical restraints were used both in beds and chairs. The most frequently used
restraints in bed were bed rails (85% to 98%) (Hamers, Gulpers & Strik, 2004;
Liukkonen & Laitinen, 1994) and in chairs, waist belts (57%) and geriatric chairs with
fixed tables (36%) (Hamers, Gulpers & Strik, 2004; Karlsson et al, 2001; Strumpf &
Evans, 1987, 1988). Lever and colleagues (1994) found that double bed rails were the
most commonly used restraint with acute (54%) and chronic (48%) patients. About 2.5
million hospital and nursing home beds are in use in the U.S. Between 1985 and 1999,
371 incidents of patients caught, trapped, entangled, or strangled in beds with rails
were reported to the U.S. Food and Drug Administration. Of these reports, 228 people
died, 87 had a nonfatal injury, and 56 were not injured because staff intervened. Most
patients were frail, elderly or confused (Goldman, 2006).

Side rails/bedrails are defined as physical restraints or restrictive devices that
are often used with older patients (Capezuti, 2004). They are frequently regarded as a
safe and routine intervention for the prevention of falls and subsequent injury. Studies
show, however, that siderails do not necessarily prevent older people from transferring
out of bed unassisted and may even lead to more serious fall-related injuries and death.
The greater the distance of a fall, the more likely an injury will occur (Capezuti,
Talerico, Strumpf & Evans, 1998). When older patients exit the bed by climbing over
elevated bedrails, perhaps catching their arms or legs in the rails, transferring activity
becomes dangerous and increases fall risk (Hanger, Ball and Wood, 1999), including

susceptibility to injury, such as fracture, contusions, and lacerations.
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Bed rails have potential benefits and risks (Goldman, 2006). Potential benefits
of bed rails include: 1) aiding in turning and repositioning within the bed; 2) providing
a hand-hold for getting into or out of bed; 3) providing a feeling of comfort and
security; 4) reducing the risk of patients falling out of bed when being transported; and
5) providing easy access to bed controls and personal care items. Potential risks of bed
rails may include: 1) strangling, suffocating, bodily injury or death when patients are
caught between rails or between bed rails and mattress; 2) more serious injuries from
falls when patients climb over rails; 3) skin bruising, cuts, and scrapes; 4) agitated
behavior when bed rails are used as a restraint; 5) isolation or unnecessary restriction;
and 6) limitations in performance of routine activities of daily living. Potential risk
factors for bedrail injury include advanced age (over half of injuries occur in persons
85 or older), being female, low body weight, partial independence in transfers, and
cognitive impairment. (Hanger, Ball & Wood, 1999).

Rationale for Physical Restraint Use

Decisions on the use or avoidance of physical restraints in elder care are made
in response to the behavior of patients and the need for safe environments where risks
of harm are minimized. Behaviors that typically lead to application of a physical
restraint have been described by nursing staff as disruptive, difficult, asocial, bizarre,
deviant or inappropriate (Beck, Rossby, & Baldwin, 1991; Beck & Shue, 1994,
Burgener, Jirovec, Murel & Barton, 1992; Cohen-Mansfield, Marx & Werner, 1993;
Hantikainen, 1998; Liukkonen & Laitinen, 1994; Marks, 1992; Master & Marks, 1990;
Minnick et al, 1998; Rosby, Beck & Heacock, 1992; Ryden, Bossenmaire, &
McLachlan, 1991; Tilley & Chambers, 1999; Whall, Gillis, Yankou, Booth & Beel-
Bates, 1992). The decision to apply physical restraints often is based on the belief that
the patient, if unrestrained, will intentionally or inadvertently remove intravenous lines,
tubes, drains, or life-sustaining equipment (Stratmann et al, 1997; Thomas, Redfern, &
John, 1995; Tilley & Chambers, 1999). In addition, nurses and physicians appear
convinced that physical restraints protect the confused patient from major injuries that
result from falls (Minnick et al, 1998; Riegle, 1996; Thomas, Redfern, & John, 1995).

Studies show wide variation in the decisions and motivations of nurses in

response to individual cases. Nurses indicate that they are most likely to use restraints
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to prevent patients from falling, to protect medical devices (i.e., intravenous lines,
nasogastric tubes, foley catheters, and endotracheal tubes), and to control agitated
behavior or wandering. Additionally, a significant reason for applying restraints is fear
of liability subsequent to falls or unsafe behavioral symptoms (Marks, 1992; Capezuti,
2004). Macpherson, Lofgren, Granieri, and Myllenbeck (1990) studied nurses and
physicians caring 102 restrained patients; nurses and physicians reported similar
reasons for the use of restraints among elderly and cognitively impaired patients with
multiple chronic diseases. In Choi & Song’s study (2003) in a Korean Intensive Care
Unit, 29 nurses applied or removed the restraints at least once; the most common
reason for restraint application was to keep the patient from removing medical devices.
This was also the case in other studies in ICU (Minnick, et al., 1998) and general
wards (Macpherson, et al., 1990), explaining why nurses tend to overuse restraints to
prevent removal of medical devices or for convenience (Hardin, et al., 1994).

Happ (2000) conducted a study on the nurse’s role in preventing treatment
interference in critically ill patients, which included observation of 45 patients and
interviews with their nurses. The results focused on a smaller sample of 16 older
patients, aged between 64 and 87 years old. Happ concluded that maintaining
technological devices is almost exclusively a nursing responsibility and that critical
care nurses are most protective of those devices, especially where accidental removal
is considered life threatening. Reasons for physical restraint are cited in a systematic
review of 23 studies (Evans, Wood, Lambert & FitzGerald, 2002), including three
observational, two interpretive, and eighteen descriptive studies. Patient-oriented
reasons predominate, including maintaining patient safety, managing agitation and
aggression, exercising behavioral control, and preventing patients from wandering.
Staff-oriented reasons include facilitation of work schedules and organizational goals,
maintenance of a comfortable social environment, and prevention of treatment
interference. Compliance with the wishes of family members (Hardin et al., 1993) and
fear of litigation (Evans & Strumpf, 1990) are also cited in the literature.

The risk of legal liability to hospitals as a result of patient harm has been a
focus of concern with regard to physical restraint, especially in the U.S. Fear of
liability is often the major reason cited by nurses for using physical restraints. In

addition to the legal issues, there are ethical implications as well. Nurses have stated
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the moral dilemma between applying restraints and allowing patients greater
autonomy (Quinn, 1993). Nurses express guilt when using physical restraints, but
believe alternatives are not available (Karlsson, Bucht & Sandman, 1998). Nurses
respect patients’ rights but also feel compelled to initiate restrictive measures for
patients with a potential for injury to themselves or others (Liukkonen & Laitinen,
1994). McHutchion and Morse (1989) reported that nurses empathize with restrained
patients and would not wish to be in a similar position.

Additional rationale for use of restraints includes inadequate staffing, dislike of
chaotic wards, intolerance of deviant behavior, and pressure from families. A common
argument is that use of restraints is unavoidable at times of low staffing (Frank,
Hodgetts, & Puxty, 1996). Scherer, Janelli, Wu, and Kuhn (1993) studied 235 acute-
critical care nurses and found that even though 65.6% of nurses were not confident in
the care of restrained patients, they used restraints anyway, especially when short-
staffed. Matthiesen, Lamb, McCann, Hollinger-Smith, and Walton (1996) studied 281
nurses and found that 36% of nurses used restraints when understaffed. Tilley and
Chambers (1999) interviewed eight nurses on determinants of decisions to use
physical restraints with hospitalized elderly patients in Hong Kong; restraint was
justified based on shortages of nursing manpower. Elsewhere, Minnick, and
colleagues (1998) reported that less than 1% of nurses felt restraints were due to low
staffing levels.

Restraint of patients actually requires increased nursing time to comply with
standards for regular monitoring, release and documentation (Wilson, 1996). The use
of restraint as a substitute for adequate supervision cannot be condoned. The study of
Whitman and colleagues (2001) in 10 acute care hospitals with 94 patient care units
did not support the inverse association between staffing levels and restraint use. They
found a weak positive relationship (r 0.28, p < .0001) between staffing and restraint
use at the system level, and units with higher staffing levels also had higher baseline
restraint use.

Overall, the literature refutes the rationale that physical restraints prevent
injury and protect patients from harm. In fact, the assumed benefits from use of
physical restraints are unproven and contradicted by numerous reports of injuries and

deaths associated with the use of physical restraints. Blakeslee, Goldmen, Papougenis
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and Torell (1991) noted no scientific basis to support that physical restraint safeguards
a patient from injury. In fact, patient safety can be compromised by physical restraints,
including death from strangulation (Miles & Irvine, 1992; Starter & Libow, 1992;
Tinetti, Liu, & Ginter, 1992).

Falls on the ward are common, often injurious, and result in impaired
rehabilitation, anxiety and depression. They are associated with prolonged hospital
stays. They lead to anxiety or guilt among staff and to unhappiness among carers and
relatives and in turn to complaint or litigation. Thus, such falls pose a risk to
individual patients and to organizations (Horse, 2002). From observational studies
(Morse, 1996; Oliver, Britton & Seed, 1997; Oliver, Seed & Martin, 2002), they found
that 60-70 % of all falls in hospitals occur from the bed and about 50% occur in
patients who fall repeatedly. Frengley and Mion’s study (1998) and Ginter and Mion
(1992) have shown 50-90% and 10-47%, respectively, of falls from bed in hospital
occur despite bedrails being applied. It is certainly counter intuitive to many to
discover that bedrails do not prevent falls or that people fall in hospital precisely
because they are ill on admission and not because the hospital is to blame. We need to
consider whether current nursing establishments on wards caring for frail, acutely ill
older patients are adequate and whether ward design and equipment are optimal for
patient safety (Horse, 2002).

No clinical trials have ever demonstrated the effectiveness of physical
restraints, and the preponderance of data suggests that physical restraints do not
prevent falls or the inadvertent or intentional removal of medical therapies. Shorr and
colleagues (2002) determined the relationship between physical restraints and falls in
acute hospital settings with 228 patients who fell and 228 matched controls; and
reported that patients with orders for restraints were more likely to fall than patients
without orders for restraints. Studies have shown that the incidence of patient falls and
the risk of injury from falls increase in restrained patients. Patients have been known
to untie restraints and fall in the process of restraint removal (Evans & Strumpf, 1990;
Houston & Lach, 1990). It appears that physical protection is more of a concern to
staff than the negative psychological consequences for patients of being physically

restrained; awareness of the latter issue was low (Suen, et al., 2006).
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Alternatives to Physical Restraint

Alternatives to restraint can be categorized as 1) physical alternatives, 2)
psychosocial alternatives, 3) activities, and 4) environments (Strumpf, Evans &
Schwartz, 1990). Physical alternatives include positioning, evaluation of drugs,
toileting, comfort, pain relief, change in treatment, massage, sensory aids, and
hydration. Psychosocial alternatives include authorization of “no restraint” from
person/family, provision of sense of security, attention to person’s agenda, and active
listening. Examples of activities are daily physical therapy/ambulation, gait training,
distraction, recreation, and exercise. Environmental options include contoured chairs,
low beds, alarm systems, background music, camouflage, noise reduction, controlled
lighting, and personal space. The use of alternatives is predicated on careful
assessment of the patient and environment. These include environmental manipulation,
such as electronic surveillance devices; programs and activities specifically geared to
the cognitively-impaired individual; specific interactions and approaches to reduce or
manage wandering behavior; behavioral consistency among all personnel toward
wandering patients; and full administrative support to forego use of restraints.

Several reports exist of units or facilities that are either completely restraint-
free or have dramatically reduced the use of physical restraints. All are similar in that
they have: 1) comprehensive approaches in caring for patients with severe cognitive
and/or physical impairments; 2) administrative approval and support; and 3) staff
awareness and education. Imperative to achieving restraint minimization is identifying
alternatives to restraint use. Although many restraint alternatives have been cited in
the literature, few have been rigorously evaluated (Evans, Wood, Lambert &
FitzGerald, 2002). A number of studies have demonstrated that the use of physical
restraints can be reduced by using a variety of alternatives; however, it has not yet
been determined which alternatives are most effective for which patients (Sabangan,
Katz, & Flicker, 2005).

Negative Consequences
Ensuring patient safety is one of the main reasons given for use of physical
restraints. Although physical restraints might reduce some hazards and ensure patient

safety, a body of evidence demonstrates the negative consequences of physical
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restraint. Janelli (1989, cited in Varone et al., 1992) referred to Newton’s Third Law of
Physics for understanding the emotional response to being restrained: To every action
there is an equal and opposite reaction. Thus, resistance to being restrained is a
powerful and natural phenomenon. Increased agitation and restlessness result as the
person struggles to be free of the restraint. Despite abundant evidence citing the
dangers of physical restraints, almost no evidence indicates that physical restraints are
beneficial (Marks,1992).

In the acute care setting, restrained patients are often severely ill and may have
restraint devices to ensure life sustaining treatment. There is a correlation between
restraint use and complications in hospital such as falls, nosocomial infections, greater
severity of illness, and longer lengths of stay (Bourbonniere et al., 2003; Brower, 1991;
Frengley & Mion, 1986; Miles & Meyers, 1994; Mion et al., 1989, Tinetti, Liu &
Ginter, 1992). Lofgren, MacPherson, Granieri, Myllenbeck, and Sprafka (1989) found
that prolonged use (more than 4 days) of mechanical restraints was the strongest
independent predictor of nosocomial infections and new pressure ulcers. It is often
difficult to distinguish the effects of restraint use and the severity of illness in
determining the causes of increased morbidity and mortality (Robbins et al., 1987).

Some studies in acute care settings show a higher mortality rate in those
restrained, but defining the precise cause of death in such patients is difficult (Frengley
& Mion, 1986; Mion et al., 1989; Robbins et al., 1987). Death may be an indirect
result of restraint use, following a fall, fracture, or nosocomial infection, or
alternatively, the result of the underlying reason for restraint use. Deaths linked
directly to the use of physical restraint, such as strangulation or asphyxiation, have
been reported (Frengley & Mion, 1986; Miles & Irvine, 1992; Robbins et al., 1987).
Clearly, the high morbidity and mortality associated with physical restraints raises
questions about their therapeutic value.

Deleterious effects from the application of physical restraints are experienced
not only by patients, but also by nurses. Most nurses experience a huge range of
negative emotions when using restraints, including anxiety, inadequacy, hopelessness,
frustration, fear, guilt, dis-satisfaction, resignation, repugnance, vengeance, moral
distress and ethical dilemmas between the duty to respect the patient’s right of self-

determination and the duty to protect those in their care (Helmuth, 1995; Liukkonen &
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Laitinen, 1994; Mattiasson & Andersson, 1995; Strumpf & Evans, 1988). Guilt is
perhaps expressed in part by the current tendency to change the term “restraint” to
“protective device”, as the notion of restraint becomes less acceptable (Brower, 1991).
Emotional sequelae may also extend to family members. Kanski, Janelli, Jongs and
Kennedy (1996) studied the perceptions of 25 family members toward restraint use in
a hospital setting and found that 40% were upset or uncomfortable seeing loved ones
restrained. A systematic review of relatives’ negative experiences with physical

restraint included anger and discomfort (Evans, Wood, Lambert & FitzGerald, 2002).

Patient Characteristics and Physical Restraint Use

Patient characteristics are often mentioned in the literature as a factor related to
PRU. Several studies have shown a relationship between patient characteristics
(cognitive impairment, impairment in activities of daily living, older age, history of
falls, and impairment in mobility) and PRU, and they have compared restrained to
nonrestrained patients to determine risk factors for physical restraints. Risk for
physical restraints are three to four times greater if a patient has at least one of the
following characteristics: old age, high severity of illness, multiple medical problems,
cognitive impairment, physical impairment, or a psychiatric condition, history of
surgery, or medical devices that restrict mobility (Macpherson et al., 1990; Mion &
Strumpf, 1994; Mion et al., 1989).

Characteristics of restrained patients are reported in a systematic review (Evans,
Wood, Lambert & FitzGerald, 2002). Four studies were conducted in acute care
settings and three studies were conducted in residential care settings. In acute care
settings, those more likely to be restrained during a hospital stay were 60 years or
older, had a psychiatric diagnosis, cognitive impairment, were bedridden, exhibited
disruptive behaviors, or were at risk for falls. In residential care settings, restraints
were more commonly used for frail residents, and factors such as incontinence and
inability to perform self care activities independently increased the likelihood of
physical restraint use.

In a review of the literature, Evans and Strumpf (1989) identified predictors of
restraint use that could be divided into two main groups: patient factors and system
factors. Patient-related factors included age and cognitive impairment, risk of injury to
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self or others, physical frailty, presence of a monitoring or treatment device, and the
need to promote body alignment. System-related factors included avoidance of
litigation, staff attitudes, levels of staffing, and availability of restraint devices.
Cognitive impairment is consistently cited as the most frequent predictor of restraint
use in hospitals (Burton et al., 1992; Sullivan-Marx et al., Strumpf, Evans,
Baumgarten & Maislin, 1999). Patients with cognitive impairment are generally at risk
for accidents, are less able to comply with medical treatments and regimens, and
sometimes behave aggressively or disruptively.

Gallinagh, Slevin, and McCormack (2002) reported patient variables including
age, gender, and diagnosis. The average age of restrained patients was 77 years and 75
years for the non-restrained. There was no significant difference in age between
restrained and non-restrained patients. A chi-square test confirmed that there was no
significant difference between males and females in relation to restraint and non-
restraint use. The most common medical diagnoses for restrained patients were stroke
and fractures. A chi-square test confirmed that there was a significant difference in

stroke between restrained and non-restrained patients.

Healthcare Staff Characteristics

A descriptive correlation study (Myers, Nikoletti and Hill, 2001) was
conducted in an acute-care hospital to explore the relationship between nurses’ use of
restraints and attitudes toward restraint use and the elderly by using two research
instruments: 1) Perceptions of Restraint Use Questionnaire (PRUQ) and 2) Attitudes
toward the Aged Semantic Differential (ASD). There were no significant differences
between scores on the PRUQ and the ASD based on gender, area of work, level of
practice, initial training/education and the use of restraints in the past 12 months. In
addition, no correlations were found between years of nursing care, age or number of
times restraints were used in the last 3 months, and scores on either of the attitude
scales. For the PRUQ, there was a significant difference between mean scores based
on type of shift worked. Those working on permanent day shift placed less importance
on the use of restraints than those working all shifts. There was no significant
difference for the ASD for this variable.



Busara Oearsakul Literature Review / 24

Karlsson, Bucht, and Sandman (1998) found that there were no significant
differences between the respondents’ demographic data (sex, age, practice setting,
years in elder care) and attitudes score. Furthermore, knowledge among staff regarding
regulations for the use of physical restraints was poor. There was a significant
difference in knowledge scores between professions. The nurse aids had a significantly
lower score than registered nurses and physicians, and licensed practical nurses had
significantly lower scores than physicians. No significant differences were noted
between practice settings regarding knowledge scores. Weiner, Tabak, and Bergman
(2003) found that greater knowledge among respondents decreased the likelihood to

use restraints in both realistic and idealistic situations.

Healthcare Staff and Family Member Attitudes toward Physical

Restraint Use

Healthcare Staff Attitudes toward Physical Restraint Use

Factors promoting PRU with elderly patients in acute care settings depend to
some extent on the attitudes of nurses toward restraints and the elderly. Negative
attitudes toward the elderly may increase PRU in acute care settings, although no
research studies confirm this hypothesis. The relationship between attitudes toward
physical restraint and the elderly were examined (Helmuth,1995). A significant
relationship was found between negative attitudes toward older patients and favorable
attitudes toward PRU; elsewhere, Myers, Nikoletti, and Hill (2001) identified that
slightly positive attitudes toward the elderly and use of physical restraints were related.
Neither study demonstrated significant relationships between nurses’ use of physical
restraint and their attitudes toward PRU and the elderly. Furthermore, nurses’ attitudes
did not predict their self-reported use of physical restraints.

Nurse attitudes toward the behavior of older people also may influence PRU.
Nurses’ responses to older people’s behavior varied among nurses, even in similar
situations (Everitt et al.,1991). How behavior is interpreted, the way in which it is
defined, the meaning that is attached to it, and the response it evokes are primarily

dependent on nursing staff perceptions (Carveth & Trexler, 1996; Sternberg &
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Whelihan, 1991). When position, education, and clinical experience were correlated
with nursing attitudes about restraint use, differences were found (Thomas, Redfern, &
Reesa, 1995). Nurses' attitudes did not differ based on a medical, surgical, or critical
care unit; negative attitudes about restraint use remained, regardless of setting (Schott-
Baer, Lusis, & Beauregard, 1995). When nurses' perceptions were studied, the use of
restraints depended on the behavior exhibited, level of responsibility in caring for
patients, and characteristics of the facility (Fay & Cyndi, 2000).

In Helmuth (1995)’s study, attitudes toward the use of restraints were slightly
favorable. Subjects described using restraints as an important nursing intervention for
ensuring the safety of older patients. In particular, preventing falls was identified as a
strong indication for the use of restraints. Another perceived benefit of restraints was
protecting therapeutic devices. Subjects identified protection of feeding tubes and
sutures in particular as the most important reasons for using restraints. This may be
related to how serious the subjects perceived the consequences of dislodging these
specific devices and the difficulty involved with replacing them in comparison to
dressing or intravenous catheters. Subjects described restraints as less important when
dealing with behavior problems such as wandering, agitation, stealing, or bothering
others. These differences may reflect concern by subjects for patient safety and their
personal liability in the event of an accident. While the above mentioned behaviors
may be a nuisance, they do not pose the same liability risk as a fall or accident. These
results support findings of others that suggest nurses use restraints to prevent accidents
despite evidence indicating their ineffectiveness for this purpose (Evans & Strumpf,
1989, 1990). Nurses may believe that use of restraints provides evidence of
intervention to prevent an accident, thereby reducing the risk of accusations of
negligence.

Family Member Attitudes toward Physical Restraint Use

Studies of family members’ perceptions of physical restraint reveal strong
emotional responses when seeing loved ones restrained (Elk & Ferchau, 2000, Riegle,
1996). Conversely, families may question why restraint devices are not used to secure
invasive devices, viewing restraint as an expected standard for patient safety.

Although families may desire involvement in patient care, they may also be fearful of
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taking responsibility, e.g., redirecting a patient who is confused or agitated. Families
may therefore request that physical restraint be used (Martin, 2002). In fact, family
members can be a watchful and calming presence, yet some family members are
unable or unwilling to assume responsibility for maintaining technologic devices. Few
families can supply around-the-clock support.

Most family members are not informed about physical restraints, including
possible harms. Failure to address family members’ concerns and anxieties regarding
physical restraint can erode trusting relationships (Riegle, 1996). In studies about
family perceptions, most families were upset and wanted more information about the
consequences of restraint. Many did not understand why restraints were used and did
not know of their physical and psychological harms (Hardin et al., 1993; Kanski, et al.,
1996). Families can be assessed individually to determine their knowledge and
willingness to participate. They can be informed of the interventions that have been
implemented to promote patient safety and taught the steps they can take to help.
Families should be assured that patient safety is of utmost importance, but care should
be taken to avoid a false sense of security. As with all treatments provided, the risks
and benefits associated with the use or nonuse of physical restraint should be
addressed. Failure to address the family’s concerns and to inform them of the need,
risks, and benefits of interventions can irrevocably damage their trust of the health
care team. (Martin, 2002, Quinn, 1996).

Organizational Environmental Aspects

Organizational characteristics play an important role in the use of physical
restraints because of the continuous interactions among patients, systems, and
caregiving staff. Decision making on the use or avoidance of physical restraint is
complicated, on the one hand, by various external factors, such as institutional policy,
legal and ethical issues, standards of practice, family and other societal pressures, and
nurses’ professional values; and on the other hand by a number of internal factors,
including nurses’ personal values, attitudes, and ethical/philosophical stance (Janelli,
Dickerson & Ventura, 1995; Kikuta, 1991; Mahoney, 1995; Morse & McHutchion,
1991; Molassiotis & Newell, 1996; Scherer et al., 1991; Sullivan-Marx, 1996; Werner,
Cohen, Koroknay & Braun, 1994).
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Institutional Policies on Physical Restraint Use

Health service system in Thailand will be described first and followed by
policies on PRU.

Health service system in Thailand is classified into five levels according to the
level of care (Thailand health profile, 1999-2000), including self-care level, primary
health care level, primary care level, secondary care level, and tertiary care level.
Services at self-care level and primary health care level related to health promotion,
disease prevention, curative care, and rehabilitative care. Primary care provides basic
services emphasizing uncomplicated health problems. The components of primary
care level units consist of community health posts, health centers, outpatient care,
private clinics, and drugstores. Secondary care level is provides by medical and health
personnel with various degrees of specialization. They compose of community
hospitals, general hospitals, and private hospitals. Tertiary care is provided by medical
and health professionals, mostly with specializing expertise. They include regional
hospital, university hospitals, and public large hospitals belong to Ministry as Local
Administrative Organization.

Secondary care and tertiary care are hospitals with services focusing on
inpatient healthcare. Tertiary care is specialist healthcare hospitals with services
equipped with high technology. Secondary care may accept patients referred from
primary care hospitals, whereas tertiary care may accept patients with serious health
problems referred from primary care and/or secondary care for treatment and care as
inpatients. Songklanagarind Hospital, an 838-bed teaching and tertiary care facility of
the Prince of Songkla University, is one of the leading hospitals and a large medical
referral center in the southern region of Thailand receiving patients from other
provinces. Elderly Thais with health problems are often admitted to hospitals. The
prevalence of hospitalization among Thai elders is 28.1% (Assantachai & Maranetra,
2005). The hospitalized elders are at risk for use of physical restraints, especially when
presenting with altered mental status, fall risk, poor mobility, and complications of
chronic illness.

In the United States, restraint in nursing home is govern by the Omnibus
Budget Reconciliation Act of 1987 (OBRA); it became effective in 1990. Nursing

home residents have the right to be free from physical or chemical restraints that are
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not required to treat specific medical symptoms (Janelli, Kanski, & Neary, 1994).
Since OBRA was introduced, it has had a major influence on restraint reduction. The
restraint rate nationally declined from 41% pre-OBRA to 21% by early 1995 (Cohen,
et al., 1996). Several studies after 1995 described achieving much lower rates of
restraint use. The study of Stratmann and colleagues (1997) found that the frequency
of restraint use decreased by almost half, from 25% to 14%. In addition, falls did not
increase, but those falling were less likely to be restrained. Dunn’s study (2001) used
incident reports from a purposive sample of 97 older adults, which were analyzed
before and after implementation of a restraint-free policy. The results indicated no
significant difference in the number of falls before and after the policy change.

Only 28 (42%) of the staff surveyed by Hardin and colleagues (1994) believed
that they would receive administrative support if a patient who was not restrained fell.
The staff were concerned about patients falling. Obviously, fear of lawsuits
subsequent to patient falls remains a pivotal rationale for nurses’ application of
restraints. However, the staff in the Hardin study perceived that administration might
not support them if they removed a restraint from a patient and a fall or other
“incident” occurred.

In an effort to enhance patient safety, regulatory and governmental policy
initiatives aimed at minimizing or eliminating PRU in acute care settings have been
implemented in the U.S. These policy initiatives have evolved from ongoing research,
as well as advocacy and regulatory efforts. Many hospitals have revised restraint
policies to minimize PRU. In one study, the implementation of policy change did not
significantly change nurses’ attitudes about restraint use (Schott-Baer, Lusis, &

Beauregard, 1995). No other studies on policy change were located.

Standards of Practice

The use of physical restraints is a controversial issue presenting nurses with
legal, ethical and practical dilemmas. Physical restraints increase a person’s
vulnerability to neglect, harm, and exploitation and are associated with significant
physical harms and devastating psychologic consequences. The central values of
respect for persons, preventing harm, and promoting positive outcomes often conflict

with application of physical restraints (Riegle, 1996). Nurses often find themselves
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acting as “double agents”, trapped between the duty to protect patients’ rights and the
obligation to follow institutional policies (Weiner, Tabag, & Bergman, 2003).

The moral tradition of nursing arises from the Code for Nurses, which
emphasizes the nurse’s obligations to do no harm or non-maleficence and to promote
good or beneficence. In the Code, the nurse’s primary commitment is to the patient’s
health, welfare, and safety. Although the Code addresses the issue of safeguarding the
client from harm inflicted by others, the extension of this duty to protect the patient
from all harms often follows (Riegle, 1996). Physical restraints often emerge as the
primary intervention for reducing potential harms throughout the hospital stay,
including self-harm.

The primary ethical concern associated with the use of physical restraint is the
conflict between the principles of beneficence and autonomy. The principle of
beneficence, to do only good for the patient, is a guiding principle and strong
motivator for nurses. Yet the principle of autonomy, the right of the individual to
choose his or her own course of action, is also central to the philosophy of the nursing
profession and to the field of geriatrics (Reigle, 1996). Each individual evaluates
possible courses of action in everyday life and decides on the course that he or she
values most. This decision does not necessarily take the course of least risk. Values
held by the individual will influence his or her decision. The episode of a fall in an
elderly unrestrained patient is likely to elicit feelings of guilt and remorse among
nursing and medical staff, and families, for not anticipating and preventing the fall.

The use of physical restraints creates a clash between the rights of freedom and
dignity and the rights of personal safety and autonomy. In many instances, not every
right can be defended and nurses must decide on priorities. This clash raises serious
ethical questions: Should a behavior be evaluated according to personal intentions, to
consequences, or to accepted norms? The ethical measure of a given behavior is partly
situational; to fulfill one ethical principle, another may be minimized. An ethical
problem may mean choosing between good and bad, yet the definition of “good” and
“bad” is problematic; what is good now might later turn bad and vice versa, and what
is good for one might be bad for another (Weiner, Tabak, & Bergman, 2003).

The harms associated with PRU often are examined in terms of physical or

psychologic injury, rather than as violations of individual rights. A restrained patient is
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unable to exercise his or her right to autonomy or privacy and must depend on the
nurse and others for basic needs. This dramatic loss of independence magnifies
vulnerability in populations already at risk for abuse (Riegle, 1996).

Documentation concerning the use of physical restraints among non-
psychiatric patients is inadequate (Macpherson et al., 1990; Morrison, Crinklaw-
Wiancko, King, Thibeault & Wells, 1987). Among hospitalized patients, documentation
of restraint use was absent (Karlsson, Bucht, & Sandman, 1998) or sparse in 22-57%
of the hospital records (Robbins et al., 1987; Mion et al., 1989). Written physician
orders to initiate restraints were present in the medical records for only 29% of
medical and 53% of medical rehabilitation patients in the work of Mion and others.
Patients are often restrained without any physician order and for unclear reasons.
Restraints are most often ordered by a physician because nurses request them. In some
cases, the nurse initiates the restraints without an order. In a retrospective chart review
of 156 patients, Kow and Hogan (2000) determined overall inadequate documentation
at a medical center in Canada.

Nurses are responsible for most decisions regarding the use of physical
restraints and the care of patients in restraint (Brower, 1991; Hardin et al., 1994).
Hospital nursing personnel often find themselves in the position of deciding what is
best for patients, often guided by the principle of safety first (Maruschock, 1996).
Macpherson and colleagues (1990) surveyed the general medical wards in an acute
care hospital and found that nurses initiated the use of physical restraints in 76% of
patients, with physician orders for only 28%, and 15% of attending physicians
unaware that their patients had been restrained. They also noted poor agreement
between nurses and physicians concerning the reasons to restrain, as well as poor
documentation. As Hardin and colleagues (1994) reported, the decision to restrain
patients was not an independent one. Only 3 (4%) nursing staff reported that they
alone made the decision to restrain patients, while 4 (6%) said they consulted with a
peer, 22 (32%) with a physician, and 39 (58%) with the head nurse or team leader.

Regarding informed consent, its purpose is to protect the autonomous choices
of vulnerable persons. Consent for medical therapies and interventions should be
based on the magnitude and probability of the risks associated with the proposed

intervention. Because the risks associated with the use of physical restraints are
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significant, consent for their use is essential. Patients or surrogates should be provided
with information regarding the reasons for physical restraint and be involved in the
decision making process. Nurses have a moral responsibility to uphold and respect the
patient’s dignity and autonomy, regardless of the patient’s ability to reason or
comprehend the information (Riegle, 1996).

Unilateral decision making on behalf of the patient can lead to decisions that
reflect the values and beliefs of the decision makers, rather than those of the patient or
surrogate. The term paternalism refers to situations in which one overrides another’s
decision or action to maximize benefits or prevent harm to that person. From this
viewpoint, the requirements of beneficence prevail and compel the nurse to limit the
patient’s actions and choices for beneficial reasons. This broad interpretation of
beneficence also can lead to acts that exaggerate the concept of professional
responsibility. Upholding the principle of beneficence should not be interpreted as an
authorization to act against the patient’s wishes, even if the nurse believes it is for the
patient’s benefit (Riegle, 1996).

Despite the distaste for paternalistic actions, there are circumstances in which
such acts are justified. When a patient is in danger of a serious, yet preventable, harm
or when the patient’s behavior threatens the safety of others, paternalistic actions may
be defended. It is ethically permissible to intervene and limit a person’s autonomy
when that individual presents a potential danger to others. Paternalistic action should
only be taken, however, when the intervention is likely to prevent harm. Because
paternalistic actions suppress another’s autonomy, it is essential for the nurse to
choose an intervention that is the least restrictive and yields the least infringement to
individual freedom (Riegle, 1996).

The dilemma of nursing staff in reference to use of restraints was examined in
a realistic situation (i.e., as reflected in daily work) and in an idealistic situation (i.e.,
as reflected in values and personal beliefs) (Weiner, Tabak, & Bergman, 2003). This
issue is important, as the extent of awareness of ethical dilemmas about use of
restraints and the ways to confront them in daily work, affect the behavior of staff. In
this study, situations and circumstances affected nurses’ ethical preferences. The use
of restraints was higher in a realistic situation than in an idealistic situation (i.e., there

IS a gap between personal beliefs about restraints and actual use).
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Despite a developing awareness of the physical, psychological, and ethical
problems associated with the use of physical restraints with frail elderly, the practice
not only remains widespread, but appears to be accepted as inevitable.

Conclusion

Based on the literature review, physical restraints are commonly used and have
a high incidence among hospitalized elderly patients due to many factors. Published
studies indicate that the prevalence of PRU in both acute and long-term care settings
remains significant, but is not supported by evidence of efficacy or safety. Restraints
may be necessary in an emergency situation for the immediate safety of the patient,
but most of the time, restraints are used to manage behavior and prevent falls. In these
circumstances, the use of physical restraints provides no clear benefit, but does have
the potential to cause serious injury, both psychological and physical, and even death.

Nurses have been primarily responsible for initiating the use of physical
restraints. Various factors influence nurses’ decisions to use physical restraint or
alternative plans of care. These factors include patient, nurse, and system
characteristics, outcomes resulting from a given plan of action, preference for one
ethical principal over another, degree of risk taking, and environmental characteristics
(Varone et al., 1992).

While it is up to individual nurses to determine what they consider to be
ethically appropriate in practice, the limited guidance provided by institutional policy
makers does little to support decision making (Chien, 1999). Levine, Marchello, and
Totolos (1995) suggested that subjective decision-making about restraint use and
limited documentation could be due to the absence of an institutional policy and a
well-defined assessment framework for nurses.

In the U.S., based on research, practice guidelines, and regulation, a transition
to restraint-free care is underway. In Thailand, however, the practice of physical
restraint remains widespread and appears to be accepted as inevitable and perhaps
unquestioned because of concerns about patient safety. The purpose of this study was
to explore physical restraint and its contributory and contextual factors for Thai
hospitalized elderly patients. A full description of the nature of PRU in Thailand is an
important first step toward gathering evidence-based data aimed at reducing PRU and
developing appropriate interventions.
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CHAPTER 1
METHODOLOGY

This descriptive, cross-sectional study utilized structured questionnaires and
direct observation, to explore physical restraint use (PRU) for Thai hospitalized
elderly patients. Through direct patient observation, prevalence, frequency, restraint
type, and rationale for specific use for each restrained patient were determined.
Rationale for general use for all restrained patients, healthcare staff and family
member attitudes toward PRU, organizational environmental factors (policies/
standards of practice), healthcare staff characteristics (age, gender, education, work
experience, specialized education in geriatrics, and training about physical restraint),
and patient characteristics (age, gender, and cognitive status) were obtained through

questionnaires (closed and open-ended).

Setting

The setting was Songklanagarind Hospital, an 838-bed teaching and referral
facility of the Prince of Songkla University, Hatyai regional and medical center in
Songkla Province. It was selected because 1) it is considered one of the leading
hospitals and the quality of its care is well known in the southern region of Thailand,
2) it is a large referral center receiving patients from other provinces; 3) most Thai
citizens from the South with serious health problems come to this hospital; and
4) Songkla Province is accessible to the researcher and is one of the large provinces in
the southern region of Thailand. Furthermore, based on hospital data (2006-2008),
8,650-8,814 elderly patients (aged 60 years or above) are admitted to this hospital
annually.

Songklanagarind Hospital has three types of wards: general care with 16 to 40
beds/ward; special/critical care with 5 to 15 beds/ward; and private care with 11 to 23
beds/ward. The hospital wards observed were the nine general care wards, including

three medical wards, four surgical wards, and two orthopedic wards, because studies
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from the United States and Europe suggest that these types of wards have high
prevalence and incidence of physical restraint, at least until recently, when rates in the
U.S. declined (except in critical care wards). Healthcare staff to patient ratios in these
wards are 1 : 4-5. Private wards were not included in this study because 1) physical
restraint is limited on these wards; 2) family members are allowed to be with patients
24 hours a day; and 3) most patients are not seriously ill. Furthermore, special/critical
care wards were not included because there are many differences in the conditions and
characteristics, treatment regimes, severity of illnesses, structure of the wards, and
manpower levels on these wards (Minnick et al., 1998; Park & Lee, 1997; Whitehead
et al., 1997). Healthcare staff to patient ratios in the special/critical care wards are
much higher than in general care. Finally, the psychiatric ward was not included in this

study as well.

Population and Sampling

The purposive samples consisted of six groups from nine wards to be observed:
1) 13 nursing administrators (one Director of Nursing, three Nurse Supervisors [one
Nurse Supervisor monitored three wards], and nine Head Nurses); 2) all healthcare
staff (registered nurses, practical nurses, and nurse aids); 3) healthcare staff who
restrained elderly patients; 4) all elderly patients aged 60 and older; 5) restrained
elderly patients; and 6) family members of restrained elderly patients. These purposive
samples were voluntarily consented to participate in this study. Nine wards were
observed including 1) Female Medical Ward; 2) Male Medical Ward 1; 3) Male
Medical Ward 2; 4) Female Surgical Ward; 5) Male Surgical Ward 1; 6) Male Surgical
Ward 2; 7) Neuro-Surgical Ward; 8) Female Orthopedic Ward; and 9) Male
Orthopedic Ward.

Sample Size of Elderly Patients

The sample size of elderly patients was calculated by this formula (Lemeshow,
Hosmer & Klar, 1990):

n = Z%..,P(1-P)/d?
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n = sample size

Z = standard errors (1.96, 95% confidence)

P = sample proportion (sample size will be largest when P equals 0.5)

d = precision (0.05)

n = (1.96)%(0.25)/(0.05)* = 384.16

The sample size of elderly patients was 384 subjects. Four hundred and forty
two elderly patients were observed to account for excluded cases or missing cases.
Thirteen subjects were referred to other wards. Therefore, 429 subjects participated in
this study. The population and sampling description is summarized in Table 1.

Table 1 Population and Sampling Description

Target population Sample size Recruited samples/Inclusion criteria/
(6 groups) (9 wards) Exclusion criteria
1) Administrators 13 Director of Nursing =1

Nurse Supervisors = 3
Head Nurses =9

2) Healthcare staff 310 Registered nurses, practical nurses, and nurse aids
returned questionnaires.

3) Healthcare staff 27 Healthcare staff who restrained patients
4) Elderly patients 429 1. Age > 60 years old
2. Admitted to nine wards over an observation
time period

3. Communicating in Thai

5) Elderly patients 27 Patients who were restrained

6) Family members 27 1. key persons responsible for care and
of importance to the patient who were
restrained,

2. communicating in Thai

Instruments

Four questionnaires were used.

1. The Physical Restraint Use Observation Tool was adapted from the
Restraint Use Observation Tool of Evans, Strumpf, Taylor, Capezuti, Maislin, and

Jacobsen (1997). The original tool was developed to record physical restraint use in
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elderly patients for nursing home research in the United States. There were no
psychometric evaluations, but reliability was assured by having two observers observe
status of each patient and agree immediately on restraint status of the patient. Word
changes were made to reflect the Thai hospital context. Data were recorded on the tool
by filling in the blanks, including day of week, ward, date and time, as well as age,
gender, cognitive status, patient initials, reason for restraint (provided by the primary
nurse), and type of restraint (vest, waist, ankle, mitt, side rails, others). (Appendix E)
For reliability in this study, the investigator was trained in the use of the
Physical Restraint Use Observation Tool at a nursing home in the U.S. with Neville
Strumpf who is one of the developers of the instrument. A research assistant for data
collection was trained to use this instrument by the investigator. Subsequently, the
inter-rater reliability between the investigator and the researcher assistant were
examined with 10 elderly patients. Instrument reliability was established at 100%

agreement for restraint use.

2. The Physical Restraint Use Questionnaire (Appendix F) was adapted
from the Restraint Questionnaire for Staff (RQS) developed by Evans and Strumpf
(1990). The original instrument, a 24-item Restraint Use Questionnaire, was
developed to assess staff attitudes and perceptions regarding restraining patients in a
nursing home. Items for this questionnaire were generated from a literature review
designed to measure staff attitudes and perceptions toward physical restraint use.
Several minor revisions and some additional items were added to modify the
questionnaire to reflect the Thai hospital and Thai elders. There are six sections for a
total of 24 items. Section | assesses attitudes toward physical restraint use, using 19
items with Likert-type responses, each having a 3 or 4 scale response. Responses are
summed to arrive at a total score, with a range from 19 to 70. The higher the number,
the stronger is the favorable attitude and likelihood of physical restraint use. The
lowest possible score, “19”, indicates the least favorable attitude toward physical
restraint use; the highest possible score, “70”, reflects the most favorable attitude.

Section 1l assesses alternatives to physical restraint with one item where
healthcare staff can list any known alternative interventions to restraints. Section 11l

addresses healthcare staffs’ anticipation of administrative support regarding removal
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of restraints. Section IV involves intra-and interdisciplinary collaborative processes
used in making restraint decisions. Section V assesses rationale for general usage of
restraint having one item and rank-order from 1 to 5, with ‘1’ meaning ‘the most
important reason’ and ‘5’ meaning ‘the least important reason’. Section VI asks for an
explanation of official institutional physical restraint policies and special guidelines.

This instrument was tailored for family members and healthcare staff. The
Physical Restraint Use Questionnaire for family members consisted of only section I,
whereas the Physical Restraint Use Questionnaire for healthcare staff consisted of
section 1-VI.

Instrument Validity, Translation, and Reliability

This instrument was validated by two American professors of gerontological
nursing who do research on PRU in elders. Thai versions of these instruments were
developed by the investigator via a process of translation and back-translation. They
were translated from English to Thai. A person with fluency in Thai and English, and
unfamiliar with the instruments, then translated each instrument from Thai back into
English and an American gerontological nurse professor confirmed the accuracy of the
translation, assuring content validity based on the original English version. A group of
three experts (nurse educators who were expert in gerontological nursing) examined
content validity of the Physical Restraint Use Questionnaire (PRUQ) by using a
content validity index (CVI), using ratings of item relevance. A Likert-type, ordinal
scale with four possible responses was used. The responses include a rating of 1 = not
relevant, 2 = somewhat relevant, 3 = quite relevant, and 4 = very relevant. Then, for
each item, the CVI was computed as the number of experts giving a rating of either 3
or 4, divided by the total number of experts. The CVI of .80 or higher is acceptable
(Davis, 1992). In this study, the CVI of the PRUQ was .86. Agreement to all items
was requested. The items marked with “not agree” were revised.

A pilot test was conducted with 20 healthcare staff fitting the selection criteria
of this study to assess understanding and assure reliability. The Cronbach alpha
coefficient of the PRUQ was .50. The PRUQ was revised and tried with 20 newly
subjects (< = .72). The Cronbach alpha coefficient for main study (310 healthcare
staff) was .61.
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3. The Administrative Questionnaire (Appendix G) was designed by the
investigator as a survey tool concerning policies/standards of practice/special
guidelines related to physical restraint use. The questionnaire was used with all

persons designated as administrators in the sample.

4. The Chula Mental Test (Appendix H) was used as a part of cognitive
assessment with elderly patients. Several Western instruments for assessing cognitive
impairment perform inappropriately in less developed countries, producing many false
positives. This occurs because many items require literacy and a reasonable level of
education. The development of an instrument for low education and literacy
(Jitapunkul, Lailert, Worakul, Srikiatkhachorn, & Ebrahim, 1999) was derived from a
review of existing instruments, selecting those items not requiring reading and writing
ability. The 36 items obtained were then used with elderly people aged at least 60
years who had no evidence of psychiatric, behavioral, or psychological disturbance.
Subjects were drawn from rural and urban clinical settings and a random sample from
a Bangkok slum. Thirteen items showed no relationship with the educational level and
were then considered by an expert panel for utility and domain of cognition covered.

The revised instrument, the Chula Mental Test (CMT) (Jitapunkul, Lailert,
Worakul, Srikiatkhachorn, & Ebrahim, 1999), was then applied to 212 residents of an
old people's home in Bangkok. The validity of the CMT was tested by comparison
with a neurologist's independent diagnosis of dementia. Comparisons were made with
the Mini-Mental State Examination and the Abbreviated Mental Test. The CMT at its
optimal threshold had the best combination of sensitivity (100%) and specificity
(90%) for detection of dementia. The test-retest repeatability and internal consistency
were high. This test consists of 13 items. Responses are summed to arrive at a total
score, with a range from 0 to 19. The lower the score, the greater the degree of
cognitive impairment. The cut-off score is less than 15, meaning cognitive
impairment. It takes about 3 minutes to administer. Instrument and sample-instrument

descriptions are summarized in Table 2 and 3.
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Table 3 Sample-Instrument Description

Sample Instrument
Administrators Administrative Questionnaire
Healthcare staff, and Physical Restraint Use Questionnaire

Family members

Elderly patients Physical Restraint Use Observation Tool
Chula mental test

Research Assistant Training

One research assistant, a registered nurse, was trained by the investigator to use
the Physical Restraint Use Observation Tool. The investigator explained the definition
of terms, the inclusion criteria, and how to use each instrument. To assure the research
assistant’s understanding, he was allowed to ask any questions until the investigator
was confident. The inter-rater reliability between the investigator and the researcher
assistant were examined with 10 elderly patients. Instrument reliability was

established at 100% agreement for restraint use.

Protection of Human Subjects

Before starting the study, the study plan for protection of human subjects was
submitted to the Songklanagarind Hospital Institutional Review Board (IRB) for
approval. Potential participants were identified in the purpose of the study and were
voluntarily consent to participate. All data were kept anonymous through the use of
identification numbers. Confidentiality and freedom to withdraw from the study at any

time were assured.

Data Collection

The permission letter from the Dean of the Faculty of Graduate Studies,
Mahidol University was submitted to the Director of Songklanakarin Hospital. Steps
and methods of collecting data included:

1. After approval of the study by the Songklanagarind Hospital Institutional
Review Board (IRB), the investigator contacted the Director of Nursing, three Nurse
Supervisors, and nine Head Nurses by introducing herself, describing objectives of the

research, and asking for voluntary participation. The Administrative Questionnaire
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was handed in to them, and after they completed the questionnaire, it was returned to
the investigator within two weeks.

2. One trained research assistant, a registered nurse experienced in taking care
of restrained elderly patients, was trained to use the Physical Restraint Use
Observation Tool before the observation time period. Investigator and her assistant
observed all elderly patients on nine wards using a Physical Restraint Use Observation
Tool twice a day, once each between 10:00am and 2:00pm of day shift and between
6:00pm and 10:00 pm of evening shift, everyday until discharge. They also assessed
all elderly patients’ cognitive status using the Chula Mental Test at the beginning of
observation and recorded on the Physical Restraint Use Observation Tool. Observation
was about 30-60 minutes per ward.

3. For those patients found to be restrained, the primary nurse was asked to
give the rationale, which was recorded on the Physical Restraint Use Observation Tool
and to answer the PRUQ. Family members were also asked to complete the PRUQ.

4. The healthcare staff on nine wards were asked to complete the Physical
Restraint Use Questionnaire after finishing the observation procedure. Consent
procedures and protection of human subjects were followed. Questionnaires were

collected by the investigator within two weeks.

Data Analysis

Data analysis is presented according to the research questions of this study.

Question 1: What are the prevalence, frequency, type, and rationale of PRU for
Thai hospitalized elderly patients?

The prevalence of PRU was calculated as a ratio. The frequency, type and
rationale of PRU were examined using frequency and percentage.

Question 2: Is there a difference between patient characteristics and PRU by
healthcare staff for Thai hospitalized elderly patients?

The difference was examined using chi-square and independent t-test.

Question 3: Is there a relationship among organizational environmental factors
and healthcare staff characteristics and attitudes toward PRU for Thai hospitalized

elderly patients?
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The relationships were examined using Pearson’s correlation and one-way
ANOVA:s.

Question 4: Do healthcare staff and family members have similar/different
attitudes toward PRU for Thai hospitalized elderly patients?

The difference was determined using independent t-test.
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CHAPTER IV
RESULTS

Results are presented according to the research questions of this study. The
demographic characteristics of the samples are described first, followed by prevalence,
frequency, type and rationale of PRU, factors related to PRU and attitudes toward
PRU, attitudes toward PRU of healthcare staff and family members, and additional

findings, respectively.

Demographic Characteristics of the Samples

1. Demographic Characteristics of the Healthcare Staff Working in Nine
Wards. The Physical Restraint Use Questionnaire was sent to a total of 387 healthcare
staff working in nine wards and was returned by 310, giving a response rate of 80.1%.
Mean age was 31.7 years (SD = 7.1) and range in age from 20 to 51. Most of the
healthcare staff (95.8%, n = 297) were women, and mean length of clinical
experiences was 9 years (SD = 7.4) ranging from 1 to 26. Among healthcare staff
participating in the study, 53.9% (n = 174) were registered nurses, 15.2% (n = 49)
were practical nurses and 26.9% (n = 87) were nurse aids. Most healthcare staff
(52.9%, n = 164) had bachelor’s degree, 28.1% (n = 87) had a diploma; 14.5% (n =
45) were graduates from high school, and 4.5% (n = 14) had a master’s degree. Most
(92%) had never received special training, education, seminar, conference, or
information about physical restraint use (PRU). None had instruction in PRU as part of
their formal education. Most (88.4%, n = 274) never received any special training,
education, seminar, conference, or information in geriatrics. Demographic

characteristics of the healthcare staff working in nine wards are presented in Table 4.1.
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Table 4.1 Demographic Characteristics of the Healthcare Staff Working in Nine

Wards (N = 310)

Variables Min-Max Mean SD n (%)
Age (years) 20-51 31.7 7.1
Gender
Female 297 95.8
Male 13 4.2
Years of clinical experience 1-26 9 7.4
Position
Registered Nurses 174 53.9
Practical Nurses 49 15.2
Nurse Aids 87 26.9
Education
Master degree 14 4.5
Bachelor degree 164 52.9
Diploma 87 28.1
High school 45 145
Specific education
about physical restraint
use
Yes 25 8.1
No 285 91.9
Specific gerontologic
education
Yes 36 11.6
No 274 88.4

The largest proportion of the healthcare staff working in nine wards were from
the Male Medical Ward 2 (16.7%, n = 54). The proportion of the healthcare staff in

each ward are summarized in Table 4.2
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Table 4.2 Proportion of the Healthcare Staff (N = 310)

Wards n (%)
Male Medical Ward 2 54 16.7
Female Medical Ward 40 12.4
Male Medical Ward 1 39 12.1
Neuro-Surgical Ward 39 12.1
Female Surgical Ward 36 111
Male Surgical Ward 1 34 10.5
Male Surgical Ward 2 32 9.9
Female Orthopedic Ward 23 7.1
Male Orthopedic Ward 22 6.8

2. Demographic Characteristics of Elderly Patients who were Observed in
Nine Wards. Four hundred and twenty nine elderly patients were observed in nine
wards ranging in age from 60 to 98, with a mean of 71.1 years (SD = 7.6). Majority
were men (58.7%, n = 252) and intact cognitive status (88.8%, n = 381). The length of
stay ranged from 2 to 60 days, with a mean of 8.8 days (SD = 7.9). Patients were
admitted most often to the Female Surgical Ward (18.6%, n = 80), followed by Male
Surgical Ward 2 (17.5%, n = 75), Female Medical Ward (15.2%, n = 65), Male
Surgical Ward 1 (13.1%, n = 56), Male Medical Ward 1 (12.6%, n = 54), Male
Orthopedic Ward (8.9%, n = 38), Male Medical Ward 2 (5.4%, n = 23), Female
Orthopedic Ward (4.9%, n = 21), and Neuro-Surgical Ward (4.0%, n = 17).

Demographic characteristics are summarized in Table 4.3.

Table 4.3 Demographic Characteristics of the Elderly Patients Observed in Nine
Wards (N = 429)

Variables Min-Max Mean SD n (%)
Age (years) 60-98 71.1 7.6
60 — 74 293 68.3
>75 136 31.7
Gender
Female 177 41.3
Male 252 58.7

Cognitive status
Intact 381 88.8
Impairment 48 11.2
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Table 4.3 Demographic Characteristics of the Elderly Patients who were Observed in

Nine Wards (N = 429) (Continued)

Variables Min-Max Mean SD n (%)

Number of days 2-60 8.8 7.9

hospitalized

Wards
Female Surgical Ward §g 132
Male Surgical Ward 2 65 15'2
Female Medical Ward 56 13'1
Male Surgical Ward 1 54 12.6
Male Medical Ward 1 38 3 9
Male Orthopedic Ward 93 5'4
Male Medical Ward 2 21 4'9
Female Orthopedic Ward 17 4'0

Neuro-Surgical Ward

3. Demographic Characteristics of Restrained Elderly Patients. A total of

27 restrained elderly patients ranged in age from 62 to 90 years, with a mean of 76.1

years (SD = 7.3). The length of stay ranged from 2 to 60 days, with a mean of 18.4
days (SD = 13.1). Most of the restrained elderly patients were men (55.6%, n = 15)

and most had cognitive impairment (88.9%, n = 24). The demographic characteristics

of the restrained elderly patients were summarized in Table 4.4.

Table 4.4 Demographic Characteristics of the Restrained Elderly Patients (N = 27)

Variables Min-Max Mean SD n (%)
Age (years) 62-90 76.1 7.3
60 — 74 13 48.1
>75 14 51.9
Gender
Female 12 44 .4
Male 15 55.6
Cognitive status
Intact 3 111
Impairment 24 88.9
Number of days 2-60 18.4 13.1

hospitalized
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4. Demographic Characteristics of Family Members of Restrained Elderly
Patients. A total of 27 family members of restrained elderly patients ranged in age
from 23 to 74 years, with a mean of 45.8 years (SD = 12.5). Most were females
(66.7%, n = 18) with an earned bachelor’s degree (44.4%, n = 12). Nearly all family
members (92.6%, n = 25) were children, the rest were wives. Demographic

characteristics of family members of restrained elderly patients are shown in Table 4.5.

Table 4.5 Demographic Characteristics of the Family Members of the Restrained
Elderly Patients (N = 27)

Variables Min-Max Mean SD n (%)
Age 23-74 45.8 12,5
Gender
Female 18 66.7
Male 9 33.3
Education
Master degree 1 3.7
Bachelor degree 12 44.4
Diploma 3 111
High School 6 22.2
Elementary 5 18.5
Relation to patients
Children 25 92.6
Wife 2 7.4

5. Demographic Characteristics of Healthcare Staff Restraining Elderly
Patients. A total of 27 healthcare staff restrained patients and most were women
(96.3%, n = 26). Mean age was 37.8 years (SD = 6.4, range 26-47), and mean length
of clinical experience was 16.4 years (SD = 7.4, range 3-27). Most had a bachelor’s
degree (85.2%, n = 23), Three (11.1%) had a master’s degree, while one (3.7%) had a
diploma. Eighty five percent (n = 23) never received special training, education,
seminar, conference, or information about physical restraint use (PRU). None had any
formal education in PRU. Over 80% (n = 22) of them had no special training,
education, seminar, conference, or information in geriatrics. Demographic

characteristics of the healthcare staff restraining patients are summarized in Table 4.6.
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Table 4.6 Demographic Characteristics of Healthcare Staff Restraining Patients

(N=27)
Variables Min-Max Mean SD n (%)
Age (years) 26-47 378 64
Gender
Female 26 96.3
Male 1 3.7
Years of clinical experience 3-27 164 7.4
Education
Master degree 3 111
Bachelor degree 23 85.2
Diploma 1 3.7
Specific education about
physical restraint use
Yes 4 14.8
No 23 85.2
Specific gerontologic education
Yes 5 18.5
No 22 815

Research Question 1: What are the prevalence, frequency, type, and rationale of
PRU for Thai hospitalized elderly patients?

Prevalence, Frequency, Type, and Rationale of PRU.

The prevalence of PRU (including side rails) was 65.7% (n = 281). The
prevalence was 59.4% if side rails were used only, whereas 6.3% (n = 27) was both
the use of side rails and additional physical restraint devices. One hundred percent of
the restrained patients have been found restrained at least once and had side rails, in
addition to 85.2% with additional restraining devices in order to allow the safe use of
medical devices (endotracheal tube, nasogastric tube, oxygen canula, etc.). Three
restrained patients had 3 types of restraints (wrist restraint, vest restraint, ankle
restraint) applied in a 24-hour period. Preventing a fall was the only reason stated for
the use of side rails as a physical restraint. The patterns of physical restraint use are

summarized in Table 4.7.
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Table 4.7 Patterns of Physical Restraint Use (N = 27)

Variables n (%)
Site of restraint application

Bilateral wrist 213 835'72

Four extremities 3 11‘ 1

Four extremities and chest '
Bilateral side rails up 27 100
Frequency

Once 22 81.5

Twice 5 18.5
Rationale of PRU (except side rails)

Protecting medical devices 27 100
Rationale of side rails up

Preventing falls 27 100

Research Question 2: Is there a difference between patient characteristics and

PRU by healthcare staff for Thai hospitalized elderly patients?

Patient Characteristics and PRU

Age and cognitive status were found to differ statistically for restrained and
unrestrained elderly patients (t = 3.615, p < .001, y* = 166.815, p < .001, respectively),
gender was not statistically significant (x*> = .021, p > .05). These differences are

summarized in Table 4.8 and Table 4.9.

Table 4.8 Comparison of Patient’s Age (Year) by PRU (N = 429)

PRU n Mean SD t p-value

Restrained 27 76.11 7.334
Unrestrained 402 70.72 7.514

3.615 <.001

Table 4.9 Difference in PRU by Patient’s Gender and Cognitive Status (N = 429)

PRU 2

Variables Restrained Unrestrained X p-value
Gender
Female 12 165 021 84"

Male 15 237
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Table 4.9 Difference in PRU by Patient’s Gender and Cognitive Status (N = 429)
(Continued)

PRU 2

Variables Restrained Unrestrained X p-value
Cognitive
status

Impairment 24 24

Research Question 3: Is there a relationship among organizational environmental
factors, and healthcare staff characteristics and attitudes toward PRU for Thai

hospitalized elderly patients?

1. Organizational Environment Factors

To assess the hospital policy or standards of practice, nursing administrators
were asked about any special guidelines and/or policies and/or administrative manuals
related to the use of physical restraints and standards of geriatric medical or nursing
practice on their hospital, and they reported that the policy and standards were not

established. Also, the incidence of physical restraint was not routinely reported.

2. Healthcare Staff Characteristics and Attitudes toward PRU

There was a statistically significant relationship between age and years of
clinical experience, and attitudes toward PRU (r = -.253, p < .01, r = -.248, p < .01,
respectively). These relationships are summarized in Table 4.10. These may be
described that healthcare staff with older age and more years of clinical experience had

less positive attitudes toward PRU.

Table 4.10 Relationship among Age, Years of Clinical Experience, and Attitude

Scores Using Pearson’s Correlation (N = 310)

Years of clinical

Age . Attitude score
experience
Age 1.000 .935** -.253**
Years of clinical experience 1.000 -.248**
Attitude scores 1.000

** < 01
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Healthcare staff attitude toward PRU also differed significantly based on
position and practice setting (F = 11.063, p < .001; F = 4.7, p < .001, respectively). No
statistically significant differences were found among gender, education, specialized
education in geriatrics, and training about PRU (F = .212, p > .05, F = 2.628, p > .05, F
=3.088, p > .05, F = 2.004, p > .05, respectively). These relationships are summarized
in Table 4.11.

Table 4.11 Comparison of Attitudes toward PRU by Demographic Characteristics of
Healthcare Staff Using ANOVA (N = 310)

Source of variation SS df MS F p
Practice setting (ward)
Between groups 758.842 8 94.855 4.7 p <.001
Within groups 6075.042 301 20.183
Total 6833.884 309
Gender
Between groups 4701 1 4.701 212 p>.05
Within groups 6829.183 308 22.173
Total 6833.884 309
Education
Between groups 171.657 3 57.219 2.628 p>.05
Within groups 6662.227 306 21.772
Total 6833.884 309
Position
Between groups 459.408 2 229.704 11.063 p<
Within groups 6374.476 307 20.764 .001
Total 6833.884 309

Receiving specialized
education in geriatric

Between groups 67.829 1 67.829 3.088 p>.05
Within groups 6766.055 308 21.968
Total 6833.884 309
Receiving training about
PRU
Between groups 44,187 1 44.187 2.004 p>.05
Within groups 6789.697 308 22.044

Total 6833.884 309

Note: Groups of variables are categorized as shown in Table 4.1.
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Mean attitude scores toward PRU of healthcare staff is presented by practice
setting and position. Mean attitude scores toward PRU of healthcare staff working at
Neuro-Surgical Ward was the most (mean = 47.71, SD = 4.27), followed by Male
Surgical Ward 2 (mean = 47.58, SD = 3.93), Male Medical Ward 2 (mean = 46.94, SD
= 3.55), Female Surgical Ward (mean = 46.6, SD = 4.59), Male Medical Ward 1
(mean = 45.5, SD = 4.94), Male Surgical Ward 1 (mean = 45.39, SD = 4.62), Male
Orthopedic Ward (mean = 43.71, SD = 3.55), Female Medical Ward (mean = 43.54,
SD = 5.68), and Female Orthopedic Ward (mean = 43.36, SD = 4.7). Mean attitude
scores toward PRU of nurse aids was the most (mean = 47.57, SD = 4.21), followed by
registered nurses (mean = 45.47, SD = 4.35), and practical nurses (mean = 43.96, SD =
5.72). Mean attitude scores toward PRU of healthcare staff is summarized in Table
4.12.

Table 4.12 Mean Attitude Scores toward PRU of Healthcare Staff (N = 310)

Variables n Mean SD

Practice setting

Neuro-Surgical Ward 38 47.71 4.27
Male Surgical Ward 2 31 47.58 3.93
Male Medical Ward 2 53 46.94 3.55
Female Surgical Ward 35 46.60 4.59
Male Medical Ward 1 38 45.50 4.94
Male Surgical Ward 1 33 45.39 4.62
Male Orthopedic Ward 21 43.71 3.55
Female Medical Ward 39 43.54 5.68
Female Orthopedic Ward 22 43.36 4.7
Position
Nurse aid 87 47.57 4.21
Registered nurse 174 45.47 4.35
Practical nurse 49 43.96 5.72

A post hoc analysis was further conducted. Comparison of Mean Difference in
Attitudes toward PRU by Healthcare Staff’s Practice Setting using tukey’s test is
summarized in Table 4.13. Healthcare staff working at Female Medical Ward (X1)
had less positive attitudes toward PRU than those working at Male Medical Ward 2
(X2) and Male Surgical Ward 2 (X4). Healthcare staff working at Neuro-Surgical
Ward (X7) had more positive attitudes toward PRU than those working at Female



Ph.D. (Nursing) / 53

‘Fumas paredwoa Ay ur e WY SS9 51 ULIR09 18Iy AU Ui Fuigjas Ayl O (124 PIeMO} Sapnine

J0 21005 UBAL Ay} T8y saipapul (-) uBts Snuiw Ay :PaouRal AUaM ULIN|OD JSI1j A Ul (pIem) sBuias donoeid Ay :JON

00'l (6) paegy a1padoyu apewsa]
6 001 (8X) pA\ dpadoyuQ d[el
87 #0007 001 (1Y) prepy [e1dng-omaN
(0T 891 w00l (9%) | preA [eOI3ing (el
bCE 68T  II'- 1T 001 () preg [eoiBang ajeway
{0y L8E €l 61T 8% (001 (pX) T A [OI2ING 2[E)N
vIT 6L e 18 or;- 80T 001 (£3) 1 PEA\ [BIIPAJA 3B
1N A LL*® ¢l e 9™ Fb'l 001 (ZX) T PrEA [BOIPRA (BN
LI 81 wllt 981" 90E  sab0 961" WOFC 00 (1X) piep [eaipajy d[ewiay
6X 8X LX 0X &X 12,9 £X X IX
DWI uBI Buag oI S90S

Medical Ward (X1), Male Orthopedic Ward (X8), and Female Orthopedic Ward (X9).
Healthcare staff working at Female Orthopedic Ward (X9) had less positive attitudes

Fac. of Grad. Studies, Mahidol Univ.

(0T€ = N) 1581 s.Aayn Buisn (prepn) Bumsas
30110v1d S, JJe1S a1edyljeaH Ag NYd pJemol apnimy ul adualaplg uesy Jo uosuiedwod €T 9|qeL



Busara Oearsakul Results / 54

toward PRU than those working at Male Medical Ward 2 (X2) and Male Surgical
Ward 2 (X4).

Comparison of Mean Difference in Attitudes toward PRU by Healthcare
Staff’s Position using Tukey’s test is summarized in Table 4.14. Nurse aids had more
positive attitudes toward PRU than registered nurses and practical nurses, whereas no

differences were found between registered nurses and practical nurses.

Table 4.14 Comparison of Mean Difference in Attitudes toward PRU by Healthcare
Staff’s Position Using Tukey’s Test (N = 310)

Mean Difference

Variable X1 X2 X3
Registered nurse (X1) 1.00 1.51 -2.11%**
Practical nurse (X2) 1.00 -3.62***
Nurse aid (X3) 1.00

3. Healthcare Staff Attitudes toward PRU

For responses to the Physical Restraint Use Questionnaire, attitude scores
ranged from 24 to 56 (a total score ranges from 19-70). The higher the number, the
stronger is the attitude and likelihood of physical restraint use. The lowest possible
score, “19”, indicates the least favorable attitudes toward physical restraint use (least
prone to use physical restraint); the highest possible score, “70”, reflects the most
favorable attitude (most prone to use physical restraint). The mean score of healthcare
staff toward PRU application was 45.8 (SD = 4.7), indicating that the healthcare staff
had more positive attitudes toward PRU.

Answers to the attitude items showed that, in general, healthcare staff believed
that restraints are undesirable, but necessary (84.5%, n = 262); when applying
restraints, healthcare staff understood patient freedom, but wished to protect the
patient (56.8%, n = 176). Healthcare staff believed that some restrained patients had to
be restrained (55.5%, n = 172). In addition, they believed that restraints decreased
pulling out therapeutic devices (90.3%, n = 280), decreased the risk of falling out of
bed (90%, n = 279), increased patients’ sensory stimulation (78.7%, n = 244),
decreased injury to restrained patients (71.3%, n = 221), increased confusion (65.8%,

n = 204), and decreased nursing care time (62.6%, n = 194).
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Item agreement for attitudes toward PRU uses a 4-scale format. However, the
‘strongly agree’ and ‘agree’ scores were summed to be the ‘agree’ category, and the
‘strongly disagree’ and ‘disagree’ were summed to be the ‘disagree’ category. Most
healthcare staff (81.6%) agreed that restraint is a means for assuring safe care and 73%
agreed that bed rails are physical restraints. Around sixty three percent agreed that
restraining a patient is an insult to personal rights. Furthermore, more than half of the
healthcare staff (57.1%) agreed that ‘it is important to apply restraints to assure legal
protection for myself and the hospital when a fall has occurred’. Most (87.1%)
disagreed with the statement that ‘patients should not be restrained without a
physician’s order’. Over 60% disagreed with the statement that ‘when a patient is
restrained he/she feels humiliated’ (62.9%) and ‘patients are being restrained due to
insufficient staff’ (65.8%).

Most healthcare staff (78.4%) agreed that family members should participate in
decisions to restrain a relative, 95.8% agreed that the presence of a family member is
an alternative to restraint, and 91.6% agreed that there are good alternatives to restraint
and that these should be tried first, before any decision to restrain. The attitudes
toward PRU are summarized in Table 4.15.

Table 4.15 Healthcare Staff Attitudes toward PRU (N=310)

Questions n (%)

In general, restraints:
1. are undesirable but necessary 262 84.5
2. increase patients’ sensory stimulation 244 78.7
3. increase confusion 204 65.8
4. decrease the risk of falling out of bed 279 90
5. decrease injury to restrained patients 221 71.3
6. decrease pulling out therapeutic 280 90.3

devices
7. decrease nursing care time 194 62.6
8. some patients need to be restrained 172 55.5
9. Understand patient freedom but wish 176 56.8
to protect them

Questions Agree (%) Disagree (%0)

10. Bed rails are physical restraints 729 27.1

11. Restraint for assuring safe care 81.6 18.4

12. Restraint for assuring legal protection 57.1 42.9

13. Restraint without a physician’s order 12.9 87.1

14. Restraint insults personal rights 63.2 36.8

15. Patient feels humiliated 37.1 62.9

16. Restrained due to insufficient staff 34.2 65.8
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Table 4.15 Healthcare Staff Attitudes toward PRU (N=310) (Continued)

Questions Agree (%) Disagree (%0)

17. Family participation in decisions to 78.4 21.6
restrain

18. Family is an alternative to restraint 95.8 4.2

19. Alternatives should be tried first 91.6 8.4

Research Question 4: Do healthcare staff and family members have

similar/different attitudes toward PRU for Thai hospitalized elderly patients?

Attitudes toward PRU

The mean score of attitudes toward PRU of healthcare staff restraining elderly
patients and family members of restrained elderly patients was 46.9 (SD = 3.4) and
44.6 (SD = 3.9), respectively. There was a statistically significant difference in
attitudes toward PRU between family members and healthcare staff (t = -2.27, p <
.05), as presented in Table 4.16. The mean score on attitudes toward PRU of family
members of restrained elderly patients was more favorable than that of healthcare staff

who restrained elderly patients.

Table 4.16 Comparing Attitudes toward PRU between Healthcare Staff Restraining
Elderly Patients and Family Members of Restrained Elderly Patients

(N=27)
Attitudes toward PRU Mean SD Range t-test p-value
Healthcare staff restraining elderly patients 44.6 3.9 35-54  -2.27
.027*
Family members of restrained elderly 46.9 3.4 40-53

patients

Comparison of Attitude Items toward PRU between Healthcare Staff Restraining
Elderly Patients and Family Members of Restrained Elderly Patients

Generally, both healthcare staffs and family members believed that restraints
were undesirable but necessary; some patients who are restrained must be restrained,
and that physical restraint violated a patient freedom but was needed for protection
from harm. There was similarity between family members and healthcare staff on the
impact of PRU on elderly patients. All healthcare staff (100%) and nearly all family
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members (96.3%) believed that restraints decreased pulling out therapeutic devices.
Nearly all healthcare staff believed that restraints decreased the risk of falling out of
bed (96.3%) and increased sensory stimulation (92.6%). Most family members
(81.5%) believed that restraints decreased the risk of falling and 70.4% believed that
restraints increased patients’ sensory stimulation. More than half of the healthcare staff
and family members believed that restraints increased confusion and decreased
nursing care time. Most family members (81.5%) believed that restraints decreased
injury to restrained patients, whereas less than half of the healthcare staff believed that
restraints decreased injury to restrained patients (48.1%).

Most family members (85.2%) agreed that bed rails are physical restraints, yet
only 59.3% of healthcare staff agreed. All family members (100%) agreed that
restraint is a means for assuring safe care, although only 63% of healthcare staff
agreed with this statement. There was significant disagreement between healthcare
staff and family members on three important items. More than half of the healthcare
staff (63%) denied applying restraints to assure legal protection for self and the
hospital when a fall has occurred; most healthcare staff (92.6%) perceived that patients
can be restrained without a physician’s order, and many (77.8%) perceived that
restraining a patient is an insult to personal rights. However, more than half of the
family members (59.2%) perceived that healthcare staff apply restraints to assure
legal protection for self and the hospital when a fall has occurred; many (74%)
perceived that patients should not be restrained without a physician’s order; and many
(74.1%) denied that a restraint was an insult to personal rights. Both groups disagreed
with the statement that ‘when a patient is restrained he/she feels humiliated’ and
‘patients are being restrained due to insufficient staff’. Both groups agreed that family
members should participate in decisions to restrain a relative; the presence of a family
member is an alternative to restraint; and there are good alternatives to restraint and
these should be tried first, before any decision to restrain. The attitudes toward PRU

by healthcare staff and family members are shown in Table 4.17.
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Table 4.17 Attitudes toward PRU by Healthcare Staff Restraining Elderly Patients and
Family Members of Restrained Elderly Patients (N = 27)

Variables Healthcare staff Family member
n (%) n (%)
In general, restraints:
1. are undesirable but necessary 24 88.9 22 74.1
2. increase patients’ sensory 25 92.6 19 70.4
stimulation 21 77.8 19 70.4
3. increase confusion 26 96.3 22 81.5
4. decrease the risk of falling out of bed 13 48.1 22 81.5
5. decrease injury to restrained patients 27 100 26 96.3
6. decrease pulling out therapeutic
devices 14 51.9 18 66.7
7. decrease nursing care time 14 51.9 19 70.4
8. some patients need to be restrained 17 63 17 63
9. Understand patient freedom but wish
to protect them
Healthcare staff Family member
Variables Agree (%) Disagree Agree  Disagree
(%) (%) (%)
10. Bed rails are physical restraints 59.3 40.7 85.2 14.8
11. Restraint for assuring safe care 63 37 100 -
12. Restraint for assuring legal protection 37 63 59.2 40.8
13. Restraint without a physician’s order 7.4 92.6 74 26
14. Restraint insults personal rights 77.8 22.2 25.9 74.1
15. Patient feels humiliated 44 .4 55.6 3.7 96.3
16. Restrained due to insufficient staff 29.6 70.4 33.4 66.6
17. Family participation in decisions to 81.5 185 85.2 14.8
restrain
18. Family is an alternative to restraint 96.3 3.7 88.9 111
19. Alternatives should be tried first 92.6 7.4 74.1 25.9

Additional Findings from the Physical Restraint Use Questionnaire

1. Perceptions of Administrative Support and Collaboration Regarding
Restraint Decisions

Only 62.9% of the 310 healthcare staff surveyed believed that they

would receive administrative support if a patient who was not restrained fell. About

intra- and interdisciplinary collaboration, they reported that the decision to restrain

patients was not an independent one. Only 14 (4.5%) reported that they made the

decision by themselve to restrain patients, while 192 (61.9%) said they consulted with

a peer, 5 (1.6%) with a physician, and 99 (32%) with the head nurse or team leader.
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The data on administrative support and collaboration regarding restraint decisions are

presented in Table 4.18.

Table 4.18 Administrative Support and Collaboration Regarding Restraint Decisions

(N =310)
Variables n (%)
Administrative support
Yes 195 62.9
No 115 37.1
Collaboration
Alone 14 4.5
With a peer 192 61.9
With a team leader 99 32
With a physician 5 1.6

2. Rationale of PRU of Healthcare Staff
Rank-ordered reasons of PRU by healthcare staff were presented in
Table 4.19. The healthcare staff rated “protecting medical device” as the most
important reason (rank-ordered=1) for using physical restraints and “fear of liability if
falling occurred (rank-ordered=5)" as the least important reason.

Table 4.19 Rationale of PRU of Healthcare Staff (N = 310)

Variables Rank-ordered n (%)

1 160 51.6

Preventing fall 2 127 41

Controlling agitated behavior 3 128 41.3
Preventing harm to patient or other 4 128 41.3
Fear of liability if falling is occurred 5 244 78.7

Protecting medical device

3. Nursing Interventions as Alternatives to Restrain Patients
The healthcare staff suggested many alternative nursing interventions to
restrain patients and these were categorized and tabulated. These qualitative data are
summarized in Table 4.20. The most frequent alternative offered was to “encourage

family participation in care”.
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Table 4.20 Healthcare Staff Alternatives to Restraints (N = 310)

Alternative Interventions Frequency Percent
(%)
Encourage family participation in care 258 56.2
Talk with and orient restrained patients 65 141
Maintain close observation/use volunteers monitoring patients 40 8.7
Raise side rails 28 6.1
Inform a physician to give medicine 25 5.4
Move patients close to nurses’ station 16 35
Hang a bell at the bed 13 2.8
Place patients on the floor 10 2.2
Search causes of confusion 2 4
Provide care by other patients 1 2
Provide care by special nurse 1 2

4. Consequences of PRU
The healthcare staff suggested many negative consequences of physical
restraint use. Qualitative data are summarized in Table 4.21. The most frequent

negative consequence noted was “skin abrasion”.

Table 4.21 Consequences of PRU (N = 310)

Consequences Frequency Percent (%0)
To patient

Skin abrasion 43 27.9
Trying to remove restraints 22 14.3
Confusion 17 11.0
Pulling out medical devices 13 8.4
Aggression 12 7.8
Climbing out of bed 6 3.9
Anxiety 5 3.2
Falling 5 3.2
Discomfort 3 1.9
Poor sleep 2 1.3
Pressure sore 2 1.3

To family members

Upset 23 14.9
To healthcare staff

Increased care time 1 .6
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CHAPTER V
DISCUSSION

Discussion of the results of this study is presented according to the research

questions.

Prevalence, Frequency, Type, and Rationale of PRU

The prevalence of PRU (including side rails) was 65.7% (n = 281). The
prevalence was 59.4% if side rails were used only, whereas 6.3% (n = 27) was both
the use of side rails and additional physical restraint devices. The most frequently
types of PRU were bilateral wrist restraint (85.2%). Interviews with healthcare staff
who restrained patients made it clear that most restraint applications were to prevent
displacement of medical devices (endotracheal tube, nasogastric tube, oxygen canula,
intravenous lines, etc.).

This finding is consistent with the finding of Minnick, Mion, Leipzig, Lamb,
and Palmer (1998) in which the predominant reason for the use of physical restraints
was to prevent patients from disrupting treatments. Furthermore, Happ (2000)
conducted a study on the nurse’s role of preventing treatment interference in critically
ill patients. The decision to apply physical restraints is often based on the belief that
the patient, if unrestrained, will intentionally or inadvertently remove intravenous
lines, tubes, drains, or life-sustaining equipment (Stratmann et al, 1997; Thomas,
Redfern, & John, 1995; Tilley & Chambers, 1999). Nearly 100% of healthcare staff in
this study agreed with the statement that ‘In general, restraints decrease pulling out
therapeutic devices’. Maintaining technological devices is almost exclusively a
nursing responsibility and nurses are thus the most protective of those devices for
which accidental removal is considered life threatening.

Maintaining medical devices requires cooperation from patients. An older
patient may forget the necessity of their use and remove them forcefully or perceive

them as uncomfortable. Several studies have found that patients who self-extubate do



Busara Oearsakul Discussion / 62

so despite their being restrained. Nevertheless, reintubation is not required in 50-89%
of patients with unplanned extubation (Barr, 1996). The unrestrained patient may
remove medical devices just as easily as the restrained patient. Interviews with the
healthcare staff found that the rationale of restraint application for all 27 restrained
patients was to keep the patient from displacing medical devices; in addition, ‘pulling
out medical devices’” was also one of the consequences of PRU.

From observation, healthcare staff use side rail as a routine nursing
intervention to prevent fall. When the patients were assessed having risk to fall, side
rails had to raise up. Both healthcare staff and families did not view side rails as a
restraint. Therefore, if mention only additional restraint devices application (excluding
side rails), the prevalence of PRU was low in this study. Healthcare staff restrained
mainly to protect medical devices, to control agitated behavior, healthcare staff used
family participation at the bedside instead of PRU. Not surprisingly, healthcare staff
suggested as a frequent alternative to restraining patients the use of “family
participation in care”. In addition, healthcare staff agreed nearly 100% with the
statement that ‘the presence of a family member is an alternative to restraint’. In
clinical practice, however, family members may desire involvement in the patient’s
care, but fear taking responsibility. Few family members can provide around-the-clock
support.

The most frequently used restraints in bed are bed rails (85% to 98%) (Hamers,
Gulpers & Strik, 2004; Liukkonen & Laitinen, 1994). Lever and colleagues (1994)
found that double bed rails were the most commonly used restraint with acute (54%)
and chronic (48%) patients. This study had similar results with a prevalence of raised
full-length side rails are 65.7%. Preventing falls was the most common reason for the
use of side rails. Nearly 100% agreed with the statement that ‘In general, restraints
decrease the risk of falling out of bed’. Those findings are in line with Helmuth’s
study (1995) which demonstrated that preventing falls was a strong indication for the
use of restraints. Healthcare staff in this study used restraints as an important nursing
intervention for ensuring the safety of older patients.

Side rails often are based on the belief that they minimize falls from hospital
beds, but studies have shown that falls occur from bed despite the use of side rails
(Evans, Hodgkinson, Lambert, Frengley, & Mion, 1998; Ginter & Mion, 1992; Wood
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& Kowanko, 1998). This often occurs as the patient struggles to get out of the restraint
or climbs over the bed rails and falls from a higher bed height (Hanger, Ball, & Wood,
1999). Healthcare staff viewed falling as a consequence of PRU. Shorr and colleagues
(2002) determined the relationship between physical restraints and falls in acute
hospital settings and reported that patients with orders for restraints were more likely
to fall than patients without orders for restraints. The nature of side rails is less clear

and has been viewed both as a restraint and as a safety device.

Difference between Patient Characteristics and PRU by Healthcare
Staff

A statistically significant difference was found between age of healthcare staff
and PRU by healthcare staff. This finding is similar to four studies in a systematic
review (Evans, Wood, Lambert & FitzGerald, 2002) showing that persons aged 60
years or older were more likely to be restrained during a hospital stay. Risk for
physical restraint is three to four times greater if a patient is older (Mion & Strumpf,
1994; Macpherson et al., 1990; Mion et al., 1989). On the contrary, Gallinagh, Slevin,
and McCormack’s study (2002) showed that no significant differences in age occurred
between restrained and non-restrained patients. This might be explained by increases
in chronic illness and disability with age. Elderly Thais with health problems are
admitted to hospitals. Acute confusional state is a common problem with a higher
incidence among hospitalized elderly patients (Eden & Foreman, 1996; Francis,
Martin, & Kapoor, 1990). Therefore, hospitalized older adults are at risk for use of
physical restraints, especially when presenting with altered mental status, fall risk,
poor mobility, and the complications of chronic illnesses.

No significant relationship existed between gender and PRU. This finding is
consistent with Gallinagh, Slevin, and McCormack’s study (2002) of restrained and
unrestrained males and females. Both male and female elderly patients appear to have
equal risk for use of physical restraints when admitted to hospital.

There was a statistically significant relationship between cognitive status and
PRU, similar to Bredthauer and colleagues (2005) who demonstrated that 30% of
elderly patients were physically restrained, with the highest incidence (48%) among

those with severe cognitive impairments (diagnosis of dementia and/or delirium). This
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also agree with four studies in a systematic review (Evans, Wood, Lambert, &
FitzGerald, 2002) where persons with cognitive impairment were more likely to be
restrained during a hospital stay. Risk for physical restraints is three to four times
greater if a patient has cognitive impairment (Macpherson et al., 1990; Mion &
Strumpf, 1994; Mion et al., 1989). Furthermore, cognitive impairment is consistently
cited as the most frequent predictor of restraint use in hospitals (Burton et al., 1992;
Strumpf, Evans, Baumgarten & Maislin, 1999). Patients with cognitive impairment are
generally at risk for accidents, are less able to comply with medical treatments and

regimens, and sometimes behave aggressively or disruptively.

Relationships among Organizational Environment Factors and
Healthcare Staff Characteristics and Attitudes Toward PRU

1. Organizational Environment Factors

Responses to the open-ended Administrative Questionnaire item concerning
hospital policies or standards of practice on restraint use revealed no hospital policy or
standards of practice directly to restraint use. Furthermore, the Hospital Accreditation
(HA) standard for Thailand states that patients’ rights for privacy, human dignity,
personal values and beliefs are respected, but healthcare staff believe that physical
restraints are nevertheless needed to safeguard patients from injury. Obviously, fear of
lawsuits subsequent to patient falls remains a pivotal rationale for nurses’ application
of restraints.

In the United States, restraint in nursing homes is governed by the Omnibus
Budget Reconciliation Act of 1987 (OBRA); it became effective in 1990. Nursing
home residents have the right to be free from physical or chemical restraints that are
not required to treat specific medical symptoms (Janelli, kanski & Neary, 1994). Since
OBRA was introduced, it has had a major influence on restraint reduction. The
restraint rate nationally declined from 41% pre-OBRA to 21% by early 1995 (Cohen,
et al.,, 1996). Several studies after 1995 described achieving much lower rates of
restraint use. The study of Stratmann and colleagues (1997) found that the frequency

of restraint use decreased by almost half, from 25% to 14%. In addition, falls did not
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increase, but those falling were less likely to be restrained. Therefore the formal
hospital policy have influence on healthcare staffs’ attitude toward PRU. In an effort
to enhance patient safety and to minimize PRU, the hospital policy to restraint use is

needed.

2. Healthcare Staff Characteristics and Attitudes toward PRU

A statistically significant relationship existed between age and years of clinical
experience, and attitudes toward PRU. Healthcare staff attitudes toward PRU also
differed statistically based on position and practice setting; no statistically significant
differences existed among gender, education, specialized education in geriatrics, and
training about PRU. Although this finding is similar to that of Thomas, Redfern and
Reesa (1995), it differs from the findings of Myers, Nikoletti and Hill (2001) and
Karlsson, Bucht, and Sandman (1998), who found no correlations between age,
gender, receiving training about PRU, and years in elder care except practice setting
and position. It is well known that elder care healthcare staff routinely use physical
restraints on patients. Furthermore, it is of great interest to learn more about how staff
attitudes affect the use of physical restraints in elder care. This study is in agreement
with others (Hardin et al., 1994; Helmuth, 1995) showing that healthcare staff have
more positive attitudes toward PRU.

Healthcare staff who are older and have many years of clinical experience tend
to less use physical restraints as an important nursing intervention for ensuring safety
than junior staff because they might know the consequences of PRU and try to use an
alternative first before any decision to restrain, whereas junior staff might not have
confident taken care of patient with aggression and having treatment interference
without PRU. This may contribute to favorable attitudes about physical restraint use.

Differences in Attitudes toward PRU by Healthcare Staff and Family

Members

A statistically significant difference occurred in attitudes toward PRU between
family members of restrained elderly patients and healthcare staff who restrained
elderly patients. The mean score of healthcare staff attitudes toward PRU was less

favorable than that of family members. Family members tended to desire PRU more
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than healthcare staff. Most family members (85.2%) agreed that bed rails are the same
as physical restraints, yet only 59.3% of healthcare staff agreed. All family members
(100%) agreed that restraint is a means for assuring safe care, although only 63% of
healthcare staff agreed with this. More than half of the healthcare staff (63%) denied
applying restraints to assure legal protection for myself and the hospital when a fall
occurred, but more than half the family members (59.2%) perceived that it is important
to apply restraints. Other studies about family perceptions had different results; in
these, most families were upset and had strong emotional responses when seeing loved
ones restrained (EIk & Ferchau, 2000). Many did not understand why restraints were
used and did not know about their physical and psychological harms (Hardin et al.,
1993; Kanski, et al., 1996). In this study family members viewed restraint as an
expected standard for patient safety. Although they desired to be involved in patient
care, they appeared fearful about taking responsibility for care, possibly because of
communication skills or actual ability. This may contribute to family request or desire
for physical restraint used (Martin, 2002). No study has compared attitudes toward

PRU between healthcare staff and family members.

Study Limitation

The data in this study were recruited from only one hospital in Songkla and
they may limit the generalization of the results. Moreover, it is possible that some
samples may have responded to the questionnaire statements in a way that they
believed would please the researcher, rather than one that reflected their actual

practice.
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CHAPTER VI
CONCLUSION

In this chapter, conclusions, implications to nursing, contributions of this study

to nursing science, and recommendations on future research are provided.

Conclusions of the Study

It is well known that healthcare staff routinely use physical restraints in caring
for elderly patients. Physical restraints have been used to maintain patient and others’
safety; to prevent falls; to prevent removal of tubes, other invasive treatment devices,
or monitoring devices; to manage agitation and aggression; to exercise behavioral
control; and to prevent patients from wandering. Healthcare staff believe that physical
restraints are needed and view them as an appropriate intervention, despite the lack of
empirical evidence for the effectiveness of restraints in safeguarding patients from
injury. Furthermore, in Thailand, the practice of physical restraint use (PRU) remains
widespread and appears to be accepted as inevitable and perhaps unquestioned
because of concerns about patient safety.

In order to develop an educational intervention suitable for practice in
Thailand, this study was an exploration of physical restraint and its contributory
factors for Thai hospitalized elderly patients. A proposed Conceptual Framework for
PRU of Healthcare Staffs for this study was synthesized from the Theory of Reasoned
Action (TRA) of Ajzen and Fishbein (1980), and from a conceptual model for the use
of restraints proposed by Kayser-Jones (1992).

This study was a descriptive (cross-sectional) study utilizing structured
questionnaires and direct observation. Nursing administrators were asked to answer
the Administrative Questionnaire. Elderly patients in nine wards were observed using
a Physical Restraint Use Observation Tool twice a day, once each between 10.00 am-
2.00 pm and between 6.00 pm-10.00 pm (day and evening), everyday until discharge.
Their cognitive status was assessed using the Chula Mental Test at the beginning of
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observation. For those patients found to be restrained, the primary nurse was asked to
give the rationale of PRU which was recorded on the Physical Restraint Use
Observation Tool and to answer the PRUQ. Family members were also asked to
complete the PRUQ.

The inter-rater reliability of the Physical Restraint Use Observation Tool
between the investigator and the research assistant were examined with 10 elderly
patients. Instrument reliability was established at 100% agreement regarding restraint
use. The Physical Restraint Use Questionnaire (PRUQ) was translated into Thai and
then back translated into English and verified for accuracy. Content validity was done
with three experts by using a content validity index (CVI). The CVI of the PRUQ was
.86. A pilot test was conducted in 20 subjects who fit the selection criteria of this study
to assess understanding and assure reliability. The Cronbach alpha coefficient was .72.

The purposive samples consisted of six groups from nine wards to be observed:
1) 13 nursing administrators (one Director of Nursing, three Nurse Supervisors [one
Nurse Supervisor monitored three wards], and nine Head Nurses); 2) 310 healthcare
staff (registered nurses, practical nurses, and nurse aids); 3) 27 healthcare staff who
restrained elderly patients; 4) 429 elderly patients aged 60 and older; 5) 27 restrained
elderly patients; and 6) 27 family members of restrained elderly patients. These
purposive samples were voluntarily consented to participate in this study. Nine wards
in a teaching hospital in Songkhla were used for data collection 1) Female Medical
Ward; 2) Male Medical Ward 1; 3) Male Medical Ward 2; 4) Female Surgical Ward;
5) Male Surgical Ward 1; 6) Male Surgical Ward 2; 7) Neuro-Surgical Ward; 8)
Female Orthopedic Ward; and 9) Male Orthopedic Ward.

The prevalence of PRU for Thai hospitalized elderly patients was calculated as
a ratio. Frequency was examined by using descriptive analysis of the mean and
standard deviations. Restraint type and rationale for PRU were examined using
frequencies and percentages. The difference between patient characteristics and PRU
by healthcare staff were examined using independent t-test and chi-square. The
relationships among organizational environmental factors, and healthcare staff
characteristics attitudes toward PRU for Thai hospitalized elders, were examined using

Pearson’s correlation and one-way ANOVAs. The difference in attitudes toward PRU
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between healthcare staff and family members was determined using independent t-test.
The findings from this study are as follows:

1. The prevalence of PRU (including side rails) was 65.7% (n = 281). The
prevalence was 59.4% if side rails were used only, whereas 6.3% (n = 27) was both
the use of side rails and additional physical restraint devices. One hundred percent of
the restrained patients have been found restrained at least once and had side rails, in
addition to 85.2% with additional restraining devices. The most frequently used types
of PRU were bilateral wrist restraint. The rationale of restraint application was to keep
the patient from displacing medical devices while preventing falls was the most
common reason stated for the use of side rails as a physical restraint.

2. Elderly patients’ age, length of hospital stay (LOS), and cognitive status
were found to be statistically significant between restrained and unrestrained elderly
patients (t = 3.615, p < .001, t = 4.029, p < .001, x* = 166.815, p < .001, respectively).
Gender was not statistically significant (3* = .021, p > .05).

3. Hospital policy and standards of practice for PRU were not established. The
incidence of physical restraint was not reported.

4. There were a statistically significant relationship between age and years of
clinical experience, and attitudes toward PRU (r = -.253, p < .01, r = -.248, p < .01,
respectively). Healthcare staff attitudes toward PRU were also found to be statistically
significant based on position and practice setting (F = 11.063, p < .001, F = 4.7, p <
.001, respectively). No statistically significant differences were found among gender,
education, specialized education in geriatrics, and training about PRU (F = .212, p >
.05, F =2.628, p > .05, F=3.088, p > .05, F = 2.004, p > .05, respectively).

5. There was a statistically significant difference in attitudes toward PRU
between family members of restrained elderly patients and healthcare staff who
restrained elderly patients (t = -2.27, p < .05). The mean score on attitudes toward
PRU of family members (M = 46.9, SD = 3.4) was more favorable than that of
healthcare staff (M = 44.6, SD = 3.9).
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Implications for Nursing

Findings from this study have implications for clinical practice and education
on physical restraint use.

Implications for Clinical Practices

1. Ninety percent of healthcare staff in this study never received special
training, education, seminars, conferences, or information about physical restraint use
(PRU). They still used physical restraints as an important nursing intervention for
ensuring the safety of elderly patients and were uninformed on evidence based practice
regarding PRU. Continuing education such as special training, education, seminar,
conference, or other information about physical restraint use is important for
healthcare staff in settings where physical restraints are likely to be used.

2. No hospital policy or standards of practice existed and incidence of physical
restraint was not reported. In addition, only 62.9% of the healthcare staffs in this study
believed that they would receive administrative support if a patient who was not
restrained fell. Decision making on the use or avoidance of physical restraint was
based on various external-internal factors. In an effort to enhance patient safety and to

minimize PRU, a hospital policy on restraint use is needed.

Implications for Education on Physical Restraint
Healthcare staff in this study had no training in PRU. Therefore, physical
restraint use should be added to the basic nursing curriculum and be a routine part of

ongoing hospital education and professional development program.

Contribution of the Study to Nursing Science

This study did not test a specific Conceptual Framework for Physical Restraint
Use; rather, it explored physical restraint use and its contributory factors for Thai
hospitalized elderly patients, since only two evidence-based studies of restraint use
have been conducted in Thailand. During the past decade, the Nursing Home Reform
Act in the U.S., as well as guidelines and interventions targeting staff and health
systems, have reduced the use of physical restraints and advanced restraint free care as
a gold standard for practice. New knowledge, changed attitudes, and motivation of

healthcare staff to modify practices related to use of restraints have markedly shifted
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philosophy regarding restraint use in hospitals and nursing homes in the U.S. This is
not yet the case in Thailand. Therefore, this study contributes new knowledge as
follows:

This study is a first step toward gathering evidence-based data related to an
unresolved and unquestioned practice in Thailand. It also provided new knowledge
about clinical situations where restraints are common, and suggests that an appropriate
educational intervention and guideline suitable for practice in Thailand. Needs to focus
on fall prevention, managing interference with treatment, limiting side rails to one rail

only, and minimizing restraint use.

Recommendations to Future Research

Further research in the area of restraint use is essential to ensure safe and
human nursing care and to expand knowledge of individualized care.

1. The ample evidence that restraints are associated with serious negative
outcomes mandates further exploration of methods to decrease or eliminate their use in
all settings. Alternatives to physical restraint are nursing methods for reducing PRU.
Although many restraint alternatives have been cited in the literature, few have been
rigorously evaluated (Evans, Wood, Lambert, & FitzGerald, 2002). A number of
studies have demonstrated that the use of physical restraints can be reduced by using a
variety of alternatives; however, it has not yet been determined which alternatives are
most effective for which patients (Sabangan, Katz, & Flicker, 2005). Finally,
experimental research to test various alternative interventions to restraints such as
family participation in care would be extremely beneficial.

2. The nature of side rails is less clear and has been viewed both as a restraint
and as a safety device. Side rails are commonly used to minimize falls from hospital
beds, but descriptive studies have shown that falls occur from bed despite the use of
side rails (Evans, Hodgkinson, Lambert, Wood, & Kowanko, 1998). Findings from
this study found that 65.7% of healthcare staff used side rails to prevent falls.
Therefore, a retrospective/prospective study about the relationship between fall and
side rail use is recommended, as well as effort to use one rail only.

3. The patient, if unrestrained, may remove medical devices, as well as, the

patient, if restrained, may also remove medical devices. Therefore, further research
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about relationship between physical restraint use and medical device removal
especially self extubation is recommended.

4. Development of an appropriate educational intervention and guideline
suitable for practice about PRU in Thailand is recommended such as education on fall
and treatment inference, interventions designed to eliminate the need for side rails,
education and support for families, better training for staff to provide individualized
care to person interfering with treatment, and policies for the hospital and use of

incident reporting for restraint use.



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 73

REFERENCES

Ajzen, I, & Fishbein, M. (1980). Understanding Attitudes and Predicting Social
Behavior. New Jersey: Prentice Hall.

Assantachai, P., & Maranetra, N. (2005). Factors determining hospital admission of
Thai elderly by a mailed survey. Journal of Medical Association Thali,
88(8): 1051-1056.

Beck, C. K., Rosshy, L., & Baldwin, B. (1991). Correlates of disruptive behavior in
cognitively impaired elderly nursing home residents. Archives of
Psychiatric Nursing, 5(5): 281-291.

Beck, C. K., & Shue, V. M. (1994). Interventions for treating disruptive behavior in
demented elderly people. Nursing Clinics of North America, 29(1):
143-155.

Blakeslee, J. A., Goldmen, B. D., Papougenis, D., & Torell, C. A. (1991). Making the
transition to restraint-free care. Journal of Gerontological Nursing, 17(2):
4-8.

Bourbonniere, M., Strumpf, N. E., Evans, L. K., & Maislin, G. (2003). Organizational
characteristics and restraint use for hospitalized nursing home residents.
Journal of the American Geriatrics Society, 51: 1079-1084.

Bower, F. L., & McCullough, C. S. (2000). Restraint use in acute care settings.
Journal of Nursing Administration, 30(12): 592-598.

Bredthauer, D., Becker, C., Eichner, B., Koczy, P., & Nikolaus, T. (2005). Factors
relating to the use of physical restraints in psychogeriatric care: a paradigm
for elder abuse. Zeitschrift fur Gerontologie und Geriatrie. 38(1):10-18.

Brower, H.T. (1991). The alternatives to restraints. Journal of Gerontological Nursing,
17(2): 18-21.

Burgener, S. C., Jirovec, M., Murel, L., & Barton, D. (1992). Caregiver and
environmental variables related to difficult behaviors in institutionalized,

demented elderly persons. Journal of Gerontology, 47(4): 242-249.



Busara Oearsakul References / 74

Capezuti, E. (2004). Minimizing the use of restrictive devices in dementia patients at
risk for falling. Nursing Clinics of North America, 39: 625-647.

Capezuti, E., Evans, L., Strumpf, N., & Maislin, G. (1996). Physical restraint use and
falls in nursing home residents. Journal of the American Geriatrics Society,
44: 627-633.

Capezuti, E., Talerico, K. A., Strumpf, N., & Evans, L. (1998). Individualized
assessment and intervention in bilateral siderail use. Geriatric Nursing,
19(6): 322-330.

Carveth Trexler, J. C. (1996). Reformulation of deviance and labeling theory for
nursing. Image, 28(2): 131-135.

Cheung, P, P, Y., & Yam, B, M, C. (2005). Patient autonomy in physical restraint.
Journal of Clinical Nursing, 14: 34-40.

Chien, W. T. (1999). The use of physical restraints to psychogeriatric patients in
Hong Kong. Issues in Mental Health Nursing, 20: 571-586.

Choi, E., & Song, M. (2003). Physical restraint use in a Korean ICU. Journal of
Clinical Nursing, 12(5): 651-659.

Cohen-Mansfield, J., Marx, M. S., & Werner, P. (1993). Restraining cognitively
impaired nursing home resident. Nursing Management, 24(9): 112Q-112W.

Davis, L., L. (1992). Instrument review: Getting the most from your panel of experts.
Applied Nursing Research, 5: 194-197.

Dimick, J., et al. (2001). Effect of nurse to patient ratio in the intensive care unit on
pulmonary complications and resource use after hepatectomy. American
Journal of Critical Care, 10(6): 376-382.

Demir, A. (2007). Nurses’ use of physical restraints in four Turkish hospitals.
Journal of Nursing Scholarship, 39(1): 38-45.

Dunn, K. S. (2001). The effect of physical restraints on fall rates in older adults who
are institutionalized. Journal of Gerontological Nursing, 27(10): 40-48.

Eden, B. M., & Foreman, M. D. (1996). Problems associated with underrecognition of
delirium in critical care: a case study. Heart & Lung, 25(5), 388-400.

Elk, S., & Ferchau, L. (2000). Physical restraints: are they necessary? American
Journal of Nursing, 100(5): 24-27.



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 75

Evans, E., Hodgkinson, B., Lambert, L., Wood, J., & Kowanko, 1. (1998). Falls in
acute hospitals: a systematic review. Australia: The Joanna Briggs
Institute for Evidence Based Nursing and Midwifery.

Evans, D., Wood, J., Lambert, L., & FitzGerald, M. (2002). Physical restraint in
acute and residential care. Australia: The Joanna Briggs Institute for
Evidence Based Nursing and Midwifery.

Evans, L. K., & Strumpf, N. E. (1989). Tying down the elderly: A review of the
literature on physical restraint. Journal of the American Geriatrics Society,
37(1): 65-74.

Evans, L., & Strumpf, N. E. (1990). Myths about elder restraint. Image: The Journal
of Nursing, 22 (2): 124-128.

Evans, L. K., Strumpf, N. E., Allen-Taylor, S. L., Capezuti, E., Maislin, G., &
Jacobsen, B. (1997). A clinical trial to reduce restraints in nursing homes.
Journal of the American Geriatrics Society, 45: 675-681.

Fishbein, M., &Ajzen, I. (1975). Belief, Attitude, Intention and Behavior. New York:
Wiley.

Fogel, J., Berkman, C., &Cranston, T. (2001). Is reduction of physical restraint use in
an acute care setting post intervention sustained? Journal of the American
Geriatrics Society, 49: 147-148.

Francis, J., & Martin, D., & Kapoor, W. M. (1990). A prospective study of delirium in
hospitalized elderly. Journal of the American Medial Association, 263(8),
1097-1101.

Frank, C., Hodgetts, G., & Puxty, J. (1996). Safety and efficacy of physical restraints
for the elderly: review of the evidence. Canadian Family Physician, 42:
2402-2400.

Frengley, J. D. (1996). The use of physical restraints and the absence of kindness.
Journal of American Geriatrics Society, 44: 1125-1127.

Frengley, J. D., & Mion, L. C. (1986). Incidence of physical restraints on acute
general medical wards. Journal of the American Geriatrics Society, 34:
565-570.



Busara Oearsakul References / 76

Frengley, J. D., & Mion, L. C. (1998). Physical restraints in the acute care setting:
issues and future directions. Clinics in Geriatric Medicine, 14(4): 727-743.

Gallinagh, R., Slevin, E., & McCormack, B. (2002). Side rails as physical restraints in
the care of older people: a management issue. Journal of Nursing
Management, 10 (5): 299-306.

Goldman, B. (2006). A guideline to bed safety: bed rails in hospitals, nursing homes
and home health care: the facts. Retrieve from http://www.fda.gov/
cdrh/beds/ on Feb 20, 2006.

Gorski, K. (1995). Myths and facts about physical restraint and the elderly. Nursing,
25: 25.

Hamers, J. P. H., Gulpers, M. J. M., & Strik, W. (2004). Use of physical restraints
with cognitively impaired nursing home residents. Journal of Advanced
Nursing, 45 (3): 246-251.

Hanger, H. C., Ball, M. C., & Wood, L. A. (1999). An analysis of falls in the hospital:
can we do without bedrails? Journal of the American Geriatrics Society,
47(5): 529-531.

Hantikainen, V. (1998). Physical restraint: a descriptive study in Swiss nursing homes.
Nursing Ethics, 5(4): 330-345.

Happ, M., B. (2000). Preventing treatment interference: the nurse’s role in
maintaining technologic devices. Heart abd Lung, 29: 60-69.

Hardin, S. B., Magee, R., Stratmann, D., Vinson, M. H., Owen, M., & Hyatt, E. C.
(1994). Extended care and nursing home staff attitudes toward restraints.
Journal of Gerontological Nursing, 20(3): 23-31.

Hardin, S. B., Magee, R., Vinson, M. H., Owen, M., HyattE. C., & Stratmann, D.
(1993). Patient and family perceptions of restraints. Journal of Holistic
Nursing, 11:383-397.

Health Care Financing Administration. (1990). State Operations Manual, OBRA’ 87:
Interpretive Guidelines. Washington, DC: U.S. Government Printing
Office.

Helmuth, A. M. (1995). Nurses’ attitudes toward older persons on their use of

physical restraints. Orthopaedic Nursing, 14 (2): 43-51.



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 77

Horse, H. (2002). Bed falls and bedrails-what should we do? Age and Ageing, 31:
415-418.

Houston, K. A., & Lach, H. W. (1990). Restraints: How do you score? Geriatric
Nursing, 16(5): 231-232.

Inaba-Roland, K. E., & Maricle, R. A. (1992). Assessing delirium in the acute care
setting. Heart & Lung,21(1), 48-54.

Janelli, L. M., Dickerson, S. S., & Ventura, M. R. (1995). Focus groups: nursing
staff’s experiences using restraints. Clinical Nursing Research, 4(4):
425-441.

Janelli, L. M., Kanski, G. W., & Neary, M. A. (1994). Physical restraints: Has OBRA
made a difference? Journal of Gerontological Nursing, 20 (6): 17-21.

Jitapunkul, S., Lailert, C., Worakul, P., Srikiatkhachorn, A., & Ebrahim, S. (1999).
Chula mental test: A screening test for elderly people in less developed
countries. International Journal of Geriatric Psychiatry, 11(8): 715-720.

Jitapunkul et al. (1998). Falls and their associated factors: a national survey of the
Thai elderly. Journal of Medical Association Thai, 81(4): 233-242.

Kanski, G. W., Janelli, L. M., Jones, H. M., & Kennedy, M. C. (1996). Family
reactions to restraints in an acute care setting. Journal of Gerontological
Nursing, 22(6): 17-22.

Karlsson, S., Bucht, G., & Eriksson, S., & Sandman, P. O. (1996). Physical restraints
in geriatric care in Sweden: prevalence and patient characteristics. Journal
of the American Geriatrics Society, 44: 1348-1354.

Karlsson, S., Bucht, G., & Eriksson, S., & Sandman, P. O. (2001). Factors relating to
the use of physical restraints in geriatric care settings. Journal of the
American Geriatrics Society, 49(12): 1722-1728.

Karlsson, S., Bucht, G., & Sandman, P. O. (1998). Physical restraints in geriatric care:
knowledge, attitudes and use. Scandinavian Journal of Caring Science, 12:
48-56.

Kayser-Jones, J. (1992). Culture, environment, and restraints: a conceptual model for

research and practice. Journal of Gerontological Nursing, 18(11): 13-20.



Busara Oearsakul References / 78

Kelley, F. J. (1996). Planning care for acutely confused critically ill older persons.
Critical Care Nursing Quarterly,19(2), 41-46.

Kikuta, S. C. (1991). Clinically managing disruptive behavior on the ward. Journal of
Gerontological Nursing, 17(8): 4-8.

Kow, J. V., & Hogan, D. B. (2000). Use of physical and chemical restraints in
medical teaching units. Canadian Medical Association, 162(3): 339-340.

Laurin, D., Voyer, P., Verreault, R., & Durand, P. J. (2004). Physical restraint use
among nursing home residents: A comparison of two data collection
methods. Biomedcentral Nursing, 3(5). Retrieved Feb 9, 2006 from
http://www.biomedcentral.com.

Lee, D. T. F., Chan, M. C., Tam, E. P. Y., & Yeung, W. S. K. (1999). Use of physical
restraints on elderly patients: an exploratory study of the perceptions of
nurses in Hong Kong. Journal of Advanced Nursing, 29(1): 153-159.

Lemeshow, S., Hosmer Jr, D. W., Klar, J. & Lwanga, S. K. (1990). Adequacy of
Sample Size in Health Studies. England: Courier International Ltd.

Lever, J., et al. (1994). Use of physical restraints and their relationship to medication
use in patients in four different institutional settings. Humane Med, 10(1):
17-27.

Levine, J. M., Marchello, V., & Totolos, E. (1995). Progress toward a restraint free
environment in a large academic nursing facility. Journal of American
Geriatrics Society, 43: 914-918.

Liukkonen, A., & Laitinen, P. (1994). Reasons for uses of physical restraint and
alternatives to them in geriatric nursing: a questionnaire study among
nursing staff. Journal of Advanced Nursing, 19: 1082-1087.

Lofgren, R. P., MacPherson, D. S., Granieri, R., Myllenbeck, S., & Sprafka, J. M.
(1989). Mechanical restraints on the medical wards: are protective devices
safe? American Journal of Public Health, 79: 735-738.

Lusis, S. A., Hydo, B., & Clark, L. (1993). Nursing assessment of mental status in the
elderly. Geriatric Nursing, 14(5), 255-259.



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 79

Macpherson, D. S., Lofgren, R. P., Granieri, R., & Myllenbeck, S. (1990). Deciding
to restrain medical patients. Journal of the American Geriatrics Society, 38
(5): 516-520.

Mahoney, D. F. (1995). Analysis of restraint-free nursing homes. Image, 27(2):
155-160.

Marks, W. (1992). Physical restraints in the practice of medicine: current concept.
Archive Intern Medicine, 152 (11): 2203-2206.

Maruschock, R. G. (1996). Evaluation of a hospital staff’s knowledge regarding the
use of physical restraint. Journal of Nursing Staff Development, 12(3):
144-148.

Martin, B. (2002). Restraint use in acute and critical care settings: changing practice.
American Association of Critical-Care Nurses, 13(2): 294-306.

Master, R., & Marks, S. F. (1990). The use of restraints. Rehabilitation Nursing, 15(1):
22-25.

Matthiesen, V., Lamb, K. V., McCann, J., Hollinger-Smith, L., & Walton, J. C.
(1996). Hospital nurses’ views about physical restraint use with older
patients. Journal of Gerontological Nursing, 22(6): 8-16.

Mattiasson A., & Andersson, L. (1995). Moral reasoning among professional
caregivers in nursing homes. Western Journal of Nursing Research, 17:
277-291.

McHutchion, E., & Morse, J. M. (1989). Releasing restraints: a nursing dilemma.
Journal of Gerontological Nursing, 15: 16-21.

Miles, S. H., & Irvine, P. (1992). Deaths caused by physical restraints. The
Gerontologist, 32(6): 762-766.

Miles, S. H., Meyers, R. (1994). Untying the elderly: 1989 to 1993 update. Clinics in
Geriatric Medicine, 10(3): 513-525.

Minnick, A. F., Mion, L. C., Leipzig, R., Lamb, K., & Palmer, R. M. (1998).
Prevalence and patterns of physical restraint use in the acute care setting.
Journal of Nursing Administration, 28: 19-24.

Mion, L. C., Frengley, J. D., Jakovcic, C. A., & Marino, J. A. (1989). A further
exploration of the use of physical restraints in hospitalized patients.

Journal of the American Geriatrics Society, 37: 949-956.



Busara Oearsakul References / 80

Mion, L. C., Minnick, A., Palmer, R., Kapp, M. B., & Lamb, K. (1996). Physical
restraint use in the hospital setting: Unresolved issues and directions for
research. The Milbank Quarterly, 74(3): 411-433.

Mion, L., & Strumpf, N. (1994). Use of physical restraints in the hospital setting:
Implications for the nurse. Geriatric Nursing, 15(3): 127-131.

Molassiotis, A., & Newell, R. (1996). Nurses’ awareness of restraint use with elderly
people in Greece and the UK: a cross-cultural pilot study. International
Journal of Nursing Studies, 33 (2): 201-211.

Morrison, J., Crinklaw-Wiancko, D., King, D., Thibeault, S., & Wells, D. L. (1987).
Formulating a restraint use policy. Journal of Nursing Administration,
17(3): 39-42.

Morse, J. (1996). Preventing Patient Falls. London: Sage.

Morse, J. M., & McHutchion, E. (1991). Releasing restraints: providing safe care for
the elderly. Research in Nursing & Health, 14: 187-196.

Moss, R. J., & LaPuma, J. (1991). The ethics of mechanical restraints. Hastings
Center Report, 21: 22-25.

Myers, H., Nikoletti, S., & Hill, A. (2001). Nurses’ use of restraints and their attitudes
toward restraint use and the elderly in an acute care setting. Nursing and
Health Sciences, 3: 29-34.

National Statistical Office. (1998). Thai Elderly Statistics, Bangkok: P.A Living.

Nonthachai, S. (1992). The relationship between loneliness and health in the elderly.
Journal of Nursing, 41: 118-128.

O’Keeffe, S., Jack, C. I. A., & Lye, M. (1996). Use of restraints and bedrails in a
British hospital. Journal of the American Geriatrics Society, 44: 1086-
1088.

Oliver, D., Britton, M., & Seed, P. (1997). Development and evaluation of an
evidence based risk assessment tool to predict which elderly inpatients will
fall: case control and cohort study. Journal of British Medicine, 315: 1049-
1053.

Oliver, D., Seed, P., & Martin, F. (2002). Preventing patient falls. Age Ageing, 31:
75-76.



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 81

Park, M. H., & Lee, B. S. (1997). Study on the restraints use in ICU. The Korean
Central Journal of Medicine, 62(2): 217-227.

Phakapornrut, N. (2002). A study of knowledge, attitude and practice of restraining
hospitalized elderly patients of professional nurses, governmental hospitals,
Bangkok metropolis. Degree of Master of Nursing Science in Nursing
Science. Program of Nursing Science, Faculty of Nursing: Chulalongkorn
University.

Phangsawat, N., Sasitornwashakul, T., Phuwarawutiphanich, W., & Tanomkhang, S.
(1997). Patient restraining: an important nursing issue. Journal of Thai
Nursing Studied, 8(3): 72-80.

Pierre, J. St. (1996). Delirium in hospitalized elderly patients: off track. Critical Care
Nursing Clinic of North America, 8(1), 53-60.

Poolpolamnuay, T., & Isarabhakdi, P. (2002). The effects of education and
employment of women on elderly care in Thai families. Journal of Health
Science, 11(6): 781-791.

Quinn, C. A. (1993). Nurse’s perceptions about physical restraints. Western Journal
Nursing Research, 15: 148-162.

Reigle, J. (1996). The ethics of physical restraints in critical care. American
Association of Critical-Care Nurses, 7(4): 585-591.

Robbins, L. J., Boyko, E., Lane, J., Cooper, D., & Jahnigen, D. W. (1987). Binding
the elderly: a prospective study of the use of mechanical restraints in an
acute care hospital. Journal of the American Geriatrics Society, 35:
290-296.

Rosby, L., Beck, C. K., & Heacock, P. (1992). Disruptive behavior of a cognitively
impaired nursing home resident. Archives of Psychiatric Nursing, 6(2):
98-107.

Ryden, M. B., Bossenmaier, M., & Mclachlan, C. (1991). Aggressive behavior in
cognitively impaired nursing home residents. Research in Nursing and
Health, 14: 87-95.

Sabangan, B., Katz, B., & Flicker, L. (2005). Physical restraint use in older people-
revised 2005. Australasian Journal on Aging, 24(4): 213-217.



Busara Oearsakul References / 82

Scherer, Y. K., Janelli, L. M., Kanski, G. W., Neary, M. A., & Morth, N. E. J. (1991).
The nursing dilemma of restraints. Gerontological Nursing, 17(2): 14-17.

Scherer, Y. K., Janelli, L. M., Wu, Y. B., & Kuhn, M. M. (1993). Restrained patients:
An important issue for critical care nursing. Heart & Lung, 22 (1): 77-83.

Schott-Baer, D., Lusis, S., & Beauregard, K. (1995). Use of restraints: Changes in
nurses’ attitudes. Journal of Gerontological Nursing, 21(2): 39-44.

Shorr, R. 1., Guillen, M. K., Rosenblatt, L. C., Walker, K., Caudle, C. E., &
Kritchevsky, S. B. (2002). Restraint use, restraint orders, and the risk of
falls. Journal of the American Geriatrics Society, 50: 526-529.

Siriboon, S. (1996). Problems and needs of the elderly and their community
Participation: Individual responses. In Wongsith, M., Siriboon, S., and
Entz, A. (eds). Community Participation in Providing Care, Services and
Activities for Thai elderly. Bangkok: Chulalongkorn University.

Starter, P., & Libow, L. S. (1992). Medical care of the elderly in the nursing home.
Journal of General Internal Medicine, 7(3): 350-362.

Sternberg, J., & Whelihan, W. M. (1991). Assessment of disruptive behavior in the
nursing home: Stories and strategies. Rhode Island Medical Journal, 74:
81-85.

Stratmann, D., Vinson, M. H., Magee, R., & Hardin, S. B. (1997). The effects of
research on clinical practice: the use of restraints. Applied Nursing
Research, 10(1): 39-43.

Strumpf, N. E., & Evans, L. K. (1987). Patterns of restraint: a cross-cultural view.
Gerontologist, 27(special issue): 272A-273A.

Strumpf, N. E., & Evans, L. K. (1988). Physical restraint of the hospitalized elderly:
perceptions of patients and nurses. Nursing Research, 37(3): 132-137.

Strumpf, N, E., Evans, L. K., & Schwartz, D. (1990). Restraint-free care: from dream
to reality. Geriatric Nursing, May/June: 122-124.

Suen, L. K. P., et al. (2006). Use of physical restraints in rehabilitation settings: staff
knowledge, attitudes and predictors. Journal of Advanced Nursing, 55(1):
20-28.

Sullivan-Marx, E. (1996). Restraint-free care: How does a nurse decide? Journal of

Gerontological Nursing, 22(9): 7-14.



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 83

Sullivan-Marx, E. M., Strumpf, N. E., Evans, L. K., Baumgarten, M., & Maislin, G.
(1999). Predictors of continued physical restraint use in nursing home
residents following restraint reduction efforts. Journal of the American
Geriatrics Society, 47(3): 342-348.

Sullivan-Marx, E. M., Strumpf, N. E., Evans, L. K., Baumgarten, M., & Maislin, G.
(1999). Initiation of physical restraint in nursing home residents following
restraint reduction efforts. Research in Nursing & Health, 22: 369-379.

Thomas, A., Redfern, L., & John, R. (1995). Perceptions of acute care nurses in the
use of restraints. Journal of Gerontological Nursing, 21(6): 32-38.

Tilley, S., & Chambers, M. (1999). The use of physical restraint of hospitalized
elderly patients. Journal of Psychiatric and Mental Health Nursing, 6:
249-250.

Tinetti, M. E., Liu, W. L., & Ginter, S. F. (1992). Mechanical restraint: Use and fall-
related injuries among residents of skilled nursing facilities. Annuals of
Internal Medicine, 116: 369-374.

Varone, L., Tappen, D., Dixon-Antonio, E., Gonzales, I., & Glussman, B. (1992). To
restrain or not to restraint? The decision-making dilemma for nursing staff.
Geriatric Nursing, 13(5): 269-272.

Weiner, C., Tabak, N., & Bergman, R. (2003). Use of restraints on dementia patients:
an ethical dilemma of a nursing staff in Israel. JONA’S Healthcare Law,
Ethical, and Regulation, 5(4): 87-93.

Werner, P. (2002). Perceptions regarding the use of physical restraints with elderly
persons: comparison of Israeli health care nurses and social workers.
Journal of Interprofessional Care, 16(1): 59-68.

Werner, P., Cohen, M. J., Koroknay, V., & Braun, J. (1994). Reducing restraints:
Impact on staff attitudes. Journal of Gerontological Nursing, 20(12):
19-24.

Werner, P., & Mendelsson, G. (2001). Nursing staff members’ intentions to use
physical restraints with older people: testing the theory of reasoned action.
Journal of Advanced Nursing, 35(5): 784-791.



Busara Oearsakul References / 84

Whall, A. L., Gillis, G. L., Yankou, D., Booth, D. E., & Beel-Bates, C. A. (1992).
Disruptive behavior in elderly nursing home residents: a survey of nursing
staff. Journal of Gerontological Nursing, 18(10): 13-17.

Whiteheld, C., Finucane, P. & Henschke, P. (1997). Use of restraints in four
Australian teaching hospitals. Journal of Quality in Clinical Practice, 17:
131-136.

Whitman, G. R., Davidson, L. J., Rudy, E. B., & Sereika, S. M. (2001). Practice
patterns related to mechanical restraint use across a multi-institutional
health care system. Outcomes Management for Nursing Practice, 5(3):
102-110.

Whitman, G. R., Davidson, L. J., Sereika, S. M., & Ruby, E. B. (2001). Staffing and
Pattern of mechanical restraint use across a multiple hospital system.
Nursing Research, 50(6): 356-362.

Wilson, E. B. (1996). Physical restraint of elderly patients in critical care: historical
perspectives and new directions. Critical Care Nursing Clinics of North
America, 8: 61-70.



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 85

APPENDICES



Busara Oearsakul Appendices / 86

APPENDIX A
LIST OF EXPERTS

1. Associate Professor Prakong Intarasombat, M.Ed.
Department of Nursing
Faculty of Medicine, Ramathibodi Hospital
Mahidol University

2. Associate Professor Sunutra Taboonpong, Ph.D. (Nursing)
Department of Medical Nursing
Faculty of Nursing
Prince of Songkla University

3. Associate Professor Linchong Pothiban, Ph.D. (Nursing)
Faculty of Nursing

Chiangmai University



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 87

APPENDIX B
STUDY APPROVAL FROM THE INSTITUTE REVIEW BOARD
OF SONGKLANAGARIND HOSPITAL

SUB.EC 50/400-037 ANSUKRNEANART INNANENAEAIAATINT
Auarowd Bunavalug)
NIRRT 90110
ar a =l '
wisdafusasiiilfifeuansin
ar o J o -
TasamsdeFas : masdnmmslnsyninlufilegengidnfunisinen lulsmenuna
waminlasanis : unaayAn Benana

MAMYVANE  : ASWENLIRANART NUIMENAUAIIAUATUNT

ldthunszuaunsRansanFusemInAuzaynssunsiansnesesssumds luauan

nossdouuacAedimiaainiunengst 1eeansunomans mninendesszaiuaiung uda

W o SR 15 paAn 2550

L s ] ‘. - Lo
(?ﬂqmﬂﬂ?'\'-niﬂu'ml.mmfﬁmﬁnm WNEYAt)

errverereeen UTEBTUOYNTINNNT

fnnTluAumissasanuA e LAz UARNT TN



Busara Oearsakul Appendices / 88

APPENDIX C
LETTER OF PERMISSION

)
UHUNNUBnN N

dausrenns dheuinimweuna nr. 1662-1664
#i  uases L4V Uil 16 maAu 2650

=l = - o
(YICE] 'IJ'EP'EI‘!{(U'\PII.FI].I'EI"&H R

-l —
\Teu ATLLIA

auileRed 10 632/548 AITUT 26 fuBNBU 2550 ALIINENLINAATART MTINENGEA
uatunf  aeaygnli ety lgﬂ"lﬁf}ﬂ inAns Ry g en udngnmlFoogneauiiudn
Taranrfourzndnlnneamuniud Ansuwnsaanf IRWEILNIRTINNBUR tasAuTHENING
ANANT ATTITWEILNR IMTIneIRBBas MANGRTUINEIA fanfunuinands usinal sz iy
Foysiduios "msinsnmslinieyninbudihogeengildrfunsnn bulsmonae 3eeafiudons
s vagilaseng e, veteenysnrmang 1 veduasenginamuane 2 vedasdaunssmd,
wediledaanume 1uadihedasnsuag 2 uedihedaunsmlrsamvediaanszgnuasiavd
uaz wegilanszgnuazdiane TnansuanuuussunWinguiasng axfuiudeyadui
1 fAAN 2550 - 31 §l19AN 2550 ArmudaLd 1

dhmfnmenunge Raranudeynniiivdeysidumindgtn Tnudiiuieyaisoamnm

L J . - g - -l
wiudiaysliieriunmiasunananznsndusTos s fou oo udo

-l J - o - y ﬂl
FmNal e rundniiunisseldon asdunsernis

I\
i Srer”

(rr.qumil  gRTAS)

Frnarlusinumds Wwidhedinnsenuns

funian wanswhvediheagnssmds, vefilgengantae 1, wedihtangrnsmm 2,
wafhudnunrnmdvefihedaenisims 1 vedihedasnsmime 2vediledrunimalisam,
watfilenszgnuasiendsvedihanrzgnuasdati



Fac. of Grad. Studies, Mahidol Univ. Ph.D. (Nursing) / 89

APPENDIX D
INFORMATION SHEET (IN THAI)

luBarudnsinlasamsive

~ J 9 1 Ao A
BEW MUADTUNUUDD
a o d‘

E4
Anure UNANYATT  Berdna unAnSyauen @13MMINeIa vangas
o o a 1 1 a 4
Ussanauiuda 1A3INMITINIENINTTAUTIUNGILITMNTUA AULUNNYAAAS
a Jd aa a [ a 1Y
T3ane11a3NTUA  uazAazHeIIaMans AIIIINGIUIE WHIINGIdENTAR  (Mangas
a 1 [ a @ 1 o ¥ o Aw 4 o A a 7 A
wnna - wduuamnasluaalsama)  Saeinlseielszneumsiiineinusize
=2 Y = 9 A Y o @ A v J
msfnuImslems gnoalugiogeorgndnsumssnululsamena Teslingilszasnms
Aawv A o 9 = v A A 9 9 ~ Y o [
Weodrsams lmsgndauazilavenneivedlugihegeergnnsomssnuly
4 < x 4 a { A 1 a o
Tsanena iesnnmsgndailumadonilsi ldmugungdnssuiidesdomsinadunsie
Al A Y o [ o 9 o = =K [ 9 [
apgiheminsumsinululsamenna  gnihunlglasiinsdennuilasansvesdaeilu
o o Yo @ 1 a A n Y [l < awv J
dify  wezldsumssonsvediman@esild  edelsnammanitelualszmennnineg

b4 H H
Ay A o 1 A o w A

v
1 1 a 1 Y o
NWUN fﬂiQﬂﬁﬂﬂ@iﬁ}mﬂNﬁlﬁﬂh?ﬂﬂ’ﬂwaa ANUU \11u3ﬂﬂuuﬂ’31lﬂufgleJll,‘iﬂVIﬁ1ﬂiU‘V]%$

)

o 1 9 09/’ dy = [ = v A A 9 [ o 1
u’lll']_lf{;ffnﬁ'i'J‘]Jﬁ']iJ‘ll@HaﬂluWHﬁWUlﬂﬂﬂﬂUﬂWiﬁjﬂﬂﬂLLﬁgﬂﬂﬂﬂﬂLﬂﬂjﬂlﬂﬁ @uzﬂﬁqu‘lﬂﬁ‘JﬂTﬁ
9 A o Y a PR 9 =3 Y 9 =
WﬁNHTLL‘H'J‘VHQVILﬁiﬂgﬁilslufﬂﬁﬁ]ﬂﬂ?ﬁﬂUWﬂﬁﬂﬁﬁﬂJ"Ui’)\iﬁjﬂjﬂ Iﬂﬂiﬂfﬂ'ﬁ@ﬂﬂﬂiﬁuaﬂ“ﬂq@
ao 11l

Y v Aa Y dy J 9 o £ & 9 A =1
m‘mumﬂau%msmiuiﬂsqmsu MUILADINULUUADUDIY mmumay‘a‘wmun

o "y I 3 9 = 3 = 9 3 A
ﬂizﬁumimimmqagum uazu,ﬂumimmay.amﬁmmamm Gl‘]fi%EJZL’Jiﬂﬁu lllli\lﬂﬁ‘ﬂﬂa@\‘i

=

T Y a [ = d' Y awv 9 9 J 3
Gl,u‘Uqﬂﬂa hlﬁJﬂfJGl‘l’iLﬂﬂfJuﬁﬁElllﬁgVllliJﬂ’ﬂiJLﬁENmﬂﬂﬁL"lﬂﬁ’)iJ’Jﬁ]EJ UBUA '1m]m‘mumwm

I o 1A 1 3 1 Av I Y (]
wlunnuay "lmﬂmwammmmmﬂmwuﬂﬂa umzﬂfmmwaminmﬂumeyjammm
1 [ ao dal 9 A = 1
mummsaaaumaaﬂmﬂmﬁnau”lﬂnﬂma Tag litimansznuuaiszmsla

Y Ao ' o Yoo WY 1 3 A A a

mmunmmﬂm MUTWITOFNDINAI Idodraudun MUTDIUNDY  MIAIFINT
W81U1a®1q5ﬂ1ﬁﬂ§ AZNENUIAmMans NHINMEasFIvAIUAsUNs tazveay Ingani
081-9575930 lunalsisnms/masaan

A ya o
ANy (E‘!:ﬁ]ﬂ)



Busara Oearsakul Appendices / 90

Consent Form (in Thai)
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Fac. of Grad. Studies, Mahidol Univ.

APPENDIX E
PHYSICAL RESTRAINT USE OBSERVATION TOOL
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APPENDIX F
PHYSICAL RESTRAINT USE QUESTIONNAIRE

Please take a few moments to fill out the survey below, place it in the basket

provided, and it will be collected by the researcher on (date).

By completing this questionnaire, | am giving my consent to participate.

Demographic Data
1. Age: ......... Years............Months
2. Gender: [1Male  [1Female
3. Education: [1 MSN or master’s degree in another field............
IBSN "1 Diploma "1 High School

4. Have you had any special training, education, seminar, conference, or topic about
physical restraint use?

JYes [INo

I yes, please eXplain..........o.oir i

5. How many years have you worked at this hospital? ....... Years....... Months
6. Have you had any special training, education, seminar, conference, or topic in
geriatrics? [ Yes [1No

If yes, please eXPlain... ... ..o e e e
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Instruction: This questionnaire contains 6 sections including open and closed-ended
questionnaire. For item 1-9, please ask yourself the following question when you
answer an item: “In general, do you believe that restraints:” Repeat the same question

when you answer the next item.

Section I: Attitude Items Score
In general, do you believe that restraints:
1. (7 are always undesirable 1)
" are undesirable but necessary (2)
") are normal and necessary 3)
[ are beneficial 4)
2. [ increase patients’ sensory stimulation 3)
"1 decrease patients’ sensory stimulation 1)
"1 neither increase nor decrease patients’ sensory stimulation (2)
3. [1increase confusion 1)
1) decrease confusion 3)
[ neither increase nor decrease confusion (2)
4. [ increase the risk of falling out of bed (1)
" decrease the risk of falling out of bed 3)
(] neither increase nor decrease the risk of falling out of bed (2)
5. [1increase injury to restrained patients 1)
"] decrease injury to restrained patients (3)
[ neither increase nor decrease injury to restrained patients (2)
6. (] increase pulling out therapeutic devices (1)
"] decrease pulling out therapeutic devices (3)
I neither increase nor decrease pulling out therapeutic devices (2)
7. ) increase nursing care time 1)
") decrease nursing care time 3)
] neither increase nor decrease nursing care time (2)
8. In general, do you believe that:
1 most patients who are restrained must be restrained 4)
] some patients who are restrained must be restrained (3)
] few patients who are restrained must be restrained (2)
1 no patients who are restrained must be restrained (1)
9. When applying restraints, do you feel:
] very guilty because you are robbing a patient of freedom 1)
1 a little guilty because you are robbing a patient of freedom (2)
1in doubt because you know you are robbing a patient of freedom 3

but wish to protect her or him
[ satisfied that you are carrying out a necessary nursing action 4)
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Item Strongly  Agree Disagree  Strongly
agree disagree

10. Bed rails is as a physical restraints (1) (2) (3) (4)

11. Restraint is a means for assuring 4 3 2 (@8]
safe care

12. It is important to apply restraints to 4 3 2 (@8]
assure legal protection for myself
and the hospital when a fall has
occurred

13. Patients should not be restrained 1) 2 (3) 4
without a physician’s order

14. Restraining a patient insults his/her 1) 2 (3) 4
rights

15. When a patient is restrained he/she 1) 2 (3) 4
feels humiliated

16. Patients are being restrained due to 4) 3) (2) Q)
insufficient staff

17. Family members should participate 1) 2 (3) 4
in decisions to restrain a relative

18. The presence of a family member is 1) 2 (3) 4
an alternative to restraint

19. There are good alternatives to 1) 2 (3) 4

restraint and that these should be
tried first, before any decision to
restrain

Section I1: Alternatives to restraints

20. Please list any alternatives to the use of physical restraints.

Section I11: Administrative Support

21. Is there support from administrators when a decision is made not to use a restraint?

Please give your examples

L] Strongly agree

"1 Agree

1 Disagree

1 Strongly disagree
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Section IV: Intra-and Interdisciplinary Collaboration
22. When | restrain a patient, | make this decision

"1 Alone

"1 With a peer

[ With my team leader or head nurse

[ With a physician

1 Only with a physician’s order

Section V: Rationale for Usage
23. Please rank the importance of rationale for physical restraint use. Number
each item in the blank box provided by “1” for “the most important”, and 5 “the
least important™.
] Preventing falls
] Protecting medical devices
1 Controlling agitated behavior
1 Fear of liability if falling is occurred
1 Preventing harm to patient or others

Section VI: Policies and special guidelines
24. If there are any special guidelines or policies about the use of physical
restraints on your ward, would you please describe them briefly.
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Physical Restraint Use Questionnaire (in Thai)
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APPENDIX G
ADMINISTRATIVE QUESTIONNAIRE

Please take a few moments to fill out the survey below, place it in the envelope
provided, and it will be collected by the researcher on (date).

By completing this questionnaire, | am giving my consent to participate.

Demographic Data
1. Age: ......... Years............Months
2. Gender: [1Male  [1Female
3. Education: [1 MSN or master’s degree in another field............
"1BSN

4. Have you had any special training, education, seminar, conference, or topic about

physical restraint use?

IYes "INo
IT yes, Please eXPIlaiN. .. ....c..ir i e e e

. How many years have you worked at this hospital? ....... Years....... Months
6. Have you had any special training, education, seminar, conference, or topic in
geriatrics? [ Yes [1No

ITyes, please eXplain... ... ...

(62}
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Instruction: Please answer the following questions and if possible, please give the
investigator the relevant documents, so that the investigator could review them.

1. Describe briefly any special guidelines and/or policies and/or administrative
manuals about the use of physical restraints on your ward and/or hospital. (If possible,
please give the investigator these materials, so that the investigator could review
them.)

3. Are there hospital policies, and existing certification and regulatory guidelines,
considered to be standards of geriatric medical or nursing practice at this hospital?
If so, please note so that the investigator could review these materials.

4. What special training, education, seminar, conference, or topic is available regarding
standards of practice for use of physical restraints or care of elderly patients?
How is such education made available to staff?

5. Could you comment on staffing ratios and relationship to physical restraint use or

care of elderly patients?

6. What types of alternatives (environmental, equipment, etc.) are available to be used
instead of physical restraints to meet patient needs?
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Administrative Questionnaire (in Thai)
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APPENDIX H
CHULA MENTAL TEST

This test consists of 13 items. Responses are summed to arrive at a total score,
with a range from 0-19. The lower the score, the greater is the degree of cognitive
impairment. The cut-off score is less than 15 meaning cognitive impairment. It will
take time for interviewing about 3 minutes.

How old are you? (1 score)

What time is it? (1 score)

Please speak the follow words “umbrella, pan, door” (3 scores)
What month is it? (1 score)

Who are they? (physician, nurse or family member) (2 scores)

How much does rice of one gallon equal? (1 score)

N o g s~ w D E

Please obey the command “applaud your hands 3 times and put them down”.

(1 score)

8. Ask him/her to tell the meaning of “Nee sur pha jarakha” (1 score)

9. Repeat the follow sentence after | have said them “I like flower, music, but |
don’t like dog.” (1 score)

10. If you forget your key, how to do? (1 score)

11. Ask him/her to count the number from 10-20. (1 score)

12. Point to a watch and ask that “What is it?” (1 score) Point to a pen and ask that
“What is it?” (1 score)

13. Ask him/her to calculate 20-3, 3 times. 20-3 = 17 (1 score), 17-3 =14

(1 score), 14-3 = 11 (1 score).
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Chula mental test (in Thai)
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