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ABSTRACT 

An exploratory descriptive design was used to 

describe the differences in reported incidents, falls, and 

proportion of falls with serious injuries before, during 

transition, and after a nursing home became restraint-free. 

The setting was a 60-bed nursing home in rural northwestern 

United States. Monthly and quarterly incident report 

summaries for the months of August, 1989, through April, 

1991, were retrospectively reviewed to describe frequencies 

of incidents, falls, types of falls, and serious injuries 

from falls. Data analysis included paired t-tests to 

describe significant increases in incidents and falls after 

the facility became restraint-free, but a paired z-test 

found no significant difference in the proportion of serious 

injuries from falls. These study findings were consistent 

with the literature. The results of this study offer nurses 

in long-term care an opportunity to utilize alternatives to 

physical restraints, thereby enhancing the dignity of their 

elderly residents. 
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INTRODUCTION 

One of the significant changes in health care in the 

past few decades is the vast increase in the elderly 

population. It is predicted that nursing home residents 

will increase from 720,000 in 1970 to 1.3 million by the 

year 2000 (Small & Walsh, 1988). Nursing homes themselves 

have also changed, with an ever increasing amount of support 

and advocacy from the professional, religious, and family 

communities. The rights of residents in long-term care 

facilities have expanded dramatically since the passage of 

the Omnibus Reconciliation Act (OBRA) of 1987. Today, the 

care given to the elderly in nursing homes must not violate 

the right to be free from restraints unless needed to treat 

a medical condition or protect the resident or others 

(Vaughn & Sorrentino, 1992). 

Yet, restraint use in American nursing homes 

continues at alarming rates. Blakeslee, Goldman, 

Papougenis and Torell (1991), citing statistics from the 

Health Care Financing Administration, reported that 41.3% of 

the patients are restrained to chairs or beds. Strumpf, 

Evans, and Schwartz (1990) also reported the Federal Health 

Care Financing Administration's rate of 41.3%, and compared 
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that figure to the 1 977 figure of only 25%, demonstrating 

the increase in restraint use. Two nurse researchers, 

Conely and Campbell (1991), concluded that there was poor 

documentation of restraint use in the United States. In an 

editorial in Geriatric Nursing, Huey (1990) stated, 

regarding the prevalence of restraint use, that over half of 

nursing home patients are restrained some of the time. 

Houston and Lach (1990) studied the responses to a 

questionnaire given to 86 nursing home personnel in a 

500-bed facility in the midwest United States and found that 

78.5% of those responding believed restraints did prevent 

injuries. This seems to be a common reason to restrain 

nursing home residents, yet there is a contradiction in 

the literature. Evans and Strumpf (1991) state that 

"restraints actually increase the risk of injuries from 

falls" (p. 24). 

A discrepancy of whether restraints actually prevent 

injuries, especially from falls, exists. This study focused 

on reported falls with serious injuries to nursing home 

residents in a facility before, during transition and after 

the facility became restraint-free. 

Background and Significance 

Although the government, through its OBRA 

mandates, has addressed many of the abuses seen in nursing 
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homes, physical restraints in long-term care facilities 

continue to be used. Whether the excuse to use restraints is 

the prevention of falls mentioned previously, staffing 

shortages, or potential litigation if a resident is injured, 

the continued use needs to be investigated more 

scientifically to validate the excuses above (Stilwell, 

1988). 

In a review of the literature on physical 

restraints, Evans and Strumpf (1989) discovered that the 

frequency of restraints varies with the age and dementia 

diagnosis of the patient. They found that restraints are 

used in nursing homes more than in hospitals. 

In a descriptive study of 83 nursing homes, 47% of 

residents who fell were restrained at the time of the fall. 

In fact, it was pointed out that the restraints may actually 

have caused greater harm because residents became severely 

agitated when restrained (Janelli, 1989). 

Because of the prevalent use of physical restraints, 

there is clearly a need to continue to conduct research to 

describe the use and validate the need for restraints. 

Evans and Strumpf (1989) indicated that in the studies 

reviewed, no one compared alternative nursing interventions 

and physical restraint use to outcomes. Likewise, Johnson 

(1991) concluded that only empirical research will measure 
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whether the common use of physical restraints, with safety 

as the priority, really works. 

As is discussed in Chapter 2, restraining a resident 

causes deleterious side effects from immobility (Blakeslee, 

1988). Nurses, as health professionals, cannot ignore these 

negative effects. This ethical issue of the resident's 

right to take risks like other humans, and the nurse's 

obligation to protect the resident, should be addressed 

scientifically with research, instead of decided with 

continued repetition of archaic, paternalistic 

interventions. 

This right to take risks appears to vanish with 

advanced age (Ramprogus & Gibson, 1991). Family members may 

even request that the nurse restrain 'mom' because she might 

fall, alleviating their guilt, but destroying 'mom's' 

integrity (Moss & La Puma, 1991) and spirit (Blakeslee, 

1988). Yet these same family members will drive automobiles, 

knowing that they might crash, but preferring their freedom. 

Nurses cannot forget other patient values, such as the 

right of dignity, autonomy, or happiness (Silver, 1987), or 

deny an individual a quality life with risks (Wiest, 1990). 

European countries such as Denmark, Sweden, The 

Netherlands, and Scotland give quality nursing care to their 

chronically sick elderly in virtually restraint-free 

facilities (Williams, 1989). In Great Britain, falls are 
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accepted as part of the aging process, and alternatives are 

used to minimize falls (Evans & Strumpf, 1990). Therefore, 

a contradiction exists between the restraint-free practice 

common in Europe and the use of restraints common in the 

United States. 

The problem examined in this study was whether there 

was an increase in reported incidents and falls, but not 

in serious injuries, as the literature reviewed described, 

when a nursing home became restraint-free. 

Purpose of the Study 

The purpose of this study was to describe the 

reported incidents of falls and serious injuries from falls 

before, during transition and after the facility became 

restraint-free. The specific research questions were: 

1. What are the frequencies of the facility's monthly 

resident reported incidents, falls, and serious 

injuries in each of the three 7-month time periods: 

before, during transition and after the facility 

became restraint-free? 

2. Was there a difference in incidents before, during 

transition, or after the facility became 

restraint-free? 
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Was there a difference in falls before, during 

transition, or after the facility became 

restraint-free? 

Were there differences among time periods in the 

types of falls in the incidents studied? 

Was there a difference in the proportion of falls 

with serious injuries before, during transition, 

or after the facility became restraint-free? 

What were the characteristics of the action plan for 

falls when restraints were no longer used? 

Operational Definition of Terms 

REPORTED INCIDENT: An unexpected negative 

occurrence to a resident documented on a resident incident 

report by a licensed nurse. 

FALL: A sudden accidental change in position where 

possible injury could occur (Hernandez & Miller, 1986). 

TYPES OF FALLS: Falls from a wheelchair, chair, or 

bed; falls from a standing position; or falls while using 

crutches or a walker. 

SERIOUS INJURIES: Injuries requiring more than 

first aid treatment. 

RESTRAINT: Applying chest, vest, wrist, ankle, or 

waist restraints, and use of geri-chairs, which limit the 

movement of the resident. 
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BEFORE BECOMING RESTRAINT-FREE: The seven-month 

time period immediately before alternatives to restraints 

were mentioned in monthly incident summary reports more 

often than restraining residents, from August, 1989, through 

February, 1990. The social service designee, who worked in 

the facility during the period of this study, stated that 

virtually all the residents in wheelchairs were physically 

restrained with at least a waist restraint before the 

facility decided to become restraint-free. 

DURING THE RESTRAINT-FREE TRANSITION: A seven-month 

time period identified in the incident reports from March, 

1990 through September, 1990, as the transition period when 

alternatives to restraints were mentioned more often than 

restraining residents under the "action to correct" column 

in the monthly incident report, until September, 1990, when 

restraints were last mentioned. This time period was 

verified by three nurses working in the facility at that 

time. 

AFTER BECOMING RESTRAINT-FREE: The seven-month time 

period immediately after restraints were no longer used in 

the nursing home facility, from October, 1990 through April, 

1991. 
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Summary 

This introductory chapter included the background 

and significance of the study. The purpose of this study 

was to describe the reported incidents of falls and serious 

injuries from falls before, during transition, and after a 

nursing home facility became restraint-free. The research 

questions and the operational definitions of terms were 

also presented. 
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CONCEPTUAL ORIENTATION AND LITERATURE REVIEW 

European counterparts in Denmark, Sweden, The 

Netherlands, and Scotland give quality nursing care to their 

chronically sick elderly in virtually restraint-free 

facilities (Williams, 1989). American nurses frequently 

continue to tie down the elderly because they falsely assume 

restraints will protect them. Yet a study of 421 medical 

ward patients showed that patients who were physically 

restrained had a significantly higher rate of mortality 

(Mion, Frengley, Jakovcic, & Marino, 1989). Myths, such as 

protecting the resident from falling or the nurse from 

litigation for negligence, have led to a continuing use of 

physical restraints, in part because nurses are misinformed 

or have little knowledge of research on the effects of 

restraint removal (Blakeslee, et al.f 1991). 

Restraints can cause serious side effects, 

therefore, the least restrictive alternative should always 

be used. Nurses also need to view their elderly residents 

holistically, allowing the elderly to take some risks, 

such as the risk of a fall, to increase their quality of 

life. There are alternatives to physical restraints, and 

some nursing homes have successfully changed to a 
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restraint-free policy. The conceptual orientation and 

literature review related to the use of physical restraints 

and falls are presented in this chapter. 

Conceptual Orientation 

The conceptual orientation guided the study 

of reported incidents of falls with serious injuries in a 

skilled nursing facility. Three time periods were 

reported--before the facility became restraint-free, during 

the transition time to become restraint-free, and after the 

facility was restraint-free. All incident reports from these 

three time periods were reviewed. All incidents of falls 

were identified. Falls were divided into three types: from 

bed, wheelchair (w/c), or chair; from a standing position; 

or while using crutches or a walker. Serious injuries from a 

fall were then identified. Figure 1 is an illustration of 

the above conceptual orientation. Macpherson, Lofgren, 

Granieri and Myllenbeck's (1990) survey of nurses for 102 

patients restrained in a large Veterans' Hospital, 

discovered that the restraints were usually used to prevent 

a fall. Yet, it has never been confirmed that restraints 

prevent serious injuries (Press, 1991). Therefore, this 

conceptual orientation guided the study of restraint use and 

the reported incidents of falls that did result in serious 

inj uries. 



BEFORE DURING AFTER 

transition to restraint-free 

REPORTED INCIDENTS 

from w/c, chair, or bed 

from standing position 

•using crutches or walker 

FALLS 

SERIOUS INJURIES 

Figure 1 . Conceptual Orientation for Reported Incidents of 

Falls with Serious Injuries Before, During Transition and 

After a Nursing Home became Restraint-free. 
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Literature Review 

The related literature reviewed in this section 

discusses the major areas of restraint use, no restraints, 

falls, serious injuries, and incident reports. The focus of 

this study was on a facility's incidents of falls with 

serious injuries when it became restraint-free. 

Restraint Use 

In an editorial, Stilwell (1991) laments that 

physical restraint use in health-care is common, routine and 

usually unquestioned. Meer (1990) also stated that 

unfortunately, restraint use is probably worse in nursing 

homes than hospitals. 

The prevalence statistics of restraint use have been 

previously discussed. The State of New York's Department of 

Health reported that in New York state, 60% of nursing home 

residents were restrained at some time in 1987 (Conely & 

Campbell, 1991 ) . 

One of the most common reasons given for the use of 

restraints is the resident's safety. A questionnaire given 

to 118 nursing staff of a county facility, in a study by 

Scherer, Janelli, Kanski, Neary, and Morth (1991) on 

attitudes of restraint use, showed that respondents believed 

nursing homes should restrain residents for their safety 

regardless of the dignity loss. Likewise, Ramprogus and 
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Gibson (1991) found in a study of 55 full-time staff of an 

elderly care hospital that 97% of nursing assistants and 91% 

of nurses restrained the elderly to prevent injury. 

A contradiction to the above statements was found in 

Wiest's (1990) article on the restraint use dilemma, which 

said that restraints should only be used as a last resort. 

With the high prevalence of restraint use, restraints are 

not being used as a last resort, as Wiest recommends, but 

often as solutions to low staff ratios or wandering 

patients. 

A contradiction also was found regarding the reason 

of "safety" for restraint use. In a study of 24 agitated 

nursing home residents, 15 still fell. Restraining those 24 

agitated residents did not prevent falls (Werner, 

Cohen-Mansfield, Braun, & Marx, 1989). Therefore, restraints 

do not make "safer" residents. 

Folmar and Wilson (1989), studying 112 nursing 

home residents, discovered three residents who were 

significantly socially active before being restrained, and 

yet ceased to socialize when restrained. Another study of 

restraint use on general medical floors of a Veterans 

Hospital, revealed that nurses and physicians did not agree 

on the reason to use restraints, and physicians did not know 

their patients were restrained in 15% of the patients 

studied (Macpherson et al., 1990). 
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Although Stilwell (1988) blamed the nursing shortage 

and potential litigation against nurses for the increase in 

restraints, Johnson (1990) disagrees with using potential 

liability as a reason to restrain. Johnson calls the 

"overuse of restraints" a "symptom of inadequate models 

for long-term care, not simply a naive reaction to a fear of 

liability " (p 270). 

Restraints on a 20-bed geropsychiatric unit in a 

mental health institution are used in combination, according 

to Strome (1988). She discussed combinations of leather 

cuffs, seclusion, twisted sheets and geri-chairs. A vest 

posey was used if the resident became agitated. Yet, in 

contradiction to this treatment of the agitated resident, 

Bock and Schilder (1 988) warned that the use of restraints 

escalated the agitation of the patient. 

Finally, a study of an extended care facility's use 

of restraints revealed that many wheelchair restraints had 

been applied indiscriminately (Harry & Kopetsky, 1991). 

The facility found a 26% restraint use on their residents, 

and decided to adopt a policy to reduce the use of 

restraints. The goal was to reduce restraint use to 10%, 

and they surpassed this by achieving a restraint use of 

6.4%. 

The literature reviewed confirmed the side effects 

of physically restraining the elderly. The widespread 
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practice of physical restraints in nursing homes was 

documented. Kanski, Neary, Scherer, Janelli, and Morth 

(1990) studied nursing practice and the use of restraints, 

and concluded that restraint use should be a major research 

subject as nursing improves the quality of care to the 

growing number of elderly. 

No Restraints 

There are many reasons not to use restraints on the 

elderly. Restraint use leads to chronic constipation, 

pressure sores, incontinence, loss of muscle and bone, and 

loss of indepedent ambulation (Blakeslee, 1988). Also, 

restraints break the elderly residents1 spirit that they 

need for their rehabilitation, which is a high price for the 

elderly to pay in terms of emotional suffering, for the 

possible prevention of an injury (Blakeslee, 1988). 

Eliopoulos (1989) also discussed this ethical balance 

between the nurses' duty to protect residents from possible 

injury and the residents' right to be free from restraints. 

Suprock (1990) described the steps to achieve no restraint 

use in a 60-bed facility as: getting support from the top, 

obtaining grass-roots support from the staff, helping the 

staff through the change to no restraint use, and actively 

seeking out alternatives to restraints. 
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Coberg, Lynch, and Mavretish (1991) studied 

restraint alternatives for 15 restrained residents in a 

health care facility in New York City. At the end of the 

study, no restraints were used on the 15 residents, and 18 

residents admitted during the study were not restrained 

although 7 would have been restrained prior to the study. 

Coberg, et al. (1991") described individual problems 

assessed, and the interventions used while releasing 

restraints. These interventions included ambulation 

programs, wheelchair wedge cushions to prevent residents 

from slipping forward, and the acceptance of taking risks 

and releasing residents from restraints. This facility 

received favorable comments from families and friends on 

the new pregram. Education of the staff and 

multidisciplinary support were used to achieve success with 

no restraint use. They released two residents at once, so 

staff could monitor each of them closely. 

While discussing how Sweden cares for their 

chronically sick elderly, Williams (1989), discovered from 

Turemark, an administrator and director of nursing in 

Goteborg, Sweden, that they also identify individual care 

needed. This individualized care took priority over 

schedules and task completion. They liberally used 

positioning pads and pillows. Extra time was used to learn 
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about a new resident's source of pain, particularly those 

with a dementing illness. 

English (1989) used meetings with nurses and 

administrators to discuss specific patients currently 

restrained to explore alternatives. Mitchell-Pedersen, 

Fingerote, Powell, and Edmund (1989) concurred that 

assessing the individual is the key when not using 

restraints, and consistently resolving the problem that 

precipitated restraint use helped their efforts succeed. 

Rader and Donius (1991) described a model to reduce 

restraints. Again, individual problems were assessed. 

Rader (1991) described environmental modifications, such as 

lowering the level of the bed, as an intervention to 

decrease anxious behavior in an Alzheimer's resident without 

the use of restraints. In St. Petersburg, Florida, cushions 

were used in chairs and residents were ambulated, with a 

nursing focus on restorative care, to eliminate restraints 

(Untying the elderly, 1989). 

Masters and Marks (1990) developed a flow chart for 

decision-making for nurses to refer to, offering 

alternatives to the use of restraints. They reasoned that 

nurses were uncomfortable using restraints, but did not know 

of tools, such as the flow chart, to provide a plan for 

alternatives to restraints. 
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The above review of the literature explored the 

alternatives to physical restraints which have been 

successfully implemented. These alternatives are being 

employed by nurses in facilities that avoid using physical 

restraints. 

Falls 

Falls are described as the most frequent home 

accident among elderly Americans (Schuster & Ashburn, 1992). 

Yet Evans and Strumpf (1990) stated that in nursing homes in 

England, falls are expected and rehabilitation is stressed. 

Although falls frequently occurred, rehabilitation was the 

rule, and serious injury rates were low. 

Mitchell-Pedersen et al.1s (1989) study also found 

that when 97% of restraints were removed, falls did 

increase, but serious injuries did not increase. They 

tracked the falls and serious injuries from 1980-1987, with 

restraint use decreasing from 52 to 0.3 per 1 ,000 patient 

days. 

In a study designed to reduce the number of falls in 

a geropsychiatric unit with 21 beds, Hernandez and Miller 

(1986) assessed risk factors for falls on all residents, and 

developed a three level fall precaution program. At the 

highest level of strict fall precautions, however, one of 
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the interventions listed is applying restraints. In this 

study, patient falls decreased 81% over a two year period. 

In a study of a new 120-bed skilled and intermediate 

care facility, nearly every resident was assessed as at risk 

for falls. Risk assessments included infection, laboratory 

and X-ray, examinations, blood pressure lying, sitting and 

standing, gait, drug use, fear of falling, life crises, 

ability to cope, and willingness to accept help. Changes in 

the environment, staff education, and the plan of care 

without the use of restraints were made. The author 

concluded that the project was a beginning in the problems 

with falls (Cutchins, 1991). 

Easterling (1 990) was surprised to find that the 

patients at greatest risk for falls had fewer injuries 

because nurses were aware of them, but other patients at 

risk were the ones falling. She developed a fall risk 

assessment of patients' fall potentials. If residents scored 

15 or more, they were identified as fall prone. Falls were 

reduced from 76 to 34 the first year of the program. 

Janelli (1989) surveyed 83 nursing home 

administrators regarding restraint use and falls, and found 

that 42% of the residents who fell were restrained at the 

time of the fall. She stated "Newton's third law of physics 

often is forgotten: to every action there is an equal and 

opposite reaction. Tying people down, whether in a bed or 
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chair, can lead to agitation and greater injuries than a 

fall itself" (p. 12). 

McHutchion and Morse (1989) studied the effects of 

releasing restraints on patients on a psychogeriatric unit, 

and found that bed alarms such as Ambularm and Bed-Check 

alarms may prevent some falls, but were not reliable due to 

humans circumventing the system. Alarms were used on the 

most difficult patients, since the nursing staff, under a 

Hawthorne effect, released the other 19 restrained patients 

in the proposed sample before the study began. 

During the time a facility became restraint-free, 

Young and Vucic (1990) found that careful review of the 

surrounding events of the fall were important when modifying 

the care plan, as was close communication with the family, 

and explanation of any injuries and changes in the care plan 

as a result of a resident's fall. When this was done with a 

resident experiencing frequent falls, 99% of the families 

agreed to continue with no restraint use. 

The related literature reviewed examined falls and 

fall studies. Some studies showed an increase in falls but 

not serious injuries when removing restraints, and other 

studies focused on the success of a decrease in falls in the 

facility when implementing a new policy. 
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Serious Injury 

Jech (1992) referred to a teleteaching conference on 

prevention of falls in the elderly by Buckley at the Pacific 

Presbyterian Medical Center. Buckley concluded that persons 

65 to 74 risk serious falls three times those younger, and 

at age 75, the risk increases to twenty times those younger. 

Moss and La Puma (1991) referred to a prospective 

study of the use of mechanical restraints in an acute care 

hospital by Robbins et al. from the Journal of the American 

Geriatrics Society in 1987. They said "restrained patients 

have twice the length of stay, are more likely to be 

discharged to a long-term care facility, and are at higher 

risk for death in the acute care setting than unrestrained 

patients. In one study, patients who were restrained had an 

eightfold increased risk of dying in the hospital; as many 

as 50 percent of patients who die in the hospital are 

restrained at the time of death" (p. 23). 

Death, the most serious injury, was also discussed 

by Lewis (1990). One woman was found strangled by a Posey 

vest restraint put on backwards, three people tied to their 

beds by vest restraints were "found dead, suspended from the 

bedrails by their vests . . . people in vest restraints have 

suffered serious, even fatal, burns" (pp. 74-75). In each 

of these injuries, restraints were used. Similarly, in a 

study by Schilder at the University of California, San 
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Francisco, School of Nursing, Schwartz (1990) referred 

to Schilder's finding that in 82 of the observed patients, 

11% were found dead in restraints. Mion, et al., ( 1 989) 

studied 421 consecutively admitted patients in a general 

medical ward and two acute rehabilitation wards. Again, 

mortality rates of the physically restrained patients were 

significantly higher than those not restrained. Also, 

greater morbidity was found in the restrained group. 

In Powell, Mitchell-Pedersen, Fingerote, and 

Edmund's (1989) retrospective study of 160 beds of the 

Department of Geriatric Medicine at an 850-bed general 

teaching hospital, physical restraints were almost 

eliminated without an increase in serious falls, although 

the number of falls themselves did increase. Blakeslee 

(1988) concurred that their records showed no increase in 

falls with injuries than facilities with restraints. Hegland 

(1991) referred to an unpublished report by Kapp, Director 

of the Office of Geriatric Medicine and Gerontology at 

Wright State University School of Medicine, on nursing home 

restraints and legal liability. Kapp also concluded that 

there was no difference in serious falls with residents of 

similar characteristics between those restrained and those 

not restrained. 

Brower (1991) describes the importance of support to 

staff by the administration thereby removing guilt feelings 
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after a resident falls and does sustain a fractured hip or 

other serious injury, following a facility's change to no 

restraint use. This support is important because the 

literature infers that although the rate of serious injury 

does not increase, serious injuries still occur, and if 

the facility has changed to a no restraint policy, it would 

be easy to blame the serious injury on the policy. 

One of the reasons given to use restraints was that 

if the resident fell and was injured, the nurse would be 

sued. Press (1991) contends that it has never been proven 

that restraints can prevent injuries. May (1989) charged 

that restraint use would be a legal factor if a resident 

was injured during the use of restraints. Similarly, Evans 

(1989) explained that most lawsuits involving death are from 

restraints being used rather than not used, according to 

legal experts. Johnson (1990) also concurs, when she refers 

to the low frequency of claims against long-term care 

facilities. 

The above cited literature does not show a link 

between no restraint use and increased numbers of serious 

injuries. Serious and fatal injuries involving the use of 

physical restraints are discussed. 
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Incident Reports 

When something unexpected occurs in the care of a 

patient, most facilities use an incident form to record the 

details of the event for risk management. Most state 

licensing agencies require facilities to track incidents 

with these reports (Sullivan, 1988). Risk management 

committees then review the reports, in an attempt to 

identify and correct recurring problems (Sullivan, 1988). 

The physician is informed of an incident involving a 

patient. If treatment is needed the physician then orders it 

(Peterkin, 1990). The nurse reporting the incident is 

responsible to assess the patient, and record the facts 

surrounding the incident, using descriptive terms but not 

conjecture (Sullivan, 1988). Objective charting is very 

important, and immediate documentation assures accuracy 

of the details (Peters, 1991). 

Follow-up care should only be recorded on the 

patient's chart, since it is part of the medical record 

(Sullivan, 1988). Tideiksaar (1989) does not agree with 

Sullivan. He states that interventions done to prevent a 

recurrence of the problem should be documented on the 

incident report for easier identification of epidemiological 

information. 

The incident report is the property of the facility, 

but if a lawsuit is brought against the facility, the report 
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may be requested by the plaintiff's attorney for review 

during pretrial discovery. Therefore, it is imperative 

that the facts written in the incident report are congruent 

with those found in the medical chart. Risk managers using 

the incident reports for statistical purposes must identify 

any corrections made on the reports, so allegations that the 

changes were made to cover up something are less likely to 

be made (George & Quattrone, 1989). 

A common problem with the reporting of incidents, is 

the lack of uniformity in the reporting of falls 

(Tideiksarr, 1989). Some facilities only report falls 

involving serious injuries. Most fall studies are 

retrospective, and determining the cause of injuries depends 

on quality documentation by the health professional 

completing the incident form (Tideiksarr, 1989). 

Incident reports can be helpful tools in the area of 

risk management, but, as the related liturature states, 

precise documentation is important. There are many 

different types of incident forms used in fall studies 

(Sullivan, 1988). 

Summary 

In this chapter, the conceptual orientation of 

restraints and reported incidents and the related review 

of the literature on restraint use, no restraints, falls, 
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serious injuries, and incident reports were described. 

Contradictions were identified in some areas of the 

literature. Side effects of physical restraints are well 

documented, but restraint use continues to be widespread and 

acceptable in most U.S. nursing homes. Successful 

alternatives to physical restraints have been implemented. 

Falls continue to be a significant factor in the elderly. 

Serious injuries from falls did not increased when 

restraints were removed, yet restraint use continues. Some 

studies focused on the incidence of falls, and methods to 

decrease them. Other studies proposed that the elderly have 

the right to risk a fall if they choose to be free of 

physical restraints. Incident reports that record falls 

and injuries may or may not indicate corrective actions 

taken to prevent a recurrence of the problem. 

The purpose of this study was to describe the 

reported incidents of falls and serious injuries from falls 

before, during transition and after the facility became 

restraint-free. This study is on restraint use in a nursing 

home going through transition to become restraint-free. 

Therefore, this retrospective study of falls and serious 

injuries of residents in a long-term care facility before, 

during transition and after it became restraint-free was 

needed. 
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CHAPTER 3 

METHODOLOGY 

The study design, setting, protection of human 

subjects, instrument, method of data collection, and data 

analysis plan are presented in this chapter. 

Design 

The exploratory descriptive study used a 

retrospective record review. Data were collected from 

monthly and quarterly summary resident incident reports 

before, during transition, and after the facility became 

restraint-free. The variables studied were total number of 

reported incidents, numbers of falls, types of falls, and 

numbers of serious injuries from falls. Data collection 

involved retrospective review of summaries of reported 

incidents occurring between August, 1989, and April, 1991. 

Setting and Sample 

The setting was a 60-bed skilled nursing home 

facility with an average monthly census of 58, in a rural 

town in northwestern United States. Data were collected 

from the summary monthly and quarterly resident incident 
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reports before, during transition and after the facility 

became restraint-free. 

All of the reported incidents for each the months 

described below were the sample for this study. The monthly 

and quarterly reports on resident incidents from August 1, 

1989 through April 30, 1991, were reviewed. These twenty-one 

months were divided into three 7-month periods as follows: 

August 1989-February 1990: before restraint-free 

March 1990-September 1990: during transition 

October 1990-April 1991: after restraint-free 

Protection of Human Subjects 

This retrospective study posed no risk to residents. 

Since neither individual medical records nor individual 

incident reports were reviewed, anonymity and 

confidentiality of the nursing home residents were 

maintained. Individual residents were not identified on the 

data collection instrument form. The monthly and quarterly 

incident report copies used in this study will be destroyed 

five years after completion of this study. 

Permission to conduct the study was obtained from 

the Ethical Review Subcommittee of the College of Nursing, 

and the Human Subjects Committee of the University of 

Arizona (Appendix A), after obtaining written permission 

from the facility's administrator. 
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Instrument 

A data collection instrument form (Appendix B) was 

devised by the investigator to record the month, and in that 

month, the total number of reported incidents, the number of 

falls, including the types of falls, and the number of 

serious injuries resulting from a fall. 

Method of Data Collection 

The method of data collection was retrospective, 

using data made available by the Administrator. The data 

were collected from copies of the monthly and quarterly 

incident reports of the months during the period from August 

1, 1989 to February 28, 1990, as the period when restraints 

were an option to use as a nursing intervention with a 

physician order; March 1, 1990 to September 30, 1990, as the 

transition period when residents were released from 

restraints; and the period from October 1, 1990 to April 30, 

1991, as the period when restraints were not used. To ensure 

completeness of the data and check its reliability, 

information from each monthly and/or quarterly incident 

report was recorded on that month's data collection 

instrument form (Appendix B). 
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Data Analysis Plan 

Descriptive statistics were used to describe 

reported incidents and falls in the nursing home during the 

three data collection time periods. To further answer the 

research questions of differences in incidents and falls 

in the three time periods, a paired t-test (at p _< 0.05 

level of significance) was used. Since the review of the 

literature indicated that increases in incidents and falls 

might be expected (Mitchell-Pedersen, et al., 1989), the 

data analysis used a one-tailed t-test in the direction of 

the increase. Chi square was used to examine whether the 

types of falls were significantly associated with any of 

the three time periods, A paired z-test was used to 

determine whether there were statistically significant 

increases in the proportion of serious injuries to falls 

during or after the facility became restraint-free. Actions 

given to correct falls were described. 

Summary 

This chapter includes the design, setting and 

sample, protection of human subjects, instrument, method of 

data collection, and data analysis plan. A descriptive 

study was used to identify the frequencies of incidents and 

falls during three time periods: before, during transition 

and after a facility became restraint-free. Data collection 
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was done retrospectively from monthly and quarterly incident 

reports on file at the facility, for the periods from August 

1, 1 989, to April 30, 1991 . Paired t-tests were used to 

examine whether there were differences in incidents or falls 

before, during transition and after the facility became 

restraint-free. Chi square was used to examine whether the 

types of falls were associated with the three time periods. 

A paired z-test was used to examine whether the proportion 

of serious injuries to falls increased during or after the 

facility became restraint-free. For statistical analysis, a 

preselected level of p £ 0.05 was used to determine 

significance. 
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RESULTS OF DATA ANALYSIS 

The results of the data analysis are presented in 

this chapter. An exploratory descriptive, design was used 

to retrospectively describe the reported incidents of falls 

with serious injuries before, during transition and after a 

facility became restraint-free. The study examined the 

differences among incidents, falls, types of falls, and 

falls with serious injuries in the three time periods 

before, during transition and after the nursing home became 

restraint-free. The difference in incidents before the 

nursing home became restraint-free to during transition and 

after it became restraint-free was measured. Restraints 

were mentioned in resident incident report summaries 15 

times in the time period before the facility became 

restraint-free, and 6 times during the transition time 

period. Also, the difference in falls before the nursing 

home became restraint-free to during transition and after it 

became restraint-free was measured. Paired t-tests were 

used to measure these differences before to during 

transition, and before to after the facility became 

restraint-free. Each time period had 7 months as the "n" and 

two periods were used for each paired test. The degrees 
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of freedom (df) were calculated as n - 1, or 6 for each time 

period, or 12 for each paired test. Chi-square was used to 

measure the differences in types of falls among the three 

time periods. The number of rows "R" was 2, and the number 

of columns "C" was 3. Degrees of freedom were calculated at 

(R - 1 ) (C - 1), therefore, the degrees of freedom were 2. A 

paired z-test was used to measure the difference in 

proportion of falls with serious injuries before the nursing 

home became restraint-free to during transition and after it 

became restraint-free. The actions suggested to correct 

falls that were listed on the incident report after a 

reported fall, were described. 

Characteristics of the Sample 

The type of reports reviewed were monthly and 

quarterly summary reports of incidents. The types of 

incidents on the incident summary reports were falls from 

wheelchair, chair or bed; falls from a standing position; 

falls with crutches or walker; abrasion, laceration or 

hematoma; interaction with another resident; wandering from 

facility; and other. These incidents were reported by any 

staff person, resident, or visitor, and documented by a 

licensed nurse. This facility staffed 3 nurses on the day 

shift, one nurse on the afternoon shift, and one nurse on 
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the night shift. The number of residents identified in the 

incidents used in this study was 83. 

The twenty-one months were equally divided into 

three time period groups of 7 months each. These three time 

periods were the 7 months during which the nursing home made 

the transition to become restraint-free, the 7 months 

immediately before, and the 7 months immediately after the 

facility became restraint-free. 

Results Related to Research Questions 

The results of the data analysis for each of the 

research questions are reported in this section. 

Question 1 : What are the frequencies of the 

facility's monthly resident reported incidents, falls and 

serious injuries in each of the three 7-month time periods: 

before, during transition and after the facility became 

restraint-free? 

The frequency distribution of incidents and falls is 

presented in Table 1 . The three 7-month time periods are 

listed as before, during transtion and after the facility 

became restraint-free. The number of falls increased from 

112 before, to 184 during transition and 176 after. The 

number of falls also increased from 58 before, to 89 during 

transition and 93 after. The frequencies in types of these 

falls are also presented by time periods. The number of 
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Table 1. Frequency Distribution of Incidents, Falls 
and Serious Injuries by the Three Time 
Periods. 

Characteristics Time Periods 

BEFORE DURING AFTER 

restraint-free 

Number of incidents 112 184 176 

Number of falls 58 89 93 

Falls from w/c, chair or bed 21 46 40 

Falls from standing 37 41 47 

Falls with crutches or walker 0 2 6 

Number of serious injuries 3 2 4 
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falls with serious injuries remained quite stable, with 3 

before, 2 during transition and 4 after the facility became 

restraint-free. 

Question 2: Was there a difference in incidents 

before, during transition or after the facility became 

restraint-free? The related literature review indicated an 

increase in incidents, therefore, a one-tailed t-test was 

used (Mitchell-Pedersen, et al., 1989). 

Means and standard deviations (SD) for incidents 

in the three time periods are presented in Table 2. The 

mean number of incidents was 16.0 before (SD = 5.8), 26.3 

during (SD = 5.4), and 25.1 after (SD = 6.7). The t-value 

of the difference between incidents before and incidents 

during the time the facility went restraint-free 

was -3.4 (p < 0.005), which was statistically significant. 

The t-value of the difference between incidents before and 

incidents after the facility went restraint-free was -2.8 (p 

0.0075), which was statistically significant. This 

indicated that there was a significant increase in incidents 

between the period before and the periods during 

transition and after the facility became restraint-free. 

Question 3: Was there a difference in falls before, 

during transition or after the facility became 

restraint-free? The related literature reviewed indicated 



Table 2. t-Test Values of Incidents Before to 
Incidents During and After the Facility 
became Restraint-free. 

Incidents in time 
periods 

Mean SD t-Value 

Before 

During 

1 6 . 0  

26.3 

5.8 

5.4 
-3.4* 

Before 

After 

1 6 . 0  

25.1 

5.8 

6.7 
- 2 . 8 * *  

df = 12, * p < 0.005, ** p 0.0075, 
rejection value of t < -1.782. 

Table 3. t-Test Values for Falls Before to Falls 
During and After the Facility became 
Restraint-free. 

Falls in time Mean SD t-Value 
periods 

Before 8.3 6.6 

During 12.7 14.9 

Before 8.3 6.6 

After 13.3 9.2 

-2.6* 

-3.3** 

df = 12, * p 0.01, ** p < 0.005, 
reiection value of t < -1.782. 
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an increase in falls, therefore, a one-tailed t-test was 

used (Mitchell-Pedersen, et al., 1989). 

Means and standard deviations for falls in the three 

time periods are presented in Table 3. The mean number of 

falls was 8.3 before (SD = 6.6), 12.7 during (SD = 14.9) 

and 13.3. after (SD = 9.2). The t-value of the difference 

between falls before and falls during the time the facility 

became restraint-free was -2.6 (p 0.01), which was 

statistically significant. The t-value of the difference 

between falls before and falls after the time the facility 

became restraint-free was -3.3 (p < 0.005), which was 

statistically significant. This indicated that there was a 

statistically significant increase in falls between the 

period before and after the facility became restraint-free. 

Question 4: Were there differences among time 

periods in the types of falls in the incidents studied? 

The frequencies for types of falls among the three 

time periods was presented in Table 1 . Analysis indicated 

that the number of falls with crutches or a walker could not 

be used as separate data because the expected value of the 

cells during chi-square calculation was 5, and the actual 

values were 1.9, 3.0, and 3.1. Therefore, the last two 

categories of types of falls—falls from standing, and falls 

using crutches or walker, were collapsed into one category 

of falls. The chi-square values are presented in Table 4. 



Table 4. Chi-square Values for Falls from 
Wheelchair, Chair or Bed, and Falls from 
Standing, Using Crutches, or Walker, 
Before, During, and After the Facility 
became Restraint-free. 

2 2 2 2 X X X X 
Types of Falls Before During After Total 

w/c, chair, bed 0.9 1.0 0.1 

standing, crutches, 
walker 0.7 0.8 0.0 

df = 2, p « 0.3, _ 
rejection value of X > 5.99. 

Table 5. z-Test Values for Proportion of Falls 
with Serious Injuries Before to 
Proportion During and After the Facility 
became Restraint-free. 

Serious Injuries Proportion z-Value 
in time periods 

Before 0.052 
1.0 0.1587 

During 0.022 

Before 0.052 
0.257 0.3974 

After 0.043 

rejection value of z > 1.96. 
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Chi-sguare for the types of falls from a wheelchair (w/c), 

chair, or bed was 0.9 before, 1.0 during, and 0.1 after the 

facility went restraint-free. Chi-square for the types of 

falls while standing, or using crutches or a walker was 0.7 

before, 0.8 during, and 0.0 after. The total chi-square was 

3.5 (df = 2, p 0.3), which was not statistically 

significant. This indicated that there was no significant 

difference in types of falls in the stated time periods. 

Question 5: Was there a difference in the 

proportion of falls with serious injuries before, during 

transition or after the facility became restraint-free? 

The difference in the proportion of falls with 

serious injuries between the time period before and the time 

period during or after the facility became restraint-free 

is presented in Table 5. The proportion of serious injuries 

was 0.052 before, 0.022 during, and 0.043 after the facility 

went restraint-free. The z-value of the difference between 

the proportion of falls with serious injuries before and 

the proportion with serious injuries during the time the 

facility became restraint-free was 1.0 (p = 0.1587). The 

z-value of the difference between the proportion of falls 

with serious injuries before and the proportion with serious 

injuries after the facility became restraint-free was 0.257 

(p = 0.3974). Neither z-value was significant, indicating 

that there was no difference in proportion of falls with 
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serious injuries between the period before and after the 

facility became restraint-free. 

Question 6: What were the characteristics of the 

action plan for falls when restraints were no longer used? 

Examples of alternatives listed under the "action to 

correct" column of the monthly incident summaries after a 

fall, are listed in Table 6. Instead of trying a different 

type of restraint, as was listed in monthly incident report 

summaries before the transition, alternatives, such as a 

wedge cushion in a wheelchair, a tap bell next to a resident 

while sitting in a chair, or toileting a resident every two 

hours were suggested. 

Summary 

The characteristics of the population were described 

and the results of the data analysis related to the research 

questions were presented in this chapter. The frequency 

distribution of the totals of the monthly incidents, falls, 

types of falls, and falls with serious injuries was 

provided. The directional paired t-tests for incidents and 

falls were statistically significant for the time periods 

before to during transition, and before to after the 

facility became restraint-free. There were no statistically 

significant findings among the time periods and the types of 

falls, according to the chi-square test. The z-tests for 
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Table 6. Description of "Action to Correct" During the 
Transition and After the Facility became 
Restraint-free, After a Fall was Noted on an 
Incident Report. 

1. Obtain tap bell and instruct to use when in chair 
2. Put to bed after meals 
3. Remind to ask for help with transfers 
4. Encourage to use cane or ask for help when unsteady 
5. Toilet every two hours 
6. Use gait belt when assisting with ambulation 
7. Remind to ask for staff assistance 
8. Put to bed earlier 
9. Do not leave in unsupervised areas 
10. Instruct resident to use wheelchair to get around 

while in room 
11. Assist with ambulation until resident is oriented to 

facility 
12. Clean up spills immediately 
13. Assist resident with activities of daily living 
14. Ambulate with assistance more for exercise 
15. Organize room to reduce safety hazards 
16. Remind resident to use call bell 
17. Instruct resident to feel chair on back of legs before 

sitting down 
18. Caution other residents not to help resident 
19. Exercise program to increase strength 
20. Alert staff to supervise more closely 
21. Use saddle horn wheelchair seat 
22. Use wedge in wheelchair seat 
23. Keep call light and personal items within reach 
24. Empty urinal after each use and place within reach 
25. Place commode at bedside 
26. Instruct resident to get up slowly 
27. Evaluate for walker 
28. Orient new staff to resident's routine 
29. Transfer with 2 staff persons only 
30. Position walker close to resident's chair 
31. Lock wheels of bed 
32. Coil oxygen tubing, do not leave all over floor 
33. Teach resident to use grab bars in shower 
34. Encourage naps for rest periods 
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proportion of falls with serious injuries before to during 

transition, and before to after the facility became 

restraint-free were not statistically significant. The 

alternatives to restraints listed under the "action to 

correct" column of the summary report, after a fall was 

identified, were described. 
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CHAPTER 5 

DISCUSSION OF RESULTS 

A discussion of the findings, limitations of the 

study, implications for nursing, and recommendations for 

future research are presented in this chapter. This study 

examined the differences in incidents and falls before, 

during transition and after a nursing home facility became 

restraint-free. Categories of the variables studied include 

incidents, falls, types of falls from wheelchair, chair or 

bed, standing, and using crutches or a walker, and falls 

with serious injuries. A descriptive design was used to 

describe the differences. Paired t-tests were used to 

examine differences in incidents and falls between the time 

period before and the time periods during transition and 

after the facility became restraint-free. Chi-sguare was 

used to examine the differences among time periods in the 

types of falls in the incidents studied. Paired z-tests 

were used to examine differences in the proportions of falls 

with serious injuries between the time period before and the 

time periods during transition or after the facility became 

restraint-free. 
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Discussion of Findings 

There were 58 reported falls in the time period 

before the facility went into transition to become 

restraint-free. The incident report summaries mentioned 

restraints fifteen times in the "action to correct" column 

during this time period. Therefore, residents were falling 

even though restraints were being utilized. This finding 

was also observed in the related literature reviewed; 

Werner, et al.'s (1989) study of nursing home residents who 

fell whether restrained or not, and Janelli's (1989) survey 

that reported that 42% of the residents who fell were 

restrained. 

There were 89 reported falls during the transition 

period to become restraint-free, and 93 reported falls after 

the facility became restraint-free. The incident report 

summaries mentioned restraints 6 times in the "action to 

correct" column during the transition time period, and no 

restraints were mentioned in the time period after the 

facility became restraint-free. This increase in falls, 

which was statistically significant, was consistent with the 

related literature reviewed. Mitchell-Pedersen et al.'s 

(1989) study over a seven year period, indicated that 

restraint use decreased from 52 per 1,000 patient days 

to 0.3 per 1,000 patient days, but falls increased from 348 

to as high as 625 in one of the following six years. 
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Serious injuries from falls during the three time 

periods did not increase significantly, with 3 before, 2 

during the transition, and 4 after the facility became 

restraint-free. This is also consistent with 

Mitchell-Pedersen et al.'s (1989) findings, which described 

serious injuries stable at 0.17 per 1,000 patient days the 

first year of the study and 0.20 per 1 ,000 patient days the 

last year reported. 

This finding of no significant difference in serious 

injuries during the transition and after the facility became 

restraint-free is important. Mitchell-Pedersen et al.'s 

study was done in Canada. No research study has been 

reported in the last five years in the United States that 

cited statistically significant findings regarding restraint 

use, falls, and serious injuries. The most common reason to 

restrain a resident was given as "safety" in Scherer et 

al.'s (1991) study, yet the current study did not report an 

increase in serious injuries. Therefore, this reason for 

restraint use has been questioned by the findings of the 

present study. 

The list of actions to correct falls was consistent 

but more detailed than Coberg et al.'s (1991) findings. 

Many of the actions listed in this study in Table 6 are 

nursing care interventions that would decrease a resident's 

risk for a fall. Alternatives like these need to be 
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implemented, assessed for their effectiveness, and 

disseminated to nurses working in long term care. If 

England and other European countries can care for their 

chronically ill elderly without the need for restraints 

(Williams, 1989), the United States should be able to 

implement restraint-free environments. 

Limitations of the Study 

There were several limitations of this study. First, 

the investigator's reliability and validity of the data were 

dependent on the nursing home's accuracy on recording the 

data in a consistent manner. The facility had the same 

Director of Nursing during the twenty-one month time period, 

who was responsible for completing the monthly and quarterly 

incident summaries. This assisted in increasing the 

intrarater reliability for the data collected. 

The facility was going through a transition of 

change to become restraint-free, and the staff, including 

the Director, were committed to a successful transition. 

Therefore, the second limitation of this study is the 

possibility of a Hawthorne effect on the data recorded. 

The third limitation of this study is the limited 

time period of twenty-one months. This evenly distributed 

the three time periods to 7 months each. However, the 
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limited data within each time period precluded use of 

advanced statistical analysis. 

A fourth limitation of this study was the omission 

of precise data in the nursing home records. The 

investigator made the decision as to whether an injury was 

serious or not. This was not done in the recorded data 

which noted numbers of residents needing emergency room 

treatment. To increase validity of these data, the opinion 

of a family nurse practitioner was sought when the 

seriousness of an injury was questionable. 

A fifth limitation of this study was the omission of 

the monthly summary report on one of the months after the 

facility became restraint-free. Data for this month were 

collected only from the quarterly incident report. 

A sixth limitation was that the accuracy of the data 

from the individual incident reports used in compiling the 

monthly incident summary reports, reviewed for this study, 

could not be assured. Tideiksaar (1989) discussed this 

limitation, especially if the fall was unobserved, and the 

elderly resident was the one reporting the fall. 

Implications for Nursing 

Restraint use continues in nursing homes across the 

United States at an alarming rate (Blakeslee et al., 1991). 

Nurses usually initiate the decision to restrain the patient 
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(Macpherson et al., 1990). Nurses, therefore, need to 

initiate the release of restraints. Alternatives to 

restraints offer opportunities for creativity in nursing. 

The elderly in the United States deserve the opportunity 

of alternatives to restraints that their European 

counterparts receive. Gerontological nursing care will 

achieve a higher level regarding human dignity when 

physical restraints are only a dim memory. 

Although the literature and the results of this 

study showed no increase in injuries after physical 

restraints are removed, this knowledge is not being 

disseminated to the staff nurses working in long-term care. 

A lack of knowledge of restraints by staff nurses was 

identified on a questionnaire by Houston and Lach (1990). 

Only recently has the American student nurse had a clinical 

practicum in a nursing home, much less a course devoted to 

the myriad of changes that occur with aging, which are 

needed to improve quality nursing care to the growing 

elderly population (NLN, 1988). Staff development 

coordinators teaching in long-term care must also 

disseminate this knowledge of safe release in restraints, to 

gain the support of the nursing staff for a successful 

transition to restraint-free care. 
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The following are recommendations for future 

research regarding the subject of this study: 

1 . Conduct this study using a larger population 

in multiple long term care facilities. 

2. Conduct this study concurrently using an 

incident form that elicits more comprehensive data on falls 

and serious injuries. 

3. Study the impact on a facility after it becomes 

restraint-free in relation to decubitus frequency. 

4. Investigate whether the amount of chemical 

restraints, such as anti-psychotics and hypnotics, used in a 

facility, is related to the frequency of falls with serious 

injuries. 

Summary 

The discussion of the study results, study 

limitations, implications for nursing, and recommendations 

for further research were presented in this chapter. The 

findings in this study regarding the increase in falls but 

not in serious injuries when the facility became 

restraint-free, were congruent with the literature. 

Six limitations of the study were identified. The 

implications for nursing emphasized the availability of 

alternative nursing interventions and the need for increased 
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knowledge of gerontology within the schools of nursing and 

the nurses already working in long-term care settings. 

Significant findings of this study were that 

incidents and falls increased, but serious injuries did not 

increase when the nursing home became restraint-free. The 

implications for gerontological nursing based on these 

findings are far reaching. No longer do nurses in long-term 

care facilities need to compromise their elderly residents' 

dignity by tying them down with physical restraints. Nurses 

can feel confident in implementing alternatives to 

restraints. 

The atmosphere of this restraint-free nursing home 

is a joy to experience. Instead of residents tied down to 

chairs and beds, one observes the cheerfulness of elderly 

residents sitting, walking about, and socially interacting 

with one another, secure in the knowledge that they will 

never be imprisoned in any way with physical devices that 

restrain their freedom of movement. The results of 

this study add a confirmation that nursing homes in the 

United States can safely become restraint-free. 
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APPENDIX B 

FALLS AND SERIOUS INJURIES BEFORE, DURING AND AFTER 

A NURSING HOME BECAME RESTRAINT-FREE 

DATA COLLECTION INSTRUMENT 

Month Year 

Number of incidents 

Number of falls 

Falls from wheelchair, chair or bed 

Falls from standing position 

Falls with crutches or walker 

Number of serious injuries 



6 5  

REFERENCES 

Blakeslee, J. (1988). Untie the elderly. American Journal 
of Nursing, 88^(6), 833-834. 

Blakeslee, J. A., Goldman, B. D., Papougenis, D., & Torell, 
C. A. (1991). Making the transition to restraint 
free care. Journal of Gerontological Nursing, 
V7(2), 4-8. 

Bock, K. & Schilder, E. (1988). Physical restraints. 
The Canadian Nurse, _8_7 ( 7 ) , 34-37. 

Brower, H. T. (1991). The alternatives to restraints. 
Journal of Gerontological Nursing, 17(2), 18-22. 

Coberg, A., Lynch, D. & Mavretish, B. (1991). Harnessing 
ideas to release restraints. Geriatric Nursing, 
12(3), 133-134. 

Conely, L. G., & Campbell, L. A. (1991). The use of 
restraints in caring for the elderly: Realities, 
consequences and alternatives. Nurse Practitioner, 
1_6(12), 48-52. 

Cutchins, C. H. (1991). Blueprint for restraint-free 
care. American Journal of Nursing, 91(7 ), 
36-44. 

English, R. A. (1989). Implementing a non-restraint 
philosophy. Canadian Nurse, j^5(3), 18-20, 22. 

Easterling, M. L. (1990). Which of your patients is 
headed for a fall. RN, 53^(1 ), 56-59. 

Eliopoulos, C. (1989). Caring for the nursing home 
patient. Rockville: Aspen. 

Evans, L. (1989, Nov/Dec). Law, research can end 
restraint use in nursing homes, say panelists. 
Quality Care Advocate, 6. 

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. K., & Strumpf, N. E. (1990). Myths about 
elder restraint. IMAGE: Journal of Nursing 
Scholarship, 22(2), 124-128. 

Evans, L. K., & Strumpf, N. E. (1991). Myths 
& facts about restraints for the elderly. 
Nursing91 , 2JU 1 ), 24. 

Folmar, S. & Wilson, H. (1989). Social Behavior and 
Physical restraints. The Gerontologist, 29(5), 
650-653. 

George, J. E., & Quattrone, M. S. (1989). Law and the 
emergency nurse, the case of the altered incident 
report. Journal of Emergency Nursing, 15(6), 
508-509. 

Harry, A. & Kopetsky, D. (1991, September/October). 
Unrestrained pride: Development of a protocol for 
a restraint free environment. Canadian Journal 
of Nursing Administration, 4J 3), 12-16. 

Hegland, A. (1991, April). Restraint removal: Old habits 
die hard. Contemporary Long Term Care, 35-36, 
70-71, 87. 

Hernandez, M. & Miller, J. (1986). How to reduce falls. 
Geriatric Nursing, 1_(2), 97-1 02. 

Houston, K. A. & Lach, H. W. (1990). Restraints: 
How do you score. Geriatric Nursing, 11(5), 
231-232. 

Huey, F.L. (1990). Price of no restraints. Geriatric 
Nursing, Y2{2), 57. 

Janelli, L. M. (1989). Physical restraints: 
How little we know. Nursing Homes, _38(1/2), 10-12 

Jech, A. O. (1992). Preventing falls in the elderly. 
Geriatric Nursing, J_3( 1 ), 43-44. 

Johnson, S. H. (1990). The fear of liability and the 
use of restraints in nursing homes. Law, 
Medicine & Health Care, J_8^( 3), 263-273. 

Johnson, S. H. (1991). Nursing home restraints: 
The legal issues. Health Prc-sreaa, 72.(7), 18-19, 
23. 



6 7  

Kanski, G. W., Neary, M. A., Scherer, Y. K., Janelli, L. 
M. , & Morth, N. E. (1990). Current 
practice in the use of restraints. Nursinq 
Homes, 39(3/4), 25-27. 

Lewis, J. (1990). The Exchange Report: Nursing 
home restraints. Trial, 26, 74-77. 

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

Masters, R. & Marks, S. F. (1990). The use of restraints. 
Rehabilitation Nursing, J_5(1 ), 22-25. 

May, K. (1989). Restraints and the law. Nursing 
Homes, 38(1/2), 8-9. 

McHutchion, E., & Morse, J. M. (1989). Releasing 
restraints: A nursing dilemma. Journal of 
Gerontological Nursinq, J_5(2), 16-21. 

Meer, J. A. (1990). Benefits and burdens of tube feeding 
and physical restraints. Archives of Internal 
Medicine, 150, 694. 

Mion, L. C., Frengley, J. D., Jakovcic, C. A., & Marino, 
J. A. (1989). A further exploration of the use 
of physical restraints in hospital patients. 
Journal of the American Geriatrics Society, 37(10), 
949-956. 

Mitchell-Pedersen, L., Fingerote, E., Powell, C., & Edmund, 
L. (1989). Avoiding restraints. 
Nursing 89, 1_9(9), 66-71. 

Moss, R. J., & La Puma, J. (1991). The ethics 
of mechanical restraints. Hastings Center 
Report, 2J_(1 ), 22-25. 

Peterkin, A. (1990). Guidelines covering disclosure of 
errors now in place at Montreal hospital. 
Journal of the Canadian Medical Association, 142(9), 
984-985. 



6 8  

Peters, G. (1991). Details are not incidental. Geriatric 
Nursing, _1J!(2), 90, 93. 

Powell, C., Mitchell-Pedersen, L., Fingerote, E., & Edmund, 
L. (1989). Freedom from restraint: 
Consequences of reducing physical restraints in 
the management of the elderly. Journal of the 
Canadian Medical Association, 1 41(6 ), 561 -564. 

Press, M. M. (1991). Restraints: Protection 
or abuse. The Canadian Nurse, 82(11), 29-30. 

Rader, J. (1991). Modifying the environment to decrease 
use of restraints. Journal of Gerontological 
Nursing, 1_7(2), 9-13. 

Rader, J. & Donius, M. (1991). Leveling off restraints. 
Geriatric Nursing, J_2 ( 2 ), 71-73. 

Ramprogus, V. & Gibson, J. (1991). Assessing restraints. 
Nursing Times, 82(26), 45-47. 

Scherer, Y. K., Janelli, L. M., Danski, G. W., Neary, M. 
A., & Morth, N. E. (1991). The nursing dilemma 
of restraints. Journal of Gerontological Nursing, 
12(2), 14-17. 

Schuster, C. S. & Ashburn, S. S. (1992). The process 
of human development (3rd ed.). Philadelphia: 
Lippincott. 

Schwartz, D. (1990). The use of physical 
restraints for the elderly. Imprint, 32(4), 54, 
56. 

Silver, M. (1987). Using restraint. American 
Journal of Nursing, 82(11), 1414-1415. 

Small, N. R. & Walsh, M. B. (1988). Teaching nursing 
homes. Owings Mills: National Health Publishing. 

Stilwell, E. M. (1988). Use of physical restraints on 
older adults. Journal of Gerontological Nursing, 
14.(6), 42-43. 

Stilwell, E. M. (1991). Nurses' use of restraints. 
Journal of Gerontological Nursing, V7(2), 3. 

Strategies for Long-Term Care. (1988). New York: 
National League for Nursing. 



6 9  

Strome, T. M. (1988). Restraining the elderly. Journal 
of Psychosocial Nursing, 2jj(9), 18-21. 

Strumpf, N. E., Evans, L. K. & Schwartz, D. (1990). 
Restraint-free care: From dream to reality. 
Geriatric Nursing, J_1_(3), 122-1 24. 

Sullivan, G. H. (1988). The right way to fill out an 
incident report. RN, 5J_(12), 53-55. 

Suprock, L. A. (1990). Changing the rules. 
Geriatric Nursing, 1_1_( 6), 288-290. 

Tideiksarr, R. (1989). Falling in old age: Its 
prevention and treatment. New York: 
Springer. 

Untying the elderly. (1989, November 30). St. Petersburg 
Times, 26A. 

Vaughn, S. & Sorrentino, S. A. (1992). OBRA Nurse Aide 
Skills Manual. St. Louis: Mosby. 

Werner, P., Cohen-Mansfield, J., Braun, J., & Marx, M. 
S. (1989). Physical restraints and agitation 
in nursing home residents. Journal of the 
American Geriatrics Society, 31_C\ 2), 1 122-1 126. 

Wiest, M. (1990). The dilemma of using physical 
restraints. Rehabilitation Nursing, _1_5(5), 267-

2 6 8 .  

Williams, C. C. (1989). Liberation: Alternative to 
physical restraints. The Gerontologist, 29(5), 
585-586. 

Young, K. F. & Vucic, P. A. (1990). Turning a dream into 
reality. Nursing Homes, _3_9 ( 3 / 4 ), 29-32. 


