Prevention, Interventions and Postvention: Restraints and Seclusion Test

Name _________________________________   Date _______________

1. A chemical restraint meets all of the following:

a) It restricts the patient’s freedom of movement.

b) Impairs the patient’s ability to appropriately interact with their surroundings.

c) Is not a standard treatment or dosage for the patient’s condition.

d) Helps the patient manage his or her behavior.

2. The new CMS definition of a behavioral health restraint is _______________________,

_________________________ behavior.

3. Which of the following staff behaviors can trigger patient behaviors that may require restraints.

a) preoccupied, inattentive or hurried attitude

b) rules being too rigid and not individualized for relationship based care

c) becoming so involved with routines the patient’s needs become secondary

d) not being in touch with your own triggers or preconceptions related to patients and their care

e) all of the above

4. Restraints/seclusion may only be imposed to ensure the immediate physical safety of the patients, staff or others.

a) True

b) False

5. Least restrictive interventions to address the needs of a patient’s escalating behavior include

a) 1:1 personal intervention.

b) approach the patient in a calm, unhurried manner.

c) telling the patient he’s going to be put in restraints if he doesn’t behave.

d) offering prn medication for anxiety/agitation.

e) a, b, and d.

6. Escalating signs of behavior that should be addressed early on include

a) pacing and hand wringing.

b) loud, rapid and pressured speech.

c) verbal threats of leaving the unit.

d) perspiring heavily and rapid breathing.

e) all the above.

7. Staff should investigate any underlying psychological causes that may be triggering the threatening behavior of a patient after a patient has been restrained or placed in seclusion.

a) True

b) False

8. A physical assessment must be documented on a patient before they are placed in restraint/seclusion to identify any metabolic problems that may be triggering the violent behavior.

a) True

b) False

9. The prone position (face down) can be used for restraining a patient as it does not cause positional asphyxiation.

a) True

b) False

10. Possible complications of prone restraints on patients include all of the following except one:

a) compression or restriction of movement of the ribs limiting the ability of the chest cavity to expand and breath.

b) abdominal organs may be pushed up, restricting movement of the diaphragm and limiting the available space for the lungs to expand.

c) restriction of the chest cavity due to a staff person pressing a hand or knee into the patient’s back or leaning body weight against the back or chest.

d) urinary incontinence due to the prone position.

e) increased heart rate due to insufficient oxygen causing a fatal heart arrhythmia.

11. A patient may be placed in restraints/seclusion if they

a) are destroying furniture

b) are yelling and obnoxious to staff and others

c) if they are verbally threatening harm to staff and others

d) if they are an imminent danger to self or others

e) all of the above

12. Restraint/seclusion is documented by the RN

a) every 30 minutes

b) every 15 minutes

c) 15 min after the patient is out of restraint/seclusion

d) b and c

13. The patient must be informed of the criteria necessary for them to get out of restraint/seclusion and document such on the EMR.

a) True

b) False

14. Restraints must be discontinued at the earliest possible time regardless of the length identified in the original order.

a) True

b) False

15. Risk Management must be paged and spoken with directly about a

a) death that occurs while a patient is in restraints

b) death that occurs within 24 hrs. after a patient is removed from restraints

c) death that occurs within 1 week after a restraint if it might be reasonable to assume that use of the restraint may have caused the patient’s death

d) a and b

e) a, b, and c

