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The PDF File offered by Bryan E. Bledsoe, DO, FACEP
of a SLIDE SHOW he created, entitled,

“Issues In Patient Restraint”

What follows is the slide show presented by Dr. Bryan E. Bledsoe at the annual
Clinical Conference on Prehospital Emergency Care (“ClinCon”) held in Orlando, Florida,

on JULY 10-13, 2003.

The 111 Slides were originally obtained by Ms. Charly D. Miller from the Internet
(http://Iwww.bryanbledsoe.com/Patient%20Restraint.pdf)
and saved to her computer on 7/29/2004.

As of 12/17/05, the above address no longer yielded the file.
On 12/19/05 the file was discovered at:
http://www.bryanbledsoe.com/pdf/handouts/Patient%20Restraint.pdf

On 12/19/05 the file was also discovered at:
http://www.femf.org/education/2003Clincon/Bledsoe%20Patient%20Restraint%20syllabus
_files/frame.htm

As of August 13, 2007, the above link was STILL ACTIVE.
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Dafinitions

> Defiritirl

— 2} gl<) ’I dlsturbance marked by illusions,

palilicinations, short unsystematized

delusions, cerebral excitement, physical

= "f lessness and incoherence and having a
= cemparatlvely short course. Delirium usually

-~ reflects a toxic state.
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213, {r/fec/dﬁ leiticr):

A rJeJJr m is characterized by a severe
Fllyé bance in the level of consciousness and
ba chiangel inimental status over a relatively
& chort period of time, manifested by mental

—— and physiological arousal, agitation, hostility

_“'* _  and heightened sympathetlc stimulation
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Rtellecttial function,
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Deﬂm{%

2 /')J/f\'f/JJ/J >

= AC yrwml term for any

SOl Mmel ental disorder

ojf Origar ic andjor

e otional origin

= Characterized by

= — -Elerangement of the

-~ personality and loss of

- contact with reality,
often with delusions,
halltucinations, or

illusions.
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Darinitle)]

2> Posiionf gz
BYIShhyxia that occurs from positioning) of the
pody (1.€., hyperflexion of the neck, prone

- posi -ﬂonlng) that interferes with the airway or

s function of the respiratory muscles.
Also caIIed postural asphyxia.




SLIDE 8

Darinitle)]

-

> Hesireaie S50 Y. de

SYASPhyXial occurringl during the process of

SUElIng and restraining an individual. Often
(ur es an interference with the bellows action

1e chest inhibiting gas exchange thus
-,=' -resultlng in hypoxia.
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o Wrizge | JJ- Patient restramt?”

— e u of a physical or mechanical device or
cHEMI aI to involuntarily restrain the
movement of the whole or a portion of a
—— = patient’s body for the reason of controlling
= phy5|cal activities in order to protect the

.'_“* ~ patient or others from injury.
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o \Wrian) JJ o2 lent restraint |nd|cated7

— \/\/nen -person exnibits a behavior or
ISy ; ological syndrome that is associated
*\A__ﬁ significantly increased risk of the
== "*"*= suffering death, injury, pain, or

—— == dlsablllty, or causing death injury, pain or
- disability to another person.
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EUEIIRES ) w-ough

@ Prior to the

development of the
major tranquilizers,
most patients with
delirium, dementia, or
psychosis were
restrained in various
fashions.
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Patiznt Masirel

i

SIS ghLTACKELS and
PeEEEANO0mS Were:
sommon.
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o' Mark Twain's
youngest daughter
Jean spent most of
her life
institutionalized
because of epilepsy.
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Partient Masgire] wr-oughﬂﬁ

K sychosurgery nad
some fleeting success
In managing
psychosis.




.

dllowed some people
= o finally be
deinstitutionalized.

-



—_— —— - L:

| SLIDE 16 - .--""'_"
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SRIOGEY, Some people must be restrained in
SIEERtOrprevent them; firomi harming
GiEn }f" Ves or others.

et _f_}c ient restraint is a significant decision

= that must be made by law enforcement

~ personnel, EMS personnel, medical
personnel, or a combination of these.
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PJI']\/S]C_EJ ‘Rest 2l 3

i —

Hand cuffis are among
the most freguently
used restraint system
of law enforcement.
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r)J']\/JJCcJ *r\
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pOELyIng Wasa
COrrIfIef] rrwé anism
for rasireligll; g
PELIENLS v\' ere
SPIEFMeasures
Were ineffective.

it ___.-____.-l.— -0 —

X ==

f_, ‘Numerous deaths BT, di
= =i -“have been associated ' g

- with hogtying

patients.
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e

o Hobble restraints are
sometimes added if
the handcuffs or
other measures are
ineffective.
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2 Jose El\/JS}.s Ems do
Not CEliEeEln

'ormrjlwe patlent
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SMSEINVID) " Raer V], WetlirCV, Rodrlguez RIN.

Pos]'t]o_r_} _asphyX|a In adults: a series of

glcases from the Dade and Broward

| __(j_gb i'y Elorida Medical Examiner Offices

'- 1982-1990. Am J Forensic Med Path.
= 992 :13(2):101-107
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naings:
PR tients found in position and asphyxia not due to
eIt
r\\/r‘f gel age 50.6 years.
— ] e:Female ratio=2:1. No racial or gender
= differences when compared to total ME population.

- Ifhronlc alcoholism or acute alcohol intoxication was a
-_—-—‘P _ S|g(|)1|£|28)nt risk factor (average post-mortem ethanol

— Signs of mechanical asphyxiation were found in 93%
of cases.
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[
— P

J F]nrJ]rU“*
— 45% .lctlms were found in restrictive position
PrOMLIC] ngrhyperflexion of the head and neck.

—

= deaths involved “Posey” vests and elderly patients.
= Conclusion: Positional asphyxia as a cause of death

= *éihould not be overlooked in the alcoholic who dies

._.._=-=="

i

- suddenly, has a "negative” autopsy, and variable
- levels of drugs and alcohol in the blood or urine.



T

SLIDE 24 _ "'*ﬁ
e terature,.,. -

I i ——
- TR
i
_— sa—
- o —

B  —
- - — - —m——

REAy- DI, Eligner CL, Stilwell AD, Arnold J.

PBsItionallasphyxia during law
Siiereement transport. Am J Forensic Med
g, 1992;13(2):90-97

= p—



SLIDE 25

Tre Ljtg,

—

J rmrlm})

~~~~~ p05|t|onal asphyxia occurring while
\/JCEme vere in prone position in the rear
artments of patrol cars.

o g - -—__
i — -
S i



- — [Dead after 5-7 minute ride to
ED (for night stick wounds)

— Autopsy. relatively
unremarkable

— TOX: + lithium, caffeine
— Death: Positional asphyxia




- — Felllinto floor between seats.

Jowhite man house sitting
analdinking beer
Ghtensiied and PD: called
elentsarirest (ran, fought PD,
StrUckWith night sticks?

= andcuiiied and hog tied and
Splaced prenerin patrol car

— 3iminutes later, breathing became
“gurgly”and EMS summoned.

— Autopsy showed deep right neck
muscle hemorrhage, otherwise
negative.

— TOX: ETOH=0.320, +LSD, +THC

— Death: Positional asphyxia
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4 /O J]c- -k man
? r)J\/v Iatric history (schizophrenia) and who quit taking

cine

3 te behave in bizarre fashion and PD summoned

elent arrest and scuffle (with PD blows to chest with fists)

= Hog tied and placed in floor of patrol car (officer rode in back
seat with patient)

— Beca||11e guiet during 5-7 minute transport and dead upon arrival
. — atjall

— Autopsy. relatively unremarkable.

— TOX: Negative

— Death: Positional asphyxia
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ky *
The LEgE]i eSS

1 Co JleJJJ@u’,

'-|ll-

— DJg] JHOJ# of positional asphyxia should be considered
wnen

5 Cif mstances surrounding death indicate a body position

_at,could interfere with respiration

= - Historical information indicates “difficulty breathing” or

= unusual respiratory signs such as cyanosis, gurgling, gasping,
.~ or any physical manifestations that could be interpreted as

~  respiratory distress
® No catastrophic findings at autopsy
® No fatal levels of drugs or substances are detected.
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Aoiaiionan k , Newmanr V. Restraint
rpr)m\/,mﬁ In excited delirium. Am J
rJfr'f/J ~~mea’ Path. 1993;14(4):289-295
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J rmrlm
— i cgj of sudden death of men restrained
i) r)rc e position by police officers.

— w\*v hoegtied, 1 was tied to hospital gurney,
~ and 1 was manually held prone.

, ,,4 AII were in excited delirious state (3 were
~ psychotic, 8 from drugs [6 cocaine, 1
- methamphetamine, 1 LSD])

— 2 were shocked with stun guns
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Trig Litggelel]fessts «-u!’"

> Flricligiejss

BSlidden death of peopleiin a state off agitated delirium
cltiflgle g prione restraint appears not to be, uncommon.

MEchanism of death is sudden, fatal cardiac
dys -hythmla or respiratory. arrest

""_"':"'..F? tOI’S
== ® Psychiatric or drug-induced state causes catecholamine
- ~ stress on the heart

~ e Hyperactivity coupled with struggling with PD and against
. restraints contributes to increases in oxygen demands

* lHogtied position clearly impairs breathing in situations of
high oxygen demand by impairing chest wall and
diaphragmatic movement
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. Strattor SJ, Rogers €, Green K. Sudden

7lindividuals in hobble restraints
cjti]giels aramedlc transport. Ann Emerg
///~F 995 25:710-712
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2 FllaliglejSias "

SWAGases! of unexpected death in restrained,
g@itated individuals being transported by ALS
ampbulance.

-
—

= Both patients placed in hobble restraints by
law’ enforcement.
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Trig Litggelel]fesst d”'
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991/ 0) 'iféted, combative man found rolling in the street.
Arreste_d; handcuffed with hands behind back.
REmaIned uncontrollable and placed in hobble restraints.

lewgr i prone position on stretcher and transported with
Call 1ac monitor attached.

= During transport, pulse dro (J:)ped from 135 to 60, then increased
asystole.

aﬂ"r_-

e Restraints removed, resuscitation attempted and failed.

- = Autopsy negative other than antecubital needle marks.
— TOX: + amphetamine and methamphetamine

— Death: Methamphetamine intoxication and restrained maneuvers
for bizarre behavior.

"|
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e 7 2
0 /o)) ale Whe was riding his bicycle in and out of traffic

Jr)r)erJ and arrested by police.

OUGNTE. ‘police and placed into hobble restraints after other
e_au,e ds ofi restraint failed.

1S summoned and patient placed in prone position.
== f‘_* __1t|ally combative and paramedics unable to obtain vital signs.
| *— Within' 6 minutes, patient became unresponsive.
-.F-_" "’* " — Restraints removed and resuscitation attempted and failed.
-~ — Autopsy revealed pulmonary edema and congestion, otherwise

-~ negative.
— TOX: ETOH=0.100 + cocaine, + methamphetamine
— Death: Positional asphyxia during restraint for agitated delirium
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Trig Litggelel]fesst «‘”’
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Fﬂe | jie ~t-ur-,e_&-

Ecings::

— i rwn. ‘should be placed in supine or lateral
r)m tion: rather than prone.

= dbble restraints are used, allow slack for
'"‘"‘_" entllatory movement of the chest wall.

S —
—"i-

~— Patient must be monitored closely.

— EMS crew must have capability to immediately
release the restraints and provide ALS.

-:l'
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SROEFdIa M, Wagner A, Mueliner M, et al.
rJrrJJorees consequences to hobble
re iligle . Wien Kilin Worchenschr

.7 :@9 359-361.
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2 Firicliplefss
— Stuje)Ae 6 nealthy volunteers restrained with hobble
IESHaints inf upright and prone positions.

= DU 16 hobble restraint in the prone position they
{0 INdFEVCE dropped by 40%, end-tidal CO, increased
= by 15%), and the cardiac output mcreased2 by 37%.

" == klobble restraints in the prone position leads to a
%*:'r;.,_ ~ dramatic impairment of hemodynamics and
- respiration

— Upright position and frequent control of vital
parameters are necessary to prevent possibly fatal
outcome in persons in hobble restraints
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2 GM, Neuman T, Clausen
t p05|t|on and positional
Ann Emerg Med. 1997;30:578-




SLIDE 41
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J rmerJ\ iy
— r,<r)~r1r ental cross-over trial of healthy velunteers
I)Jrjcer ﬂ “hobble” or “hogtie” restraints.

= 15t ’éalthy men (ages 18-40) underwent drug
.Eenlng and pulmonary function testing.

,——l»st Phase: Exercised for 4 minutes and underwent PFT
~ Sjtting, supine, prone and restraint positions.

— 21d Phase: Subjects underwent 2 exercise and 2 rest
periods (seated for first rest period and restrained for
second).

R
'—r_ll

o ——
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J F]nd]ngw '
r\JG; pulse and oximetry measured throughout.

Jr’ﬁ S placed ini restraint exhibited a reduced
Ll nonary function pattern by PFT, but no evidence
=ypOX|a or' hypercapnia Was found.

“Restraint position, by itself, was not associated with
= _-r_ahy clinically-relevant changes in respiratory or
- '_"r" ventilatory function (decrease of 13%)

- — Tihere is no evidence to suggest that hypoventilatory
respiratory failure or asphyxiation occurs as a direct
result of body restraint position in healthy, awake,
non-intoxicated individuals.
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JUERSTErature,, ~

If] rcé\v e GV, Neuman T.
X.
t

Crizl
EExamination; of custody restraint
osjdlegl ‘and positional asphyxia. Am J

src Med Path. 1998;19(3):201-205
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SREEings:
SNEol|Ective rieview of literature on restraint and
gosltlos 1al asphyxia.

— el |‘s other than body positioning appear to be
= more important determinants for sudden, unexpected
= ‘- "~ deaths in individuals in the hogtie custody restraint
== ~ position.
— Factors include: illicit drug use, physiologic stress,
hyperactivity, hyperthermia, catechol
hyperstimulation, and trauma from struggle.
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MO55 DL-:-.;;E Ctors associated withrexcited
JElifum deaths in police custody. Mod
Pf/ff/oéc-.' 98;11(11):1127-1137
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o Flriclinlejsis

rm\/ww of 61 cases of excited delirium where
r)fmen died in police custody.
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Psychological Physiologic Physical

Paranoid Tachycardia Hypervigilence
Hallucinations Hyperthermia Extreme Strength
Grandiosity Hypertension Incoherent speech

Extreme agitation

Foaming of the
mouth

Shouting

Fear Mydriasis Violent behavior
Fornication Cardiac arrest Bizarre behavior
Thought disorder Seizures Kicking/Thrashing
Dysphoric Pulmonary Running/Hiding
congestion
Chest pain Threat to self/others

Profuse sweating

Aggression

High pain threshold
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o Flriclinlefss
=SWVEst common aggravating factor was abuse of
COCAINE and cocaine/alcohol.

= Reslr 2int equipment that controls a violent patient’s

el mdependent of the wrists, such as a leg

= Wr _pplng strap device, which allows the subject to be

:_:r:-— : F\ ani upright and seatec position at the scene and

= during transport should be used.

-~ — The hogtie system should only be used judiciously
and in situations when there is no alternative. The
patient should be placed upright or rolled on his side

quickly after restraint and vital signs monitored.

{
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rliccIE 5‘1’ it S, Lynch M. Metabolic
zlclclos] 3'-_ restraint-associated cardiac

GlITESE: € 3 case series. Acad Emerg Med.
‘_“ f239 243.
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ainaings:

BRBView of 5 cases (4 fatal) where cardiovascular
:?occurred in ED patients who were struggling
despite maximum restraint technigues.

_ :I';Were intoxicated (cocaine, benzoyleconine
' —I_'zéocame metabolite])

= == — Profound metabolic acidosis was associated with
-~ cardiovascular collapse following exertion in a
restrained position (pH ranges: 6.25-6.81)

—
—*’
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mu ~t'l:1-l‘ﬁe -

Fiieliglefss

r\vojrlu J the hobble restraint position and
i) 0) _S|zmg side rather than prone
Bpositioning my eliminate some of the

B roblems that contribute to the deaths.

= EarIy EMS involvement may help to prevent
- In-custody deaths through use of chemical
restraints and bicarbonate therapy.
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IIEINCrature,,, ~ ——

0)lenEn VS, Chiassoni DA, Cairns JT,
YOUNG JE. Unexpected death related to
Esuiaint for excited delirium: a
Netrospective study of deaths in police
= Clstody. CMAJ. 1998;158:1603-7.
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2 FlnlcliglefF

“evww 21 Canadian cases of unexpected
rle{gc 'in persons with excited delirium.

—De athis were all associated with restraint
f Elther with the person in the prone position or
~  subject to pressure on the neck.

— All lapsed into tranquility shortly after being
restrained.

o
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J rmrlmr ‘s
— JJJ/J ad psychiatric disorder
= 33Je 18d cocaine-induced pSychosis

stramt may contribute to the death of
e eople In states of excited delirium.

= -‘— 'Law! enforcement personnel should bear in
~  mind the potential for the unexpected death
' of people in excited states of delirium who are
restrained prone or with a neck hold.
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Tre

SESehidt P, Smowden T. The effects of
I)OJJFJOJ'J,J estralnt on heart rate and
O¥ygeni saturation. J Emerg Med.
l)r %) %7(5) /77-782.
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mu ~t'l:1-l‘ﬁe -

J rmrlmf X

— 13 mer_ subjects (ages 21-42 years) were
stUdIed.

~t

— Re -'-iiig. heart rates and SpO, was measured.

e == Random y assighed to seated unrestrained or
ff-Tnogtled position, with protocols switched after
-~ 15 minutes rest.

— Phase 1: Each exercised until their heart rate
was > 120 (124-150).
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mu ~t'l:1-l‘ﬁe -

2 Firicliglejsis

— Prlelga % Students paired with other student withini 5
gounrl pIF body: weight and ran simulated police
m: 5E COUrSe.

= Exer C|se intensity was high (pulse rates 175-212). At
: .'—,--,L-'F :':-a e end of the chase, the chaser was placed in the
e ~ seated position and the chased was placed in the
F""_j ~ hogtied position.
— The chased subject then struggled for 30 seconds
and SpO, measured. Roles reversed and process

repeated.

m—
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2 Fladigefsss

— rmrlw refute the premise that positional

iesuraiit:alone produces physiological stress

rm it places healthy persons at risk for sudden
== eath

—= ' —focalne appears to be a common element in

1. —_'._‘__-._F

-~ positional restraint deaths.

— High levels of dopamine from cocaine may be
a factor.
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J S'tra"r"r 11 SJ, Rogers C, Brockett K

} G [Factors associated with
such death of individuals requiring
JESL aint for excited delirium. Am J Emerg
ea’ 2001:;19:187-191.
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MEhdings: =

S RELesPEctive review of the LA County EMS and' LA
BOKONENS records from 1992-1998.

=2il6rcases of excited delirium located.

=18'deaths reported

== 20 cases of excited delirium witnessed by EMS

— = = personnel.

i,

~ = All'had been hobble restrained.

=
e ——

-~ *81% prone
— ~ ® 9% [ateral

® 10% undetermined
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4

BRIE

SEndings:

— JMJujlE] r)lfﬁ« asseciated with sudden death while
iestiained for excited delirium.
E> 'é ed delirium (100%)

--_'-*

J
: i:::= b ble restraint (100%)
e Prene position (100%)

- T
= ‘_'"__': ~® Forceful struggle against restraint (100%)

- -
o
i =

-~ ® Positive stimulant use (78%)
e Autopsy evidence of chronic disease (56%)
® Obesity (56%)

—
-
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o [rie cele) r% dornot support or refute the
IONE pr ition while hobble restraint was
HEEPE ently associated with sudden

r]e.—Fé i =
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Pos]'tJor;-: PPEANS NOL Lo e S|gn| ICant factor In
health\/n
PAuEnuSIWith eXC|ted delirium: at markedly
mvrez 5ed risk for restraint asphyxia.
Julants  contribute to problem of restraint
.-_':._;;_': Spl VX|a
= ® Prone position is best avoided.

“ s Hobble restraints are best avoided.

- ® Chronic alcoholism or alcohol intoxication puts
patients at risk for positional asphyxia.

I
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Carcllzle ds rhythmias may be a causative factor.

J C acidesis may play a major role in
ind is possibly preventable.

SR asphyX|a appears multi-factorial.

".'-; are when the restrained patient becomes
t~nanqw|

o Often, deaths happen regardless of care
rendered.

—
il
"-
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IF YOV CAN READ
THIS..YOU MUST BE
A LAWYER




IN THE OLD DAYS, THEY WERE CALLED

“TRANN [ROBBERS *?




"TODAY, THEY’RE CALLED

TRMLWRS




rlsg?;; clos t-h @ect«&lﬂﬁh

1995 )6 National Standard Curriculum
for rM =BasiCc:

Sl patlent face down on stretcher”

_—-—:= Cdre to stretcher with multiple straps”

: ,_,;- YCover face with surgical mask if spitting on
| - EMT-Basic”

e New EMT-I and EMT-P curriculum do not
address patient restraint in detail.




Never use hog-tie or hobble
restraints,




Wizt saetliefWeclo?

SENAEIVSP. INational
e 'OSITION, Parer
Asseeiation) off EMS
ZIVSICIanT Paper,
guient Restraint for
e EMS Systems.
— Prehosp Emerg Care.
2002;6(3): 340-345.

upas is at
Danville, Pe
P Hahnemann Un
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NAE /S —

'-

o Ll ror and! treat medical conditions first.

J Merhml ndltlons that can result in
coglitis] on, combativeness or agitation:

L—’———

_ W@Xla
,_H_ —'Hypoglycemla

" — Acute drug or alcohol intoxication

— Stroke Brain trauma
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n.nd feat reversible conditions
OliE fstralnmg patient.

2 [r] og 3 EMS system, 9% of violent patients
- ;e'sufferlng hypoglycemia.

- se oxygen, dextrose, and naloxone when
= ‘approprlate (not a Coma Cocktail!)

Looc
J’.."

R
—,'
'—Flr
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A S

SHEEELONS) U _ ‘contribute to adverse medical
comrJJrJOE
,—\JJUF° delifium
— Bl g overdose or intoxication
— - =®morb|d medical conditions
--:ﬁ-.h- Recent extreme exertion
= Fighting against restraints

— Inappropriate restraints
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NAEMSE

IIESE CONAILIONSTINCIUC
HJJJFJOIJGI asphyX|a
ASPIK: af tion

7;_.5 s acidosis

— HEBdomonyss

a *—J_
—

—

-,

— __E Sudden cardiac death

—
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NARJY

RESLIATIN NELLIE OF Nogtie IS’ particularly
clzirle ﬁrc

J\/ler Od off patient restraint must allow for
Con tinbous patient assessment and for
= ;; edical interventions during transport.

“e Many EMS educational programs do not
~ address agitated delirium and its
complications.




INawsishoularalways be followed.

tems should have protocols for
 restraint.

= H' nt should be accompanied by person
)f the same gender during transport.

f J @verstepplng the boundaries of restraint
may. be perceived as battery, assault, or

false imprisonment.

r_x
28
-"'
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NAEMSE

r'

SRINVIIES

\/QJ’JFJJ SCaIatiOn
—~ Pn\/JJﬁ-: restralnt
= Ghemical restraint
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NARMSE

JEMS 1 r)rﬁrJon disiple)t]le

gliticipate | iher
r)orenrml fOr exposure
Lo JJ( od| nd body

-
o

=% ﬁw,enforcement

F

— ~ should be involved if

—

at all possible.
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A E S S —

SN Enalfdeescalations
— Agllfe: tlon of verbal technigues should be
rJr)I)l ed first.

f0) |ders should avoid direct eye contact.

- \mld encroachment on the patient’s personal
_,, *-_ ‘space.

— Always leave an escape route open.

— Sometimes defuses the situation avoiding the
need for further restraint tactics.

-,..._---
-
e
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AR S

SRESICal rESTrAING:
SIEVS personnel must make every effort to avoid

yur liRg the patient and choose restraint devices that
dfiElc s‘ociated with the least chance of injury.

— EMS personnel in general, should avoid the use of
' —ﬁ'ard restraints. If used, personnel must be trained in
— ~*f'-_-".*- their'use and the patient’s extremities frequently

~ evaluated for injury or neurovascular compromise.

\ﬁﬁ ‘.\I' |

ol
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AR S

SNEIySIcal restralnt:
SiRimum of 5/ people should ideally be

PlieSEnt 1 to safely apply physical restraint

( dl OWing for control of the head and each
= |imb).

- --—'

| pomt restraints are preferred over 2-point
restralnts

— Often helpful to tether the hips, thighs and
chest.
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NAE S RS

e0luEry tortnerDOTF curriculum), patients should
floe .r)e tr nsported In the prone position.

ARSI ‘__Jl tal mask can be placed over the patient’s
felgehide) prevent Spitting.

= Eees -L'- ard cervical collar may decrease the patient’s
== “range of motion when attempting to bite.

m—

“® EMS personnel should ot use hand cuffs.

[
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N/—\EJ\/ De - i‘* _J’

WinEraaining initial" control of the patient, it may.
IENCICCED able to temporarily restrain the patient
Ir) 2 r)f.fi e position or sandwich the patient with

2l il ttress.

== 315 limits patient’s visual awareness of the

= environment and decreases the range of motion
~ of the extremities.

“® Personnel must be extremely vigilant for
respiratory compromise.
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NARJY

SWASISOON asi the patient IS subduedland
sontrolled, the team should work to move
e into a supine 4-point restrained
},zot ion.

= S During  transport, a patient should never
== be restrained to a stretcher in a prone
~position or sandwiched between
backboards or mattresses.
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iysical restraint:
= The 'r)r tient should never be left unattended
ONCE fiestrained.

= Pro iders should perform and document
== quent neurovascular assessment of the

S

-|--"F'

- _r_, ‘éxtremltles

¥ _- _—.‘—"

- — Patient should not be allowed to struggle
- against the restraints thus leading to severe
acidosis and dysrhythmias.
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r\rM”r

ShiySIcal hest

—AS a ru }—f phy5|cal restraints applied in the
field shiould not be removed until the patient
ISHA =Iiie ED.

w _.._
..\,._-,_-__
F-"-_.-.
L
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NAEMSE

aueEntrestraint:
S WEZE r)oru sed by |law: enforcement are not
dpprepriate for EMS as they may exacerbate the
I)FJ"F]QJ’J"i‘ ‘agitation.
_ ﬁs er Spray.
— ~ ® Mace
: ) Defenswe spray
= -;.'.";~_" Stuni guns
e Ajr tasers
e Stun batons
® Telescoping steel batons



SLIDE 89

. Ch g straint:

ar
She addition of specific pharmacological
BEENLS 'tol decrease agitation and increase the

eratlon of patients who require medical
= re ‘and transportation.

-~
B -

...--r;,_
._.-.__F.-— -
= = e
i E

-
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A S

O Cr Jemjm Trestraint:

— GO rJJ JS" ) subdue excessive agitation and
Jrrl llng against physical restraints.

—1In f‘ventlon should change the patient’s

== ~ behavior without reaching the point of

— f:-h—__amne5|a or altering the patient’s level of
- CONSCIOUSNESS.

-
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NAEMSE

SMGIEMICal rEstraint:

SEtyrophe en ones and/or benzodiazpines are
moJr equently used.

—
ES

“"_p- = -

- = -

L
'-"‘l-_- e
-
e -

_—_
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NAEMSHES

J Chermca;l iestralnt:
B /rr)r"*

*Halo Deridol (Haldol)

1D operidol (Inapsine)

——-—'—

3enzodiazepines:

r.
D)

.l|—- -
—

-

--7—'-:-:'_.

_J_.f_____:;_., s Diazepam (Valium)

e |orazepam (Ativan)

=

> ' Midazolam (Versed)
— All can be given IV or IM
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NAEMSE

-

JEHEMmICal restraint:
SEommon| combination:
J Hajgﬁ mg/Ativan 2 mg (often called Halivan or

DI=%)
- boZ)
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NAEMS ‘1"‘ «-up""

o Cri2gg) Jfr rrestraint:

S DIOPE! ridel has been tested in 2 EMS studies
zlgleh found to be effective.

| 53 EMS patients, droperidol quickly and
—_— Effectlvely sedated 87% of the patients

_,.--_,__.

- Without any serious adverse effects.

~ — Another study found droperidol more effective
than lorazepam in the emergency setting.

i
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estraint:

= Puc, _,Lr p_erldol received the dreaded “black
box warning” from the FDA due to

-~ pre ©longation of the QT interval in certain

- a“flents and possibly causing dysrhythmias.

= Warnlng states that all patients should
- undergo a 12-lead prior to drug
administration.




(“n_\n' | Reﬁwt w

SRPETIEPS atypicall antipsychotics shouldl be
com:]rlf ied:
RESpifidone (Respiridal)

—_ Zjgls asidone (Geodon)

l

_-'._- _.__..

= 0la nzeplne (Zyprexia Zydis)

..-;;__;Rv_e_cent review suggests these with or without

‘benzodiazepines should be considered first.

% Yildiz A, Sachs GS, Turgay A. Pharmacological
management of agitation in emergency settings. Emerg
Med J. 2003;20:339-346
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J\JAEJ\/JS -

Jrlu/‘- pINES may’ be the drug of
Rk ‘patients who are agitated from
ts Of toxicological syndromes or
VEerdose.
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NAEMS

—

. Chem]caij_;“' dl
emuscular blockers with endotracheal
Jr |on should never be used solely for the

e of restraining violent behavior.
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HVARECOT meﬂgtqon

rand treat medical conditions
gy’ cause the delirium.

i _f patient may need restraint,
. _bﬁ‘a’mon additional help and law
== enforcement

_'—"_#

e —-_...l—

'3—3 “Begin verbal deescalation while awaiting
; the arrival of other rescuers.

_ﬁ
i) f
If

SU



l\/JS:l/DE 0] m_edgggt-ibns-gi —

r\Jer\/> WitRdrawr i you feel your personal
Saleny/, Or the safety off your crew. Is threatened.

Wner}: least five people are available, assign
eaei arbody appendage and approach the
ipatient in an organized fashion.

= Gy Initially control the patient in a prone position,
#’L"‘-‘:ubUt move to supine position as soon as

-

~~_ possible.

- Apply 4-point restraints using soft material
such; as roller bandages or gauze.
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o
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DatiEnt requires considerable additional
Jr ~involve law enforcement personnel.

I0FPatien:  should never be left unattended.
11 2y -_|olog|cal monitors should be applied.

- 2 '-_

=Y Freguent assessment including neurovascular

_nl-""

F“"'*-. -~ checks.

13.1f patient struggles against restraints, consider
addition of chemical restraints.




_";

SLIDE 103 —
ly Racofslin won

—

SNEHEMICal restraint:
= J/JJFIrJ/f ‘ém (Versed) [2-5 mg IM]
=l oraze epam (Ativan) [2-4 mg IM]
— jﬁzepam (Valium) [5-10 mg IM]

.___,,, _“@Ianzeplne (Zyprexia Zydis) [5-10 mg PO]

-~ Ziprasidone (Geodon) [10-20 mg IM]
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/]y Re 0f mgﬁ@t-lon
I IER) /E e

liestraints on until patlent IS
cla]lV/ e to ED and evaluated.

15 JJCL‘ Jent the reason for restraint, the
~ ethod of restraint, those involved, and
.ﬁ results of repeated assessments during

- _._-._‘__

‘monltorlng
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Jllff]f 1"

SREENENE .e Fthe patient with agitated or excited
clalifit Jm'
Never a empt restraint without adeqguate help.
J'.."

tf e | ‘patient becomes suddenly tranquil during
= Testraint, promptly evaluate.

= "ever transport a patient with a restraint that
~ you do not have the immediate capability to
remove.

a-=- i\
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ERDIIIENILOXICation! IS a significant: risk factor
( wemer Stimulants).

SEatients vho recently ran or struggled are at
mfrem 1 risk.

Se patlents appear at increased risk.
- ever hogtie or use hobble restraints.

) F&"

'ﬁ_-

== N__eVer restrain prone (except to gain control).

- ® Do not allow the patient to fight restraint, add
chemical restraint.
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SLUIITIffE

SAliyAdid IaVEid PEFSOn Of the same dender r|de
WitiBRtil€ patient during transport.

J r\lwfj\/J,ko for medical causes and treat
cPpropriately.

_J IMEre IS no shame in withdrawing from
=== @angerous scene and requesting assistance.

f rInvoIve law enforcement in cases that do not
- respond to simple forms of restraint and have
tRenE I§1ccompany patient /n the ambulance to
the
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SUITIff)E

AHEmICE] restraints snould be available to alllALS
J\/JE‘jrn\ 2
2P0 Not 9el afraid to inject IM medication through
'rrw patient’s clothing.
2 pproprlate physiological monitors (ECG,
= pulse oximetry).
- :r"F’Patlent dignity should be maintained during
- restraint.

o EMS personnel should never use weapons to
restrain a patient (including metal flash lights!)
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Jllff]f 1"

=ci(elg 3\,« S /LSt NaVe patlent restraint
I)rorom 5 that include:

mgﬂ e |ons fior restraint

_ —atqent assessment to identify and manage
{. —med1cal conditions

e

= —'Types of restraints permitted, when to be
" used, who can apply them, and when medical
oversight must be involved.

{L




SLIDE 110

SUNERzZIRA

SieVERe oW ENrEsold Tor contacting

MEedical cr trol
5 JOFIJm’”
J Jr c*t ent

— ,ecaament
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