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Robert Fleury’s painting shows
Philippe Pinel ordering the
shackles removed from the in-

mates at the Bicêtre Asylum, sparking
a revolution in the treatment of peo-

ple with mental illness. Two hundred
years later, the use of seclusion and
restraint in psychiatry still raises con-
cerns (1). Seclusion is considered a
therapeutic measure to isolate indi-

viduals and limit their contacts with
peers; seclusion with restraint in-
volves the additional application of
mechanical restraints.

Some professionals defend the use
of such practices as a necessary inter-
vention, because studies have shown
that 16% of psychiatric inpatients
demonstrate aggressive behavior dur-
ing the first week of hospitalization
and that 7% of persons with a mental
disorder have perpetrated violence in
the year after their diagnosis, com-
pared with 2% in the general popula-
tion (2). Aggressive behavior affects
the physical and psychological health
of psychiatric nursing staff (3) and
leads to increased work absence due
to illness and to low morale (4). After
violent incidents, many staff victims
remain fearful and report less satis-
faction in their work (5).

The reported incidence of seclusion
without restraint in psychiatric set-
tings ranges from 4% to 44% among
adults (6), and use of seclusion with
restraints is reported to range from
4% (7) to 12% (8). For a variety of rea-
sons, nearly 24% of all patients admit-
ted to a psychiatric emergency de-
partment require restraint or a combi-
nation of seclusion and restraint (9).
However, many staff members strong-
ly object to the use of these interven-
tions, regarding it as a violation of the
patient’s right to freedom and dignity
(10). Staff members have reported ex-
periencing shame and have expressed
the fear that they are abusing a pa-
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insufficient safety measures in the workplace. Conclusions: These find-
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tient’s rights when they must initiate a
seclusion or restraint procedure (11).
These interventions also lead patients
to develop negative perceptions of
the mental health facility, which
weakens the therapeutic alliance and
negatively affects treatment adher-
ence (12). In addition, these proce-
dures are associated with negative
physical consequences for patients,
including lacerations, asphyxiation,
and even death (13). Some patients
describe the experience of seclusion
and restraint as similar to physical
abuse and rape (14).

Studies conducted in the past
decade have indicated that although a
decision to use seclusion and restraint
is based on rational needs, it may be
influenced by a number of external
factors, including the health care
worker’s psychological state and per-
sonal perceptions of violence, along
with patient characteristics and orga-
nizational variables (15–17).

Several studies have assessed orga-
nizational and staff-level predictors of
seclusion and restraint in psychiatric
inpatient settings, either separately
(16,18,19) or in combination (20–23).
However, to our knowledge, no study
has focused on staff members’ per-
ception of patient aggression as a pre-
dictor of the use of seclusion and re-
straint while also taking into account
other important factors. The goal of
this study was to identify the most ac-
curate predictors of the use of seclu-
sion and restraint on psychiatric
wards. Use of these interventions has
come under scrutiny in psychiatric
treatment settings in the past few
decades (24,25). The study reported
here is therefore in line with a variety
of initiatives to reduce the use of
seclusion and restraint.

Methods
Participants
A total of 309 staff members (nurses,
rehabilitation instructors, and nurse’s
aides) were recruited from eight uni-
versity-affiliated hospitals in the
province of Quebec. They included
one general psychiatric hospital
(N=59 participants), one forensic
hospital (N=67), three psychiatric de-
partments of general teaching hospi-
tals (N=114), and three suburban
hospitals (N=69). To be included in

the study, participants had to be at
least 18 years old, have at least one
year of work experience in psychiatry,
and work more than 20 hours a week
on a psychiatric ward (26). All partic-
ipants provided written informed
consent, and all local institutional re-
view boards approved the project.
Data collection took place from April
2008 to April 2009. A retest to evalu-
ate the temporal stability of each
measure was administered to a partic-
ipant subsample (N=48) between
September and November 2008.

Questionnaire
Sociodemographic variables. Scales
drawn from the Quebec Social and
Health Survey were used to collect
sociodemographic and work-related
data. Psychological distress was meas-
ured with the Quebec Psychological
Distress Index (27–29). The total
score has been shown to be an effi-
cient discriminative tool (27). In our
sample, the total score showed good
internal consistency (Cronbach’s α=
.89) and temporal stability in the test-
retest (Pearson r=.57).

Team climate. Team climate was
evaluated by the Group Environment
Scale (GES) (30), a standardized tool
that has been translated into French
and validated (31). The scale com-
prises ten nine-item subscales meas-
uring different aspects of team cli-
mate. Six subscales have good inter-
nal consistency (α=.67–.88) and tem-
poral stability (Pearson r=.57–.79 for
the test-retest). These subscales are
team cohesiveness, leader support,
tolerance for self-discovery, guidance
in performing tasks, expression of
anger and aggression within the team,
and order and organization. Two sub-
scales—freedom of speech and
leader control—have a lower level of
internal consistency (α=.57 and .58)
and good temporal stability (Pearson
r=.68 and .72 for the test-retest). The
other two subscales show the weakest
psychometric properties: tolerance of
independence (α=.30; r=.53) and tol-
erance for innovation (α=.56; r=.22).

Perception of aggression and fre-
quency of incidents. Perception of ag-
gression was measured with the Per-
ception of Aggression Scale (POAS)
(32), a 12-item instrument that uses a
5-point Likert scale, from 1, strongly

disagree, to 5, strongly agree) (33,34)
to assess staff perceptions of aggres-
sive behavior. Previous factor analysis
revealed a two-factor structure: ag-
gressiveness is dysfunctional-undesir-
able, and aggressiveness is functional-
comprehensible. The POAS was
translated into French. The internal
consistency and temporal stability
were good (α=.84 and .85 and Pear-
son r=.73 and .52, respectively, for
each subscale.

The perceived frequency of aggres-
sive incidents (verbal, nonverbal,
physical toward self, and physical to-
ward others) was measured on a 5-
point Likert scale (from 1, never, to 5,
daily) with a modified version of the
Overt Aggression Scale (OAS) (35).
The internal consistency was good (α
between .84 and .89 for each sub-
scale. The temporal stability was good
for the verbal and nonverbal scales
(r=.76 and .77, respectively), but it
was lower for physical aggression to-
ward self and toward others (r=.37
and .43, respectively).

Organizational factors
The research team developed ques-
tions about the availability of an ag-
gression protocol on the ward and
whether it was followed, descriptions
of safety measures and whether they
were sufficient, staff members’ per-
ception of their safety at work, and
the type of violence management
training program that was offered to
staff. Most psychiatric staff members
in Quebec have taken the Oméga Cri-
sis Prevention Training Program (36).
Also assessed were the type of psychi-
atric unit (regular hospital units ver-
sus intensive care unit and emergency
department) and the hospital setting
(teaching versus nonteaching milieu).

Measures of seclusion 
and restraint
Prevalence of seclusion and restraint
was assessed by asking each partici-
pant how often the team had used
these interventions in the previous
two weeks. Groups were compared
on the basis of the median value; high
users were those who reported two or
more seclusion and restraint episodes
in the past two weeks, and low users
were those reporting one or none.
This categorization showed moderate
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temporal stability (κ=.585 for the
test-retest) (37), indicating that varia-
tions in seclusion and restraint use
were probably a result of changing
patients and staff.

Data analysis
Statistical analyses were performed
with SPSS software, version 17. Bi-
variate analyses to compare high and
low users of seclusion and restraint
were conducted with chi square tests
for the categorical variables and Stu-
dent’s t test for continuous variables.
A multivariate model was then com-
pleted to evaluate independent pre-
dictors of greater recourse to seclu-
sion and restraint. Four different
models were created, and a final mul-
tivariate model was completed with
variables significant at p≤.1. Each of
the variables in the bivariate analyses
with a p value of ≤.25 was included in
the multivariate analyses to deter-
mine significant independent predic-
tors of seclusion and restraint in the
psychiatric wards. Various models
were evaluated, starting with the so-
ciodemographic variables, followed

by team climate, perception of ag-
gression and aggressive incidents, and
organizational factors. Each subse-
quent model retained the significant
variables (p≤.1) from the previous
one. To control for the confounding
impact of certain variables (higher
level of aggression or agitation), the
type of unit (intensive care units and
emergency departments versus regu-
lar hospital units) and the hospital set-
ting (teaching versus nonteaching)
were entered into every model (38–
41). Finally, the goodness of fit of each
model was assessed by the receiver op-
erating characteristic curve. The level
of discrimination was determined by
the area under the curve, and follow-
ing Hosmer and Lemeshow (42), dis-
crimination was deemed acceptable at
values between .70 and .79, excellent
between .80 and .89, and outstanding
at values over .90.

Results
Tables 1, 2, and 3 present results of
bivariate analyses of differences in so-
ciodemographic characteristics, sub-
scale scores, and organizational fac-

tors, respectively, between the groups
of high and low users of seclusion and
restraint. Table 4 presents the four
multivariate models of predictors of
use of these interventions, along with
the final model.

Sociodemographic variables
As shown in Table 1, there were no
significant differences between the
high and low users of seclusion and
restraint in sociodemographic and
work-related variables. Psychologi-
cal distress was also not associated
with greater recourse to these inter-
ventions. The first multivariate logis-
tic regression model indicated that
none of these variables was a signifi-
cant predictor of the use of seclusion
and restraint (Table 4). This model
did not reach an acceptable level of
discrimination.

Team climate
As shown in Table 2, bivariate analysis
indicated no significant between-
group differences on most of the GES
subscales. However, a significant as-
sociation was found between use of
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Sociodemographic characteristics of 309 inpatient psychiatric staff members, by whether they reported low or high use of
seclusion and restraint on their warda

Low use (N=135) High use (N=174)
Test

Characteristic N % N % statistic df p

Gender χ2=2.44 1 .12
Female 88 65 97 56
Male 47 35 75 43

Age (M±SD) 43.3±11.2 42.4±1.7 t=.64 286 .52
Parents born outside Canada χ2=3.01 1 .08

Yes 14 10 30 17
No 121 90 143 82

Job title χ2=2.65 2 .27
Nurse 86 64 102 59
Rehabilitation instructor 23 17 27 16
Nurse’s aide 24 18 45 26

Employment status χ2=.30 1 .58
Full-time (≥32 hours per week) 106 79 130 75
Part-time (<32 hours per week) 25 19 36 21

Years of experience in psychiatry (M±SD) 14.5±6.2 13.7±5.9 t=.52 294 .61
Education χ2=1.31 2 .52

Completed high school 13 10 23 13
Completed community college 69 51 80 46
Completed university 52 39 70 40

Practicing any religion χ2=2.93 1 .09
Yes 27 20 49 28
No 108 80 123 71

Psychological Distress Scale score (M±SD)b 2.70±5.44 21.27±5.03 t=–.95 301 .342

a Low use, one or no episodes in the past 2 weeks; high use, ≥2 episodes in the past 2 weeks
b Possible scores range from 14 to 56, with higher scores indicating higher psychological distress.



seclusion and restraint and scores on
two of the subscales; greater expres-
sion of anger and aggression by staff
members was associated with higher
use, and greater order and organiza-
tion among staff was associated with
lower use. The second multivariate
model indicated that higher scores on
the subscales of tolerance for innova-
tion and expression of anger and ag-
gression were significant predictors of
greater use of seclusion and restraint
(Table 4). This model reached an ac-
ceptable level of discrimination.

Perception of aggression 
and incident frequency
Scores on the POAS subscale indicat-
ing that aggression was perceived as
dysfunctional were significantly asso-
ciated with a higher use of seclusion
and restraint; no association was
found with the POAS subscale meas-
uring the perception of aggression as
functional (Table 2). The modified
OAS measured the perception of fre-
quency of aggressive incidents. For
all four subscales, a significant associ-
ation was found between higher
scores (more aggression) and greater
use of seclusion and restraint. The
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Scores on three scales measuring the perceptions of 309 inpatient psychiatric staff members, by whether they reported low
or high use of seclusion and restraint on their warda

Low use (N=135) High use (N=174)

Scale M SD M SD t df p

Group Environment Scale subscaleb

Cohesion 6.96 2.70 6.58 2.79 1.90 289 .058
Leader support 6.17 2.70 5.99 2.86 .54 293 .592
Expressiveness 4.34 1.22 4.38 1.38 –.25 291 .805
Independence 5.82 1.49 5.50 1.54 1.78 293 .076
Task orientation 7.61 2.02 7.50 1.89 .49 294 .623
Tolerance of self-discovery 4.84 2.39 5.02 2.32 –.66 295 .512
Expression of anger and aggression 3.60 2.04 4.56 2.25 –3.75 289 <.001
Order and organization 6.26 2.56 5.58 2.85 2.12 288 .035
Leader control 5.49 2.05 5.28 1.89 .91 290 .366
Tolerance of innovation 3.80 1.86 4.07 1.88 –1.19 287 .235

Perception of Aggression Scale subscalec

Aggression is dysfunctional 21.81 5.60 23.03 5.14 –1.99 306 .047
Aggression is functional 14.36 5.18 14.19 5.52 .27 307 .787

Modified Overt Aggression Scale subscaled

Verbal 13.94 3.24 16.08 2.84 –6.12 302 <.001
Nonverbal 11.95 3.53 14.73 3.33 –6.99 300 <.001
Physical toward self 9.56 2.95 12.05 3.52 –6.52 297 <.001
Physical toward others 8.53 2.09 10.21 2.97 –5.51 298 <.001

a Low use, one or no episodes in the past 2 weeks; high use, ≥2 episodes in the past 2 weeks
b Possible subscale scores range from 1 to 10, with higher scores indicating more of the aspect measured.
c Possible subscale scores range from 6 to 30, with higher scores indicating greater agreement.
d Possible subscale scores range from 4 to 20, with higher scores indicating high perceived prevalence of that type of violence.

TTaabbllee  33

Organizational factors on inpatient psychiatric wards of 309 staff members, by
whether they reported low or high use of seclusion and restraint on their warda

Low use High use
(N=135) (N=174)

Factor N % N % χ2 df p

Violence management program
received 5.93 2 .052

Oméga 97 73 109 63
Other 20 15 46 27
None 16 12 18 10

Aggression protocol available .09 1 .768
Yes 110 83 140 81
No 23 17 32 19

Aggression protocol followed .18 1 .673
Yes 106 95 150 94
No 5 5 9 6

Sufficient safety measures 2.90 1 .089
Yes 79 60 84 50
No 53 40 84 50

Type of unit 15.61 1 <.001
Intensive care unit or

emergency department 14 10 50 29
Other 121 90 124 71

Hospital setting
Teaching hospital 95 70 145 83 7.37 1 .007
Other 40 30 29 17

a Low use, one or no episodes in the past 2 weeks; high use, ≥2 episodes in the past 2 weeks



third multivariate model indicated
that scores on only one of the OAS
subscales—indicating greater physi-
cal violence against the self—re-
mained a significant predictor of
greater use when the analysis con-
trolled for confounding variables
(Table 4). This model reached an ac-
ceptable level of discrimination.

Organizational factors
As shown in Table 3, bivariate analysis
indicated an association between the
type of violence management pro-

gram and the use of seclusion and re-
straint. A trend was found toward a
significant association between staff
perception that the safety measures
used were adequate and use of seclu-
sion and restraint (p=.089). The type
of unit and the hospital setting were
associated with more use of seclusion
and restraint; specifically, there was
significantly more use on intensive
care units and in emergency depart-
ments and in teaching hospitals. Type
of unit was a significant predictor in
all the multivariate models.

Final model
Controlling for unit type and hospi-
tal setting, the final multivariate
model indicated that greater expres-
sion of anger and aggression among
staff members and perception of a
higher level of physical aggression
against the self among patients were
significant independent predictors of
greater use of seclusion and restraint
(Table 4). A trend was found toward a
significant association between staff
perceptions of the adequacy of safety
measures (p=.061); when safety
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Multivariate regression analysis of predictors of seclusion and restraint on eight inpatient psychiatric wards

Model 1: Model 3: perception
sociodemographic Model 2: of aggression and fre- Model 4: organiza-
characteristicsa team climateb quency of incidentsc tional factorsd Final modele

Variable OR 95% CI p OR 95% CI p OR 95% CI p OR 95% CI p OR 95% CI p

Nonteaching hospital
(reference: teaching

hospital) 1.64 .91–2.93 .980 1.28 .66–2.47 .465 1.44 .71–2.91 .312 1.54 .77–3.11 .226 1.79 .91–3.53 .091
Intensive care unit or 

ergency department
(reference: regular unit) 2.93 1.50–5.70 .002 3.64 1.72–7.70 .001 3.05 1.39–6.72 .006 3.41 1.56–7.45 .002 2.95 1.40–6.21 .004

Female (reference: male) .72 .44–1.17 .181
Parents born outside

Canada (reference: no) 1.10 .51–2.36 .813
Practicing any religion

(reference: no) .65 .36–1.18 .154
Group Environment
Scale subscale

Cohesion 1.08 .93–1.27 .324
Independence .85 .70–1.04 .108
Expression of anger

and aggression 1.28 1.09–1.50 .003 1.23 1.06–1.43 .007 1.26 1.08–1.46 .003 1.19 1.04–1.36 .011
Order and organization .91 .78–1.05 .197
Tolerance of innovation 1.20 1.02–1.43 .031 1.15 .98–1.35 .086 1.12 .96–1.31 .144

Perception of Aggression
Scale subscale: violence
is dysfunctional (refer-
ence:it is functional) 1.04 .98–1.09 .175

Overt Aggression Scale
subscale

Verbal 1.06 .94–1.19 .367
Nonverbal 1.09 .97–1.22 .141
Physical toward self 1.15 1.03–1.28 .015 1.25 1.13–1.38 .001 1.26 1.15–1.38 .001
Physical toward others 1.05 .89–1.24 .561

Violence management 
program received (refer-
ence: none)

Oméga .77 .31 - 1.93.557
Other 1.74 .58 - 5.22.325

Perceived safety meas-
ures as sufficient (ref-
erence: no) .60 .94–2.95 .083 .59 .98–2.95 .061

a N=304, χ2=23.43, df=5, p<.001, Nagelkerke R2=.099, area under the curve (AUC)=.651
b N=265, χ2=39.25, df=7, p<.001, Nagelkerke R2=.184, AUC=.713
c N=258, χ2=65.61, df=9, p<.001, Nagelkerke R2=.301, AUC=.791
d N=261, χ2=68.18, df=8, p<.001, Nagelkerke R2=.308, AUC=.783
e N=272, χ2=62.74, df=5, p<.001, Nagelkerke R2=.275, AUC=.772



measures were perceived to be of a
sufficient level, use of seclusion and
restraint was lower. This model was
the most parsimonious one and
reached an acceptable level of dis-
crimination.

Discussion
The purpose of this study was to ex-
plore staff-related and organizational
predictors of the use of seclusion and
restraint in psychiatric inpatient set-
tings from the perspective of care
providers. The study found that use
was higher in certain types of hospital
settings—intensive care unit and
emergency departments—and when
staff perceived greater expression of
anger and aggression among team
members, more incidents of aggres-
sion against the self among patients,
and insufficient safety measures in
the workplace. These findings under-
score the importance of evaluating
multiple factors (15), such as violence
and safety perceptions, when examin-
ing reasons for use of seclusion and
restraint.

In contrast to previous studies, our
study did not find that sociodemo-
graphic characteristics of staff were a
valid basis for predicting the use of
seclusion and restraint. Staff educa-
tion level, type of work (job title), and
gender (43) have been found to af-
fect the prevalence of seclusion and
restraint in psychiatric wards and the
incidence of violent behavior in gen-
eral (44). Experienced staff members
are generally considered to calm pa-
tients more effectively than less ex-
perienced staff and to report less use
of seclusion and restraint (6,45).
Findings of studies on gender and
the likelihood of being the victim of a
violent attack (45) are contradictory,
a fact that may explain why our study
found no difference in use of seclu-
sion and restraint by gender. Fur-
thermore, whereas other studies
found a cultural bias in the use of
seclusion and restraint use, our study
did not find a difference between
those with parents born in Canada or
outside Canada.

The second multivariate model as-
sessed the importance of team cli-
mate in managing seclusion and re-
straint. Two GES subscales were pos-
itively correlated with increased use.

The perception of greater expression
of anger and aggression among team
members was a predictor of seclusion
and restraint in the final model. In-
deed, it is easy to understand how a
psychiatric ward where expression of
anger and aggressive behavior among
staff members is more common
would give rise to greater use of
seclusion and restraint. What does
this finding tell us about team cli-
mate and work satisfaction? Staff
members who are more satisfied with
their hospital setting and their team
climate have been shown to perceive
lower rates of aggression among pa-
tients (45), probably because of ap-
propriate management and support
by colleagues and administrative per-
sonnel when aggressive events occur.
Many staff members in psychiatric
wards feel socially pressured to “con-
trol” patients who have lost their ra-
tional capacities (46), but some staff
members who consider seclusion and
restraint demeaning to the patient
and contrary to the principles of au-
tonomy and care may feel conflicted.
Appropriate management of anger
and aggression by team members
creates a sense of security and can
help reconcile the balance between
therapeutic interventions and the
need to control patients. In the long
run, the anxiety of some staff regard-
ing aggressive behavior might be al-
leviated if aggression is perceived as
part of the mental disorder and han-
dled with more tolerance. In summa-
ry, these findings underscore previ-
ous research suggesting that the
prevalence of seclusion and restraint
in inpatient psychiatric settings is in-
fluenced more by team climate and
organizational variables than by indi-
vidual characteristics.

The scales used to measure percep-
tions of aggression and the frequency
of aggressive incidents shed further
light on the management of seclusion
and restraint. Scores on a POAS sub-
scale indicated that when violence
was perceived as dysfunctional, seclu-
sion and restraint were used more
frequently. Scores on the OAS sub-
scales showed that when the analysis
controlled for unit type, higher per-
ceived violence of various types (ver-
bal, nonverbal, against self, or against
others) predicted greater use of

seclusion and restraint in the past two
weeks. Taken together, these findings
suggest that fears provoked by the ir-
rational aggressiveness of psychiatric
patients affect frontline workers in
psychiatric wards and the way that
they manage seclusion and restraint.
As Foster and colleagues (18) report-
ed, staff were more likely to use phys-
ical methods to manage incidents of
aggression when they experienced
fear, and fear can be induced by
working in environments such as psy-
chiatric wards, where incidents of
physical and verbal abuse occur often
and where it is difficult to understand
the causes of patient aggression. In
addition, Bowers and colleagues (47)
reported that care providers with a
positive attitude toward people with
mental health problems had an easier
time managing their emotional reac-
tions and adopting a cooperative atti-
tude with clients. Care providers with
a negative attitude managed their
emotional reactions less skillfully.
They consequently adopted a control-
ling attitude that led them to resort
more readily to use of seclusion and
restraint. Wards with higher aggres-
sion rates have been found to have a
preponderance of nurses whose style
of interacting and intervening is re-
strictive and controlling (48).

However, only the OAS subscale
measuring perceptions of violence
against the self was a significant pre-
dictor in our final model. Recent em-
pirical studies do not provide a reason
for this finding—that is, they do not
explain why this subscale rather than
the OAS subscales measuring other
types of violence was a predictor of
seclusion and restraint use. On psy-
chiatric wards, self-harm has been
found to be a precipitating factor of
the use of these interventions (6,9),
especially with patients who have af-
fective disorders. In such circum-
stances, seclusion and restraint meas-
ures may be perceived as a way of
protecting the patient, and psychi-
atric staff may be more likely to use
coercive measures in this context.

Staff training has also been shown
to have an impact on the use of seclu-
sion and restraint (49). Many reports
have described examples of violence
management training programs that
have been implemented in hospitals
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with the aim of reducing the use of
these interventions; many such pro-
grams have been successful (50,51).
In our study, the association between
training programs and lower use of
seclusion and restraint was signifi-
cant in the bivariate analysis, but
training was not a predictor in the
third multivariate model. Systematic
training of every staff member might
reduce recourse to seclusion and re-
straint, but current programs need
improvement to attain this goal, and
more alternatives to these interven-
tions must be developed.

Staff perceptions that safety meas-
ures in psychiatric units are insuffi-
cient also appears to be important. A
trend in the final model suggested
that this factor has an independent
significant impact on use of seclusion
and restraint. This finding is consis-
tent with results of earlier studies
showing that psychiatric nurses’ deci-
sions were influenced by safety issues
in the workplace (52,53) and that
safety in the working environment
was strongly related to staff satisfac-
tion (54). To reduce the use of seclu-
sion and restraint, staff perceptions of
security should be targeted.

The study had several limitations
worth noting. First, it was a cross-sec-
tional study with a relatively small
sample, although it was conducted in
different types of institutions to en-
sure representation of diverse prac-
tices. Second, no data were available
for staff members who refused to par-
ticipate, and nonparticipants may not
have had similar profiles. There was
also a risk of recall bias in reports of
the frequency of seclusion and re-
straint use. Finally, incidents of seclu-
sion and restraint may have been un-
derreported because of social desir-
ability bias.

Conclusions
Much of the psychiatric literature
supports the contention that the triad
of research, education, and adminis-
trative leadership is integral to facili-
tating the move toward a “restraint-
free” environment (50). Some have
raised concerns about efforts to re-
duce seclusion and restraint because
no controlled study has examined the
value of these interventions for pa-
tients with serious mental illness (55).

Although initiatives to reduce the use
of these interventions by modifying
certain organizational factors have
been undertaken in Britain, success
has been limited (24,56). New vio-
lence management techniques based
on psychological and deescalation ap-
proaches might be used in combina-
tion with organizational changes to
introduce alternative therapeutic in-
terventions and reduce the conflict-
ing feelings of psychiatric ward staff
about use of seclusion and restraint.
Research on patients’ views of these
interventions might also cast light on
the subject.
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