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The use of restraints in psychiatric
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One of the strongest justifications for the use of restraints in
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hospitals is the protection of the patient, others or both. Often
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medication and verbal therapies are insufficient to control
potentially dangerous patients.2 This and the possible beneficial

Restraints are usually used for the protection of patients and
others when medication and verbal therapies are insufficient
to control potentially violent patients. Many fear the abuse
of restraints as well as their psychological, physical and
emotional consequences.
In South Africa, according to the Mental Health Care Act No.
17 of 2002, the use of restraints is permissible but subject
to certain regulations. Restraint may not be used any longer
than is necessary to prevent serious bodily harm to the patient
or others. When restraint has the desired effect of settling the
patient’s behaviour to the point where control is regained, its
further imposition is illegal.

therapeutic effects of restraints are some strong justifications for
their use. In addition, restraint of violent patients allows the staff
in psychiatric hospitals to feel safe enough to perform basic
psychotherapeutic tasks that often serve to prevent or avoid further
violence.

Ethics of restraints
Many fear the abuse of restraints and possible psychological,
physical and emotional consequences. Restraints may involve
physical and psychological risks,3 produce negative reactions
in patients and staff,4 be used as punishment to patients,5 or be
used more frequently than should be necessary due to staffing
shortages.6 Restraint procedures not only represent a significant

Restraints may be classified into three main categories:

infringement of an individual’s right to autonomy and self-

(i) environmental restraints; (ii) physical restraints; and (iii)

determination7 but may be associated with significant morbidity

chemical restraints. There is much debate over what types of

and mortality. Attitudes of patients and staff toward restraints differ

restraint are superior. There may be differences in cost, risk of

greatly. Patients’ attitudes are generally negative, whereas staff

serious staff injury, requirements of staff time for monitoring and

tend to believe that seclusion benefits patients and preserves the

implementation, and impacts on staff and patient attitudes.

unit’s smooth functioning.8

It is hoped that the use of environmental and physical

Restraint of psychiatric patients raises social and moral issues such

restraint will be rendered obsolete by advances in the field

as the importance of freedom and the rights of the individual as

of psychiatry such psychopharmacology and the therapeutic

opposed to the group.9 Systematic studies of the effectiveness of

milieu. In order to reach this goal more research needs to be

restraints are lacking, as is research on events transpiring during

done on restraint practices across a wide range of psychiatric

seclusion.10-12 The incidence and duration of restraint differ widely

treatment settings.

across institutions. Differences may be better explained by hospital
factors such as location, staff attitudes and treatment philosophy
than by patient characteristics.13

Some people view restraint of psychiatric patients as a violation
of basic human rights, others as a necessity for the control of
violence, and yet others as a therapeutic modality. Throughout
history the practice of restraint has been associated with
punishment, custodial care, institutional abuse and neglect.
Restraint was not discovered by scientific research. Rather, its
origins go back to the natural response of primitive societies
to the danger posed by a mentally deranged member.1 These
individuals were banished, tied down or caged. Fortunately
reform, moral progress and humanitarianism have decreased
these practices. Potentially dangerous mentally ill patients are

Definition
‘To restrain‘ means ‘to place under control when necessary to
prevent serious bodily harm to the patient or to another person, by
the minimal use of such force (mechanical means or chemicals) as
is reasonable having regard to the physical and mental condition
of the patient’.14 The word ’serious‘ implies that the risk to the
patient or others should not be slight, negligible or frivolous. There
must be an apparent risk of real harm to the patient or others
before restraint is employed.

now admitted to hospitals.
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Legislative framework

2. While a mental health care user is secluded, he or she must

According to the Mental Health Care Act (MCHA) No. 17 of

observation should be recorded in the clinical notes.

200215 the use of restraints is permissible, but the following

be subject to observation at least every 30 minutes and that

regulations apply:16

3. Whenever seclusion is utilised:

1. Mechanical means of restraint may not be used during transfer

(a) a register, signed by a medical practitioner, must be

of a mental health care user or within a health establishment unless
pharmacological or other means of calming, physical means of
restraint or seclusion of the user are inadequate to ensure that the
user does not harm him- or herself or others.
2. Where mechanical means of restraint are required in order
to administer pharmacological treatment, such means should be
applied for as short a period, depending on the condition of the
mental health care user concerned, as is necessary to effect the
treatment.
3. While the mental health care user is under restraint, he or she
must be subject to observation at least every 30 minutes and such
observations should be recorded in the clinical notes.
4. Whenever mechanical means of restraint is utilised:
(a) a register kept for that purpose must be signed and completed

completed;
(b) the time period over which the mental health care user
concerned needed to be secluded and the reason for secluding
that mental health care user must be outlined and the seclusion
must be outlined in the relevant register by the medical
practitioner; and
(c) the head of the health establishment concerned must receive a
report indicating all incidents of seclusion on a daily basis.
4. A transcript of the register referred to above must be submitted
to the Review Board by the health establishment concerned on a
quarterly basis in the form of form MHCA 48 of the Annexure.
Interpretation of these regulations in the MHCA implies that
restraints should not be used any longer than is necessary to
prevent serious bodily harm to the patient or others. When

by the relevant medical practitioner;

restraint has the desired effect of settling the patient’s behaviour to

(b) the form of mechanical means of restraint, the time period

The words ’when necessary‘ mean that the imposition of ’force,

used, the times when the mental health care user was observed
and the reason for administering such means of restraint must be
outlined by the medical practitioner in the register contemplated
in paragraph (a); and
(c) the head of the health establishment concerned must receive a
report on a daily basis that indicates all incidents involving the use
of mechanical means of restraint.
5. A transcript of the register contemplated in sub-regulation 4

the point where control is regained, its further imposition is illegal.
mechanical means or chemicals‘ be used as a necessary last
resort. Where a less intrusive means of therapeutic intervention
could prevent serious bodily harm and the situation affords an
opportunity for employing it, restraint is unwarranted. Further, the
Act compels facilities to use the most ’minimal‘ form of restraint
when such action is required.

Classification of restraints

must be submitted by the health establishment concerned to the

Restraints may be classified into three main categories:

Review Board on a quarterly basis as form MHCA 48 of the

1. Environmental restraints, e.g. barriers to free personal movement

Annexure.
6. Mechanical means of restraint may not be used as
punishment.

that confine patients to specific areas, such as seclusion rooms.
2. Physical restraints, e.g. physical appliances that inhibit free
physical movement and cannot be removed by the person to

Chapter 37 of the MHCA16 on seclusion states that:

whom they are applied, such as jacket or hand restraints. The

1. (a) A mental health care user may not be secluded as a

and one or more staff members. This type of restraint may seem

punishment and seclusion may only be used to contain severely

more humane than the other types of restraint; however, there are

disturbed behaviour, which is likely to cause harm to others.

limits to this type of restraint. For example, when a patient is in a

(b) Seclusion may not be used as a punishment.
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use of holding may provide body contact between a patient

violent state, physical restraining by others may be inflammatory.
Conversely, when a patient is placed in a seclusion room, it
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has been demonstrated that a calming process begins. This is

conducted in a consistent manner, explained to the patient,

attributed to the huge reduction in stimulation that comes from

administered by well-trained professional and humanitarian staff

being secluded.17 In addition, physical holding for every patient

and supervised by trained staff, and the space must be safe,

would require an exorbitant and impractical number of staff.

attractive and soothing. The use of seclusion for children differs

3. Chemical restraints, e.g. pharmaceuticals that are prescribed
for the main purpose of altering or inhibiting specific behaviour,

from that in adults, being more frequent and for briefer periods in
the case of children.

such as aggression. Chemical restraint is administered by a

The guidelines for determining when seclusion should be used

physician who must be adequately knowledgeable about the

include: (i) to prevent imminent harm to the patient or other persons

circumstances. However, in many jurisdictions chemical restraint

when other means of control are not effective or appropriate; (ii)

may be used in an emergency in the absence of specific

to prevent serious disruption of the treatment programme or

permission. There is always a risk from any major tranquilliser.

significant damage to the physical environment; (iii) to assist in

However, self-mutilating behaviour and persistent violent physical

treatment as part of ongoing behaviour therapy; (iv) to decrease

struggling against mechanical restraints with the risk of exhaustion

the stimulation a patient receives (pertaining solely to seclusion);

may require chemical restraint.

and (v) to comply with a patient’s request.21

There is much debate as to what types of restraint are superior

Towards a restraint-free environment

to others. There may be differences in cost, risk of serious staff
injury, requirements of staff time to monitor and implement,

The following ’best practices‘ may assist facilities in moving

and impact on staff and patient attitudes. The merits of one

towards a restraint-free environment:22-28

procedure may vary depending on variables such as patient
and staff composition, type of ward and ward atmosphere. The
type of restraint or seclusion used should be determined by the
characteristics of the patient and what is in his or her best interests
(e.g. psychiatric diagnosis, strengths, family history), and restraint
should be used on the basis of the patient’s clinical status and not

1. Timely and comprehensive assessments of patients should
be carried out to identify persons at risk, including complete
biopsychosocial evaluations, detailed past psychiatric history
and careful physical examination. The initial assessment should
determine whether restraint is contraindicated or must be used

general protocols or staff preferences.

with caution.

The patient should be given the chance to choose appropriate

2. The core competencies of clinical staff should be continuously

control measures, even if he or she is of questionable
competence. For example, it has been shown that adult patients
overwhelmingly prefer seclusion to physical restraints.18 A patient
in a seclusion room can move around if he wants to, whereas a
patient in restraints can do nothing. Also a patient in restraints
suffers the physical pain of forced immobility.

Seclusion
There is evidence that seclusion procedures are of therapeutic
value when properly applied. Without an understanding of the
purpose and therapeutic value of seclusion, it is more likely to be
implemented poorly, to the detriment of patients and the morale of
the staff who care for them.19 It has been recognised by physicians
that the regular imposition of predictable seclusion following
episodes of undesirable loss of control has the observable effect
of increasing the patient’s self-control.20
However, there are many factors involved in making the seclusion
process as therapeutic as possible. The policies must be defined,
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monitored and evaluated. These competencies to include
early recognition of signs/symptoms of incipient crisis, conflict
resolution, de-escalation techniques, crisis intervention and
management, supportive psychotherapy, critical incident stress
debriefing, and psychoeducation.
3. The use of restraints should be viewed as an extraordinary
event and limited to recommended indications. Restraint requires
a written order by the physician and its use should immediately be
discontinued when less restrictive alternatives are feasible.
4. The plan of care of patients who have been restrained
should reflect preferences and choices; provision of counselling,
reassurance and support; explanation of the purpose for the
use of restraint; explanation of specific behaviours prerequisite
to discontinuation; and the process for reintegration into the
programme milieu.
5. The basic dignity of patients who have been restrained
should be protected, e.g. they should be provided with regular
personal hygiene, bathroom, exercise, nutritional and fluid
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breaks. Patients who are restrained should be provided with

needs to be done on restraint practices across a wide range of

a comfortable environment that supports and maintains human

psychiatric treatment settings.

dignity, is safe, clean and attractive, has suitable lighting and
ensures both auditory and visual privacy; natural light and exterior
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