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Executive summary 

Section 3 of Victoria’s Mental Health Act 2014 (the Act) defines restrictive interventions as the use of 

‘bodily restraint and seclusion’ (State Government of Victoria 2014, p. 12). It then defines bodily restraint 

as ‘a form of physical or mechanical restraint that prevents a person having free movement of his or her 

limbs, but does not include the use of furniture (including beds with cot sides and chairs with tables fitted 

on their arms) that restricts the person's ability to get off the furniture’ (State Government of Victoria 2014, 

p. 4).  

Physical restraint involves the ‘skilled, hands-on immobilisation or physical restriction of a person’ 

(Department of Health 2014, p. 8). Mechanical restraint involves the ‘application of devices (including 

belts, harnesses, manacles, sheets, and straps) on a consumer’s body to restrict their movement’ 

(Department of Health 2013a, p. 28). Section 3 of the Act defines seclusion as ‘the sole confinement of a 

person to a room or any other enclosed space, from which it is not within the control of the person 

confined to leave’ (State Government of Victoria 2014, p. 12). In Victoria ‘chemical restraint’ is not 

recognised under the Act. However, other jurisdictions have recognised the practice (for example, State 

Government of Tasmania, Mental Health Act 2013).   

Restrictive interventions are coercive interventions that cause consumers, carers and clinicians to feel a 

range of negative emotions (Ashcraft and Anthony 2008; Bigwood and Crowe 2008; Larue et al. 2013; 

Steinert et al. 2013; Stubbs et al. 2009). While restrictive interventions may only be authorised for 

consumers considered to be an imminent and serious risk to themselves or another person, these 

practices can also have an impact on the therapeutic relationship, cause serious physical harm (and in 

some cases death), be experienced as a traumatic event, and may recapitulate previous experiences of 

trauma (El-Badri and Mellsop 2008). In Australia, the Commonwealth Government’s National Mental 

Health Working Group (2005) identified reducing the use of restrictive interventions as one of four safety 

priorities in mental health services. The National Mental Health Commission has also initiated a national 

project to determine best practice in reducing or eliminating restrictive interventions including the use of 

chemical restraint (Australian Institute of Health and Welfare 2013). 

In Victoria, there has been an ongoing commitment to reducing the use of restrictive interventions with the 

implementation of the Creating Safety: Addressing Restraint and Seclusion Practices project in 2006. 

Most recently, the Reducing Restrictive Interventions project supported inpatient services and emergency 

departments throughout Victoria to reduce and, where possible, eliminate restrictive interventions 

(Department of Health 2013a). The Mental Health Act 2014 strengthens state government policy and 

initiatives to reduce the use of restrictive interventions by regulating the practice of restrictive 

interventions and increasing oversight and accountability.  

This report provides an analysis of Victorian health service policy about the use of physical restraint. For 

the first time in Victoria, the Act regulates the use of physical restraint. This report examines 18 physical 

restraint policy documents from 13 mental health services before the implementation of the Act.  

The report also reviews literature about complex situations that require the use of restrictive interventions. 

The majority of the peer-reviewed literature focuses on reducing use, and contains limited discussion of 

the actual practice of restrictive interventions, such as the specific techniques applied.  
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The report comprises three independent systematic literature reviews on the use of restrictive 

interventions (physical restraint, mechanical restraint, and seclusion). The systematic procedure 

incorporated scholarly databases using key words, Boolean and MeSH methods. Google and Google 

Scholar were also used to search for scholarly literature and policy documents. The level of evidence 

provided determined the strength of the findings of each article included for observational/empirical 

review. The evidence was informed by the National Health and Medical Research Council (NHMRC) and 

the National Institute for Health and Clinical Excellence (NICE).  

The level of evidence was guided by the CONsolidated Standards Of Reporting Trials (CONSORT) 

checklist (Moher et al. 2001) and the STrengthening the Reporting of OBservational studies in 

Epidemiology (STROBE) checklist (Vandenbroucke et al. 2007). The report uses the consolidated criteria 

for reporting qualitative studies (COREQ) checklist (Tong et al. 2007) to assess qualitative literature. 

Australian and international guidelines for mental health legislation were also reviewed to inform 

guidelines for restrictive interventions.  

The report finds strong evidence that all restrictive interventions should be considered a last resort and for 

the minimum amount of time necessary. There was a consistent lack of strong evidence for the practice of 

restrictive interventions. However, there are lower levels of evidence and policy that can provide generic 

principles for the use of restrictive interventions. The practice of restrictive interventions can be broken 

into three stages: before, during and after the use of the restrictive intervention.   

Before restrictive interventions 

 Clinicians must be trained regularly in accordance with local policy. 

 Training must focus on early intervention and prevention, de-escalation, physical monitoring and 

understanding relevant local policy. 

 Consumers must be informed of the reason for the restrictive intervention.  

During restrictive interventions 

 The individual recovery-oriented, person-centred, holistic needs of the consumer must be recognised 

and provided for as much as possible. 

 Consumers must be treated with dignity and respect. 

 Clinicians must continue to actively engage with the consumer. 

 Acute physical and mental health needs must be identified and attended to. 

 Consumers must be regularly monitored for the impact of the restrictive intervention on their physical 

and psychological wellbeing. 

After restrictive interventions 

 A collaborative review of the episode must occur and should ideally have input from the consumer, 

carers and all relevant parties.  

 Consumers, carers and relevant parties must be offered debriefing and support.  

Apart from the generic principles of the practice of restrictive interventions, there were lower levels of 

evidence and policy specific to each intervention.  
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Physical restraint 

 During the physical restraint episode, under no circumstances should direct pressure be applied to the 

neck, thorax, abdomen, back or pelvic area. This action is associated with asphyxia.   

 The prone position (lying on the floor face down) and the flexion of the head or trunk toward the knees 

restrict the ability of the person to breath and should be avoided.  

 Wherever possible, restraining a consumer on the floor should be avoided.  

 However, if the floor is used, then this should be for the shortest period of time needed to bring the 

situation under control.  

 The consumer needs to be medically monitored for the duration of the episode and medically reviewed 

after the episode.  

Mechanical restraint 

 Clinicians must be trained in the application of the restraint device.   

 The airway, breathing, circulation, skin integrity and body alignment must be maintained during the 

mechanical restraint episode. 

 A clinician must be with the consumer during the episode.  

Seclusion 

 Consumers need to be reviewed at intervals of not more than 15 minutes. 

 There may be occasions when the frequency of observation will need to be increased.   

 Clinicians need to maintain ongoing engagement with the consumer.  

 Consideration should be given to the physical environment of the seclusion room and any items that 

can be offered to ensure consumers have appropriate sensory input subject to risk assessment.    

Victorian mental health services use a broad range of policies, procedures and guidelines to direct and 

guide staff in the use of physical restraint. The policy analysis revealed that current documents 

comprehensively outline the process of physical restraint. These documents provide a good starting point 

for the development of specific policies that align with the new regulation of physical restraint in the 

Mental Health Act 2014. 

As mental health services across Victoria adopt recovery-oriented principles and begin to implement the 

new Act, the number of episodes of restrictive interventions is expected to decrease. This systematic 

literature review shows that there is scant evidence to guide clinicians in applying recovery-oriented 

principles to the use of restrictive interventions.       
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Introduction 

Background to the review 

The key reforms in Victoria’s Mental Health Act 2014 (the Act) focus on four inter-related themes:  

 establishing a legislative framework that promotes recovery-oriented practice  

 minimising the length of time people are subject to compulsory assessment and treatment 

 improving the oversight of the use of the Act and encouraging service improvement  

 establishing safeguards in the legislation to protect people’s human rights and dignity.  

The fourth theme focuses on limiting the use of restrictive interventions to clinically manage mental health 

consumers (Department of Health 2012a).  

Restrictive interventions involve the use of bodily restraint and seclusion. Section 3 of the Act defines 

bodily restraint as ‘a form of physical or mechanical restraint that prevents a person having free 

movement of his or her limbs, but does not include the use of furniture (including beds with cot sides and 

chairs with tables fitted on their arms) that restricts the person's ability to get off the furniture’ (State 

Government of Victoria 2014, p. 12). Physical restraint involves the ‘skilled, hands-on immobilisation or 

physical restriction of a person’ (Department of Health 2009, p. 8). Physical restraint is usually applied by 

trained clinical staff and increasingly with the assistance of security personnel. Physical restraint 

techniques vary according to the different types of training offered (Department of Health 2009). 

Mechanical restraint involves the ‘application of devices (including belts, harnesses, manacles, sheets 

and straps) on a consumer’s body to restrict their movement’ (Department of Health 2013a, p. 28). 

Section 3 of the Act defines seclusion as ‘the sole confinement of a person to a room or any other 

enclosed space, from which it is not within the control of the person confined to leave’ (State Government 

of Victoria 2014, p. 12).  

Restrictive interventions are used internationally. However, given the potential for detrimental impact on 

people’s physical and psychological wellbeing, there is an international trend toward reducing, and in 

some cases eliminating, the use of restrictive interventions (Department of Health, 2013b).   

Restrictive interventions are used throughout Australia (Department of Health 2013b), but there are 

national initiatives to reduce the use of restraint and seclusion. Reducing restrictive interventions was 

identified as one of four safety priorities in mental health services by the Commonwealth Government 

(National Mental Health Working Group 2005). Mental health services must be safe for consumers, 

carers, families, visitors, staff and the community by reducing and, where possible, eliminating the use of 

restraint and seclusion (Commonwealth  Government of Australia 2010). The National Mental Health 

Commission has also initiated a national project to determine best practice in reducing or eliminating 

restrictive interventions including the use of chemical restraint (Australian Institute of Health and Welfare 

2013). 

In Victoria, successive state governments have demonstrated a commitment to reducing the use of 

restrictive interventions. In 2006, the Victorian Quality Council, the Chief Psychiatrist and the Quality 

Assurance Committee supported the development and implementation of the Creating Safety: Addressing 

Restraint and Seclusion Practices project. The project strengthened and supported safety in mental 

health inpatient units by teaching clinicians how to reduce the use of restrictive interventions (Department 

of Health 2013a). More recently, the Reducing Restrictive Interventions project supported inpatient 
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services and emergency departments throughout Victoria to reduce and, where possible, eliminate 

restrictive interventions (Department of Health 2013a). 

There is some evidence that the use of seclusion has been reduced across Australia. In relation to 

incidents per 1,000 bed days, data indicate a progressive decrease from a national average of 15.6 

events in 2008–09 to 10.6 events in 2011–12 (Australian Institute of Health and Welfare 2013). However, 

rates of seclusion vary markedly between jurisdictions with a high of 25.7 events per 1,000 bed days in 

the Northern Territory to 0.7 in the Australian Capital Territory. There are also varying rates among 

population groups, with a rate of 20.9 events per 1,000 bed days in child and adolescent units compared 

with 1.6 events for older people.  

In Victoria, the number of people secluded peaked in 2006–07 and had declined by 22 per cent in 2011–

12. Yet the average duration of time in seclusion has increased over this period and 12 per cent of people 

admitted in 2011–12 were still secluded at some time during their hospital stay (Department of Health 

2012b, pp. 39–40). Similarly the number of people subject to mechanical restraint peaked in 2007–08 and 

had declined by 37 per cent in 2011–12 (Department of Health 2012b, p. 43). Yet there were still 593 

episodes of mechanical restraint in that reporting year, up from 512 episodes in the previous year 

(Department of Health 2012b, p. 43). There was no mandatory reporting of the use of physical restraint 

under the Mental Health Act 1986.   

Aim of the literature review and policy analysis 

The Mental Health Act 2014 further strengthens the impetus to reduce the use of restrictive interventions. 

It does so by:  

 introducing the regulation of physical restraint as well as strengthening the regulation of mechanical 

restraint and seclusion  

 increasing the oversight of and accountability for the use of these restrictive interventions  

 specifying that restraint and seclusion are measures of last resort that should only to be used after 

less-coercive interventions have been ‘tried or considered and found unsuitable in the circumstances’ 

(Department of Health 2012a, p. 8). 

This literature review was a prerequisite to the development of the new guideline from the Chief 

Psychiatrist on the use of restrictive interventions to support mental health services in implementing the 

new legislation (Chief Psychiatrist 2014). The guideline addresses the practice of bodily restraint 

(including mechanical and physical restraint) and seclusion. The Chief Psychiatrist’s guideline on 

mechanical restraint (Department of Human Services 2006) and seclusion (Department of Health 2011) 

were incorporated into the new guideline. 

The Department of Health has commissioned substantial literature reviews that inform this report. 

Livingstone (2007) conducted a comprehensive literature review on seclusion practices. The focus of 

another comprehensive literature review was on reducing the use of bodily restraint and seclusion 

through preventive approaches (Department of Health, 2013b). As valuable as they are, neither review 

addressed best practice guidelines for restrictive interventions when complex situations arise that require 

their use. 

To fill this gap, this report reviews the literature on the practices of physical restraint, mechanical restraint 

and seclusion. This report subsequently builds on the comprehensive literature reviews previously 

commissioned by the Department of Health. In Victoria, the regulation of physical restraint occurs for the 

first time under the Act. A review of Victorian mental health service policies, procedures and guidelines 
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was also undertaken to identify the extent to which physical restraint is systematically addressed in 

existing documentation, prior to the implementation of the new legislation. 
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Methods 

Overview 

Three discrete systematic literature reviews were undertaken on:  

 physical restraint practices  

 mechanical restraint practices  

 seclusion practices.  

The strength of the findings of each article was determined by the ‘level of evidence’ on which the findings 

were based. The classification of a level of evidence is used to evaluate observational/empirical study 

design (NHMRC 2000). The levels of evidence are categorised in Australia from strongest ‘level of 

evidence I’ to weakest ‘level of evidence IV’ (NHMRC 2000).  

Definitions of the level of evidence 

The National Health and Medical Research Council (NHMRC) guide for assessing the level of evidence 

was used to refer to the degree to which bias had been eliminated in the study design of all of the 

literature included for review (NHMRC 2000) (see levels I to 1V in Table 1). An additional level of 

evidence outside the scope of the NHMRC guide was added based on the National Institute for Health 

and Clinical Excellence (NICE) document Violence clinical practice guidelines: the short-term 

management of disturbed/violent behaviour in inpatient psychiatric settings and emergency departments 

in the United Kingdom. The method of defining the level of evidence of the NICE document was used for 

study designs where bias cannot be controlled. Thus, a ‘level of evidence V’ was added (NICE 2005) 

(Table 1). 

Table 1: NHMRC and NICE levels of evidence   

Level of evidence Study design 

I Evidence obtained from a systematic review of all relevant randomised 
controlled trials 

II Evidence obtained from at least one properly designed randomised 
controlled trial 

III-1 Evidence obtained from well-designed pseudo-randomised controlled 
trials (alternate allocation or some other method) 

III-2 Evidence obtained from comparative studies (including systematic reviews 
of such studies) with concurrent controls and allocation not randomisation, 
cohort studies, case-control studies or interrupted time series with a 
control group 

III-3 Evidence obtained from comparative studies with historical control, two or 
more single arm studies, or interrupted time series without a parallel 
control group 

IV Evidence obtained from case series, either post-test or pre-test/post-test 

V Non-analytic studies (case report), expert opinion, and formal consensus 
documents (position statements) 
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Assessment of the level of evidence  

Levels of evidence were assessed with widely accepted tools for describing components of study design 

(Table 2). Meta-analysis is a statistical process that allows comparison among randomised controlled 

trials (RCT) with matching dependent variables to give treatment effect size (The Cochrane Collaboration, 

2014). The CONSORT checklist (Moher et al. 2001) was used in the absence of meta-analysis of RCTs. 

The STROBE checklist (Vandenbroucke et al. 2007) was used for study designs without random 

allocation. The checklists are designed to assist with the reporting of study designs. The STROBE 

checklist, for example, was not designed to determine the quality of published observational research 

(von Elm et al. 2007).  

Table 2: Assessment tool for levels of evidence 

Level of evidence Assessment tool 

I Meta-analysis 

II CONSORT checklist  

III-1 STROBE 

III-2 STROBE 

III-3 STROBE 

IV STROBE 

V Not applicable 

Unclassified evidence qualitative research   

To assess qualitative studies, the consolidated criteria for reporting qualitative studies (COREQ) checklist 

was used (Tong et al. 2007). The 32-item checklist for interviews and focus groups can assist with 

reporting the study design, with a similar method as the CONSORT and STROBE checklists.    

National and international guidelines on the practice of restrictive 
interventions 

Guidelines were obtained to explore current practice of restrictive interventions. Guidelines among 

Australian states and territories were reviewed along with United Kingdom guidelines. 
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The practice of physical restraint  

Aims  

A review of the published literature on the practice of physical restraint was undertaken to systematically 

answer the review questions: 

1. What levels of evidence exist for standards and clinical guidelines of physical restraint? 

2. What levels of evidence exist for staff responses and processes of physical restraint? 

3. What levels of evidence exist for decision-making processes and physical restraint? 

Literature search strategy  

Key words, Boolean and MeSH methods (mental health AND physical restraint; mental illness AND 

physical restraint) were entered to databases CINAHL, MEDLINE, PsycINFO and the Cochrane Library. 

Google and Google Scholar were added to the search strategy for level of evidence V literature, using the 

same search words. Scholarly papers were excluded based on the title, abstract and key words if:  

 they were not published in English  

 people with intellectual disability were recruited and/or combined with data of people with mental 

illness  

 descriptors of seclusion and physical restraint were combined  

 a clear definition of physical restraint was lacking in the body of the manuscript  

 the paper was a trial protocol.  

The search year range was from 1990 to current literature (Table 3). 

Results 

Table 3: Search strategy 1990–2014 for all levels of evidence and qualitative literature   

Database  Number found Articles read after 
reducing duplicates 

Number reviewed  

CINAHL 396 40 24 

MEDLINE 65 

PsycINFO 201 

Cochrane Library 25 3 1 

TOTAL 687 43 25 

Note: See Appendices A, B, and C for STROBE, COREQ, and CONSORT checklists.  

Literature reviews of physical restraint  

The search identified four reviews about the use of physical restraint. The Cochrane review of Sailas and 

Fenton (2000 – updated 2012) could not identify any level of evidence II RCTs of serious mental illness 

and physical restraint. Through systematic review of observational/empirical research of physical 

restraint, Stewart et al. (2009) identified 45 studies (level of evidence III and IV) describing: incidence, 
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techniques, duration, antecedents, injuries, characteristics of restrained consumers, staff and consumer 

experiences, and staff training programs in physical restraint techniques. Taking consumers to the floor in 

the prone position was the most common technique used in physical restraint, although there was no 

difference among prone and supine restraint duration (both were 10 minutes) (Stewart et al. 2009). Mean 

restraint time in vertical or sitting positions was five minutes (Stewart et al. 2009). The provision of training 

was identified as problematic and aggression management skills were not updated regularly enough 

(Stewart et al. 2009). Two qualitative reviews identified the effects of physical restraint on consumers 

(Strout 2010 – 12 studies; Sturrock 2010 – five studies). The effect of physical restraint on consumers 

was generally negative (Strout 2010). Consumers wanted good communication among staff, good 

communication among staff and consumers, better training of staff in restraint techniques and methods to 

avoid the use of physical restraint, and for clinicians to consider culture and gender issues during the 

course of the restrictive intervention (Sturrock 2010). However, specific details of the practice related to 

the identified concerns of consumers were not articulated.  

The search identified one review of the international literature on all physical–restraint related deaths 

irrespective of location and health status and an analysis of deaths in custody in the United Kingdom from 

1999 to 2010 (Duxbury et al. 2011). Among a variety of circumstances leading to the use of physical 

restraint, positional asphyxia was implicated in 26 (68 per cent) of 38 deaths reported in the United 

Kingdom from 1999–2010. Hospital staff were associated with seven of these deaths. Prone restraint and 

the flexion of the head or trunk toward the knees were associated with positional asphyxia (Duxbury et al. 

2011). People with mental illness were at a greater risk of death when physically restrained in a prone 

position for a prolonged period. The authors stress that there is no safe time limit for duration of physical 

restraint, nor absolute safe physical restraint position (that is, supine, prone and vertical) (Duxbury et al. 

2011). The practice of physical restraint and circumstances related to all death, regardless of health 

status and location, were: 

 when the individual was in a prone position (flat or over a mattress/chair)      

 the number of staff was between two and 15 

 the length of physical restraint was between 10 minutes and 100 minutes. 

(Duxbury et al. 2011) 

A refined search strategy inclusive of 2008 to 2014 to identify new evidence that may add to the 

knowledge base and answer the review questions was undertaken. The papers of the four reviews 

previously described (Sailas and Fenton 2000; Stewart et al. 2010; Strout 2010; Sturrock 2010) were not 

included in the review.     

Level of evidence I 

One paper from the Cochrane Schizophrenia Group met inclusion criteria for review. Sailas and Fenton 

(2000 – updated 2012) concluded there were no RCTs to evaluate the value of physical restraint for 

consumers with mental illness. Specifically, the effect of physical restraint on psychosocial, mental health 

and physical health outcome measures has not been described through the use of RCT.   

Summary: There is no level of evidence I to guide the practice of physical restraint.  

Level of evidence II 

There were no published RCTs on the use of physical restraint in the literature since the Sailas and 

Fenton (2000 – updated 2012) Cochrane review.  

Summary: There is no level of evidence II to guide the practice of physical restraint. 
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Level of evidence III 

Three studies were included in the review. Two papers described successful training programs to reduce 

the frequency of physical restraint among adults (Ward et al. 2012) and children and adolescents (Jani et 

al. 2011). One study compared the effectiveness of control and restraint (C&R) with strategies in crisis 

intervention and prevention (SCIP) to reduce the frequency of physical restraint (Lee et al., 2012). C&R 

was developed to assist corrective services staff and has since been adopted and modified by mental 

health services across the United Kingdom (NICE 2005). The SCIP model emphasises de-escalation 

techniques and encourages non-aversive physical holds (Spokes et al. 2002). Lee et al. (2012) report the 

C&R model to be more effective due likely to fewer physical restraint techniques in the training and 

greater emphasis on the teaching of the techniques. Duxbury et al. (2011) was an interrupted time series 

study without a parallel control group, which provided evidence for the avoidance of prone restraint.  

Summary: There is evidence to support the training of staff in fewer rather than more physical restraint 

techniques to reduce physical restraint episodes. The prone position (lying on the floor face down) and 

the flexion of the head or trunk toward the knees restrict the ability of the person to breathe and should be 

avoided.  

Level of evidence IV  

Four studies were included in the review. Barton et al. (2009) report the transformation of a mental health 

service to reduce physical restraint with a recovery-oriented approach. Specifically, incorporating 

recovery-oriented, person-centred, and trauma-informed care can make restraint-free environments 

possible (Barton et al. 2009). Whittington et al. (2012) examined longitudinal patterns of almost 10,000 

physical restraint episodes with repeated aggression among people with serious mental illness. Physical 

restraint episodes were less likely when, over time, consumers were able to meaningfully engage with 

clinicians (Whittington et al. 2012). However, the practice of physical restraint was not explained. Laker et 

al. (2010) mostly attribute the failure of a de-escalation training program to reduce physical restraint 

episodes due to poor consistency and reporting of restraint events. However, the content of the training 

program was not disclosed. Lancaster et al. (2008) could not identify an association among consumer 

injury and restraint position (vertical, supine and prone) across 680 episodes of restraint.  

Summary: There is evidence to support a recovery-oriented approach in reducing physical restraint 

episodes.  

Level of evidence V 

There is support among all stakeholders for the reduction/elimination of physical restraint episodes in 

mental health services (Livingston 2007; MIND 2013). Guidelines have been developed on the standards 

of practice of physical restraint by the American Psychiatric Nurses Association (2014), the American 

Association for Emergency Psychiatry (Knox and Holloman Jr 2012) the Royal College of Nursing (2008) 

yet all lack detail of the pragmatic process guiding the practice of physical restraint when this restrictive 

intervention is the last resort to protect consumers and others from harm.  

A rationale for the reduction of physical restraint is the inherent physical health risk to consumers. There 

are no absolutely safe physical restraint positions (that is, horizontal, vertical and seated), even the 

recovery position has been associated with a restraint-related death (Aiken et al. 2011). Despite the 

opinion that the most obvious way to reduce the risk of physical restraint related death is to avoid restraint 

by promoting de-escalation (Paterson et al. 2003) and early intervention and prevention techniques, 

guidance about the practice of physical restraint is limited mostly to expert commentary in peer review 

journals.  
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As a last resort, the practice of physical restraint should be a component of a holistic training package for 

staff, inclusive of de-escalation strategies relevant to local service policy (Knox and Holloman Jr 2012; 

Paterson and Duxbury 2007; Paterson 2009), and individual consumer care plans (Benson et al. 2012). 

Hollins (2010) described the need for staff to consider the surface on which the procedure will occur and 

be mindful of the potential for staff to slip. As such, movement specialists (such as physiotherapists) are 

recommended to assist with the development and training approaches to physical restraint (Hollins and 

Stubbs 2011). 

The call for a physical restraint episode to be considered a medical emergency was made in 2004 by the 

National Institute for Mental Health in England. The practice of physical restraint should: 

 consist of multidisciplinary input 

 be supported with continuous monitoring during the episode    

 be medically reviewed no more than two hours post episode  

 be accompanied by thorough documentation throughout 

 include medical observation monitoring for 24 hours after the episode.  

(NIMHE 2004; Reeves 2011)   

Furthermore, the practice of physical restraint and subsequent review of episodes should include 

description of:  

 the number of staff involved and the team approach with identified roles 

 exactly where the pressure of the manual hold was applied 

 the nature and degree of force used to achieve stability 

 whether and why contemporaneous pain compliance techniques were used 

 total time of force application 

 contra-indications such as pathologies or previous/current injuries 

 staff to identify and manage risk in whatever position the consumer was restrained 

 identified issues to assist follow-up and ongoing training.    

(Allen 2007; Duxbury and Paterson 2005; Hollins 2010) 

Qualitative literature 

The literature search did not identify any studies that met the inclusion criteria for review since the 

qualitative reviews of Sturrock (2010) and Strout (2010).   

National and international guidelines on the practice of physical 
restraint 

Google and Google Scholar were used to source national and international guidelines on the practice of 

physical restraint. The practice of physical restraint was summarised and described in three stages:  

 before a physical restraint episode  

 during a physical restraint episode  

 after a physical restraint episode (see Table 4).  

An extended description of the practice of physical restraint is shown in Appendix D. 
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Table 4: Summary of select Australian and international guidelines on the practice of physical restraint  

Stage of 
physical 
restraint 
episode 

Description of mental health 
service responsibility 

Pragmatic procedures  

Prior Staff education on use of restraint Only staff trained in physical restraint can be involved in a restraint. Training needs to 
include early intervention and prevention techniques as well as assessment, responding to, 
and monitoring aggression. Staff need to be trained in basic life support. 

Assessment – medical, risk etc. Comprehensive assessment based on risk assessment and management needs to occur 
including consumer history, risk to self and others, mental health status and physical health 
status. 

Authorisation Authorisation must be timely and by the person identified in the mental health legislation.  

Communication The consumer must be informed of the reason for restraint and carers must be informed as 
soon as possible. 

During Application of restraint Application of physical restraint varies: some guidelines stipulate that prone restraint is time 
limited; other guidelines state that any type of restraint should not be used for prolonged 
periods, and should be brought to an end at the earliest opportunity. During physical 
restraint under no circumstances should direct pressure be applied to the neck, thorax, 
abdomen, back or pelvic area. 

Consideration of needs 
(gender/culture/spiritual/trauma/ 

language/disability)  

During physical restraint, the unique needs of the consumer should be recognised 
(including cultural, spiritual, language, disability, and gender concerns) and attended to as 
much as possible. 

Monitoring/observation Direct and continuous observation of the consumer by staff during the period of restraint is 
required. Ongoing assessment should include the consumer’s mental and physical health 
status and the continuing need for restraint.  

Care provided during restraint Acute mental and physical health needs (specifically care of the head, neck, airway, and 
chest) including engagement need to be provided. De-escalation needs to continue. Care 
needs to be taken to protect privacy and dignity. 
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Stage of 
physical 
restraint 
episode 

Description of mental health 
service responsibility 

Pragmatic procedures  

Post Evaluation (systemic) Collaborative review with the consumer and family and all key stakeholders must occur. 

Post restraint debrief (for consumers) All consumers need to be offered debriefing and support post the episode. 

Families and carers involved Families and carers must be involved in planning, reviewing, and evaluating all aspects of 
care and support. 

SOURCES: Australian Capital Territory Government (2011); Department of Health United Kingdom (2014); National Institute of Clinical Excellence (2005); State 

Government of New South Wales (2012); Scottish Commission for the Regulation of Care (2010); State Government of Tasmania (2013). 
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Conclusion: the practice of physical restraint 

There is weak evidence to describe the practice of physical restraint. However, from existing evidence, 

which mostly relies on expert commentary, the following conclusions can be made. 

Overall 

 The majority of consumers report physical restraint as a negative experience. 

Before a physical restraint episode 

 Emphasis needs to be placed on early intervention and the prevention of aggression. 

 Recovery-oriented, person-centered and trauma-informed care reduce the use of physical restraint.  

 Consumers, carers, and relevant third parties must be informed of the reason for restraint as soon as 

possible. 

 Physical restraint should be a component of a holistic training package for staff, which includes 

training in early intervention and prevention, de-escalation, physical monitoring, and relevant local 

service policy. 

 Training needs to be updated on a regular basis.  

 Staff need to be trained in basic life support. 

 Consideration needs to be given to the amount of techniques in the training.  

– Fewer techniques with an emphasis on applying the techniques.  

During a physical restraint episode 

 If physical restraint is used it should only be used as a last resort.  

 There is no physical restraint position that is absolutely safe. 

 Staff must monitor and manage the risks, whatever restraint position is used.               

– Under no circumstance should direct pressure be applied to the neck, thorax, abdomen, back or 

pelvic area. 

 The prone position (lying on the floor face down) and the flexion of the head or trunk toward the  knees 

restrict the ability of the person to breath and should be avoided.  

 There is no safe time limit for physical restraint. 

 Wherever possible, restraining consumers on the floor should be avoided. 

– If the floor is used, this should be for the shortest period of time and for the central reason of 

gaining control of the situation. 

 Physical restraint requires physical and psychological monitoring and a physical health review after the 

episode. 

After the physical restraint episode 

Debriefing with consumers and staff is important. 

There must be a rigorous review of the event conducted with all key stakeholders. 
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Analysis of Victorian health service physical 
restraint policies  

Introduction 

A review of Victorian mental health service policies, procedures and guidelines was undertaken to identify 

the extent to which physical restraint is systematically addressed in existing documentation. This was to 

provide evidence of physical restraint knowledge in clinical settings and the extent to which services have 

existing baseline documentation, on which to develop policies, procedures and guidelines to align with the 

Mental Health Act 2014.  

Health services use policies, procedures and guidelines to direct and guide the work of staff. Policies are 

high-level mandatory documents directing staff practice and require senior management authorisation. 

Procedures provide instructions for specific tasks and are also mandatory. Guidelines advise on action to 

take but are often discretionary in their application (Department of Health 2013b).  

Approach 

An exploratory review of existing Victorian mental health service documentation on physical restraint was 

undertaken using a content and thematic analysis.   

Sample  

The Department of Health invited all Victorian public mental health services to provide documents on 

physical restraint for review. The researchers then screened them for suitability for analysis.  

Procedure 

Table 5 indicates a number of themes in the position statements and guidelines in the national and 

international literature. These themes were divided into processes that should occur before, during and 

after an episode of physical restraint. A review schedule was developed with coding based on these 

themes (Table 5). The detection of these codes was determined in the documentation and the codes then 

subject to further thematic analysis.  

Data analysis 

A general inductive approach was used to analyse the data (Thomas 2006). The coding was aligned with 

the pre-existing themes of physical restraint from the literature review. Coded material was read in depth 

for the detection of underlying themes within the codes, until central relationships began to emerge 

(Patton 2002).  

Results 

Sample description 

In total, 45 documents were received from 13 mental health service providers. One document was a 

teaching manual and another a staff memorandum. Both were removed from the analysis (n = 43). Of 

these documents, 25 applied to either mechanical restraint or seclusion (without mention of physical 

restraint) and were removed from the analysis. Four services did not submit any documentation relating to 



A literature review and policy analysis on the practice of restrictive interventions in Victoria Page 23 

physical restraint. This left a total of 18 documents over nine services for analysis. Of these 18 

documents, seven were policies, four were procedures, one both a policy and procedure, and six were 

guidelines. 

Overview 

Cross-document reference to physical restraint 

The references to physical restraint in five of the nine services occurred over two or more documents. In 

one service this occurred in five different documents. 

Physical restraint located outside of mental health service provision 

Many of the references to physical restraint were not specific to mental health and occurred in service-

wide aggression management documents given such titles as ‘Aggression management policy’ or ‘Code 

grey policy’. This may stem from physical restraint not being regulated in the Mental Health Act 1986. 

Given its regulation in the Mental Health Act 2014, specific mental health service policies, procedures and 

guidelines will be required. 

Before physical restraint  

Documentation of all services acknowledged the need to focus on interventions to avoid the use of 

physical restraint. De-escalation skills were often cited, though there was a lack of detail as to what these 

skills involved. 

The following information was well articulated in the majority of the documentation:  

 definitions of physical restraint  

 an indication that physical restraint is a last resort  

 an indication of who can authorise and apply physical restraint  

 an indication of when it should be applied  

 the need for assessment prior to its use (Table 5). 

 In regard to assessment, there was a focus on risk assessment with less emphasis on medical and 

psychosocial assessment including mental health status assessment.   

There was a gap in the documentation regarding staff education about physical restraint. This information 

may have been articulated in service-wide staff development plans, which were not reviewed in this 

exercise.  

During physical restraint  

Although documentation mentioned specific physical restraint techniques, this was primarily confined to 

general statements about the need to avoid the use of prone restraint. Only one service indicated the 

specific techniques to be used to avoid prone restraint.   

Many of the policies, procedures and guidelines detailed the documentation required at the time of 

physical restraint (Table 5), with document templates occasionally included. However, some of the 

documents neglected to mention the need for a care plan articulating goals and specific interventions 

(Table 5). Review processes when the use of physical restraint was prolonged were also generally well 

acknowledged. 
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Most services acknowledged the importance of communication with the person during restraint. However, 

they did not clearly articulate other practices for working in partnership with people with mental illness. For 

example, there was a lack of clarity about the need to address the uniqueness of the individual related to 

culture, gender or past experience of trauma (Table 5).    Only one service mentioned the need for 

trauma-informed care. Some documents lacked an indication as to when the use of physical restraint 

should be ceased.  

After physical restraint  

A clear majority of the documents outlined the need for a debrief after instances of physical restraint with 

clinicians, people with mental illness and carers (Table 5). Reference to carers was strongest in the post-

restraint phase. The documents did not feature a call for systemic evaluation of the event in order to avert 

similar incidents (Table 5).     

Table 5: Content analysis of physical restraint documentation 

Time Codes Service 

1 2 3* 4 5 6* 7 8 9 10 11* 12* 13 

Before Definition of physical 

restraint provided 

       X      

Statement regarding 

avoiding its use 

       X      

Preventative 

approaches outlined 

             

Staff education on use    X    X X X   X 

Assessment – 

medical, risk, etc. 

             

Who can apply it        X  X    

When applied        X  X    

Authorisation          X    
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Time Codes Service 

1 2 3* 4 5 6* 7 8 9 10 11* 12* 13 

During Application of restraint    X            X X X    

Communication          X   X 

Consideration of 

needs (gender/ 

culture/spiritual/trauma

/ language/ disability) 

X   X    X  X X   X 

Monitoring/observation 

 

       X  X   X 

Care provided during 

restraint 

X    X    X  X    

Documentation 

required 

             

Care planning X                    X                   X   X 

Review              

When should it cease X   X      X    X 

After Post-restraint debrief    X     X     

Evaluation (systemic)    X     X X   X 

Families and carers 

involved 

         X    

* Services that provided documentation but not on physical restraint.  

Sources: Thirteen Victorian services were included in the analysis.    

Discussion 

Victorian mental health services use a broad range of policies, procedures and guidelines to direct and 

guide staff in the use of physical restraint. Overall, the documents comprehensively outlined the process 

of physical restraint, despite the need to consolidate the information into one document specific to mental 

health. These documents are a good starting point for the development of mental health policies that align 

with the new regulation of physical restraint in the Mental Health Act 2014. 

 The emphasis was on tasks, such as authorising restraint, documenting physical restraint and reviewing 

its prolonged use. The challenge lies in the policies, procedures and guidelines reflecting the recovery-

oriented requirements of the legislation, through such mechanisms as supportive-decision making. 

Communication with both consumers and carers needs to be outlined across the three phases of physical 

restraint. The requirement to adapt the use of physical restraint to the unique needs of the individual 

(relative to gender, culture, and past trauma) needs to be strengthened.  
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This exercise aimed to assist in the development of guidelines to cover the use of bodily restraint and 

seclusion aligned with the Mental Health Act 2014. It is noteworthy that most documents mentioned the 

avoidance of prone restraint. This is in line with the Chief Psychiatrist’s practice advisory note 

(Department of Health 2013c), and is a positive indication of service response to guidelines issued by the 

Department of Health.   
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The practice of mechanical restraint 

Aims 

A review of the published literature on the practice of mechanical restraint was undertaken to 

systematically answer the review questions: 

1. What levels of evidence exist for standards and clinical guidelines of mechanical restraint? 

2. What levels of evidence exist for staff responses and processes of mechanical restraint? 

3. What levels of evidence exist for decision making processes and mechanical restraint? 

Literature search strategy  

Key words, Boolean and MeSH methods (mental health AND restraint; mental illness AND restraint)
1
 

were entered to databases CINAHL, MEDLINE, PsycINFO and the Cochrane Library. Google and Google 

Scholar were added to the search strategy for level of evidence V literature using the same search words. 

Scholarly papers were excluded based on the title, abstract, and key words if:  

 they were not published in English  

 consumers with intellectual disability were recruited and/or combined with data of people with mental 

illness 

 descriptors of seclusion and restraint were combined  

 a clear definition of mechanical restraint was lacking in the body of the manuscript 

 the paper was a trial protocol.  

The search year range was 1990 to current literature (Table 6). 

Results  

Table 6: Search strategy 1990–2014 for all levels of evidence and qualitative literature  

Database  Number found Articles read after 
reducing duplicates 

Number reviewed  

CINAHL 102 96 19 

MEDLINE 84 

PsycINFO 88 

Cochrane Library 25 3 1 

TOTAL 299 99 20 

Note: See Appendices A, B and C for STROBE, COREQ and CONSORT checklists. 

                                                                    
1
 Entering ‘mechanical restraint’ limited the number of papers to less than 10. 
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Literature reviews of mechanical restraint  

The search identified five reviews about the use of mechanical restraint. The reviews focused on 

frequency of the use of mechanical restraint (Fisher 1994; Kallert 2011; Sailas and Wahlbeck 2005), a 

historical narrative about the general use of mechanical restraint from the 1800s until the turn of the 

millennium (Bower et al. 2003) and interventions to reduce mechanical restraint (Bak et al. 2012). With 

the exception of Bak et al. (2012), the reviews lacked a guide (for example STROBE and COREQ) to 

assist readers with their interpretation of the evidence. Among the reviews, there was an absence of a 

focus on consumer experiences of mechanical restraint and the pragmatic process of how to 

mechanically restrain a consumer. Given the most recent review was published in 2011 and focused only 

on interventions to reduce episodes of mechanical restraint, it was necessary to revisit the literature from 

1990 of observational/empirical studies and mechanical restraint with specific attention to study designs. 

Level of evidence I 

One paper from the Cochrane Schizophrenia Group met inclusion criteria for review. Sailas and Fenton 

(2000 – updated 2012) concluded there were no RCTs to evaluate the value of mechanical restraint for 

consumers with mental illness. Specifically, the effect of mechanical restraint on psychosocial, mental 

health and physical health outcome measures has not been described through the use of RCT.   

Summary: There is no level of evidence I to guide mechanical restraint practice. 

Level of evidence II 

One RCT was published on the use of mechanical restraint in the literature since the Sailas and Fenton 

Cochrane review (2000 – updated 2012). Consumers experiencing severe mental health crisis and 

presenting to an emergency department were randomly allocated to mechanical restraint or seclusion 

(Huf et al. 2012). Seclusion was considered a less-restrictive and more effective option for reducing the 

risk of harm compared with mechanical restraint (Huf et al. 2012). Consumers who were mechanically 

restrained required ‘further intervention’ within the first hour of restraint compared with secluded 

consumers (p = 0.02) (Huf et al., 2012). However, the ‘further interventions’ required were not described.  

Summary: There is limited evidence to support mechanical restraint compared with seclusion in an 

emergency department. There is no level of evidence II to guide the practice of mechanical restraint. 

Level of evidence III  

Three studies were included in the review. The use of mechanical restraint for older adults was more 

common within the first few days of admission to a mental health inpatient service (Gerace et al. 2013). 

Furthermore, the use of mechanical restraint was associated with multiple and involuntary admissions 

(Knutzen et al. 2011). Clinicians and consumers preferred observation and pro re nata (PRN) medication 

over the use of mechanical restraint (Whittington et al. 2009). However, the evidence was limited to 

descriptions of the use and frequency of mechanical restraint rather than the practice of mechanical 

restraint, once de-escalation had failed to reduce risk of injury and harm.  

Summary: There is no level of evidence III to guide mechanical restraint practice. 

Level of evidence IV 

Nine studies were included in the review. The use of mechanical restraint was more frequent in the first 

72 hours of hospitalisation (Di Lorenzo et al. 2012) and to control and/or manage aggressive behaviour 

(Anders et al. 2003; Hottinen et al. 2013). The use was also dependent on gender, ethnicity (Frueh et al. 
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2005; Knutzen et al. 2013) and age (Burton et al. 1992). There was a negative correlation of mechanical 

restraint use and experience/attitude among staff (Macias et al. 2007) and consumers (Naber et al. 1996). 

One paper was specific to the use of mechanical restraint in a recovery-oriented context. Specifically, 

incorporating recovery-oriented, person-centred and trauma-informed care can make restraint-free 

environments possible (Barton et al. 2009). These studies do add to the existing knowledge of the 

frequency and general use of mechanical restraint.  

There was evidence of broad and varied interventions to reduce rates of mechanical restraint. 

Interventions include the development of specific mental health services (Browne et al. 2011; Sivak 2012) 

and rapid response teams to assist with mental health crisis in acute settings (Prescott et al. 2007; Smith 

et al. 2005). These studies do add to the existing knowledge of strategies to reduce mechanical restraint. 

Summary: There is no level of evidence IV to guide the practice of mechanical restraint. There is some 

indication that a focus on recovery-oriented, person-centred and trauma-informed care should be 

considered during the application of mechanical restraint and may reduce its use. 

Level of evidence V 

Evidence of expert opinion and formal consensus statements suggest that for any occasion, mechanical 

restraint is an intervention of last resort once all other options have been tried, considered, and excluded 

(Chaimowitz 2011; Masters et al. 2001; Ragaisis et al. 1999; the Royal College of Nursing 2008; the 

World Health Organization 2012). If mechanical restraint occurs, consumer groups/advocates expect that 

they will be involved in decisions related to the use of mechanical restraint (the National Mental Health 

Consumer and Carer Forum 2010), that the consumer be treated with respect and dignity, and be heard 

(the Victorian Mental Illness Awareness Council, 2011).    

Qualitative literature  

Three studies were included in the review. Consumers expressed the desire for humane treatment during 

mechanical restraint and for their opinions to be heard (Allen et al. 2003; Carr 2012; Robins et al. 2005). 

As a last resort and at the individual level, mechanical restraint was a viable intervention with positive 

outcomes for one consumer, although the consumer expressed frustration that staff were poorly trained in 

the practice of applying the mechanical restraint (Carr 2012).  

National and international guidelines on the practice of mechanical restraint 

Google and Google Scholar were used to source national and international guidelines on the practice of 

mechanical restraint. The practice of mechanical restraint was summarised and described in three stages:  

 before a mechanical restraint episode  

 during a mechanical restraint episode  

 after a mechanical restraint episode (Table 7).  

An extended description of the practice of mechanical restraint is shown in Appendix D.  

 



Page 30 A literature review and policy analysis on the practice of restrictive interventions in Victoria 

Table 7: Summary of select Australian and international guidelines on the practice of mechanical restraint  

Stage of 
physical 
restraint 
episode 

Description of mental health service 
responsibility 

Pragmatic procedures  

Prior Staff education on the use of restraint 

 

All staff using the device need to be trained in its use. 

Assessment – medical, risk etc. Comprehensive assessment needs to occur including consumers history, risk 

to self and others, mental health status, and physical health status. 

Authorisation Authorisation must be timely and by the person identified in the mental health 

legislation.  

Communication The consumer must be informed of the mechanical restraint and period of 

authorisation. Carers must be informed. 

During Application of restraint Device integrity and occupational health and safety and environment 

requirements must be adhered to. Airway, breathing, circulation, skin integrity 

and body alignment must be maintained. The device must be applied for the 

minimum amount of time. 

Consideration of needs 

(gender/culture/spiritual/trauma/language/disability)  

During restraint, the needs of the consumer must be recognised (including 

cultural, spiritual, language, disability and gender concerns) as much as 

possible. 

Monitoring/observation 

 

Direct and continuous observation by staff of the consumer during the period 

of restraint is required. Ongoing assessment should include the consumer’s 

mental and physical health status and the continuing need for mechanical 

restraint. 

Care provided during mechanical restraint Acute mental and physical health needs including hygiene, food and fluids, 

and engagement need to be provided. The integrity of the device must be 

maintained. Care needs to be taken to protect the privacy and dignity of any 

person in a mechanical restraint device.  
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Stage of 
physical 
restraint 
episode 

Description of mental health service 
responsibility 

Pragmatic procedures  

Post Evaluation  Collaborative review with the consumer and family and all key stakeholders 

must occur. 

Post restraint  debrief (for consumers) All consumers and staff need to be offered debriefing and support post the 

event. 

Families and carers involved Families and carers must be involved in planning, reviewing and evaluating all 

aspects of care and support in relation to the use of mechanical restraint. 

Sources: Australian Capital Territory Government (2011); Department of Health United Kingdom (2014); National Institute of Clinical Excellence (2005); New South 

Wales Government (2012); Scottish Commission for the Regulation of Care (2010); Tasmanian Government (2013). 
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Conclusion: the practice of mechanical restraint  

There is weak evidence to describe the practice of physical restraint. However, from existing evidence, 

which mostly relies on expert commentary, the following conclusions can be made. 

Before the use of mechanical restraint 

 Recovery-oriented, person-centred and trauma-informed care can assist efforts to reduce the use of 

mechanical restraint. 

 Emphasis needs to be placed on early intervention and prevention of aggression. 

 Consumers, carers and relevant third parties need to be involved in decisions related to the use of 

mechanical restraint. 

 Staff must be trained in how to apply the restraint device.  

During the use of mechanical restraint 

 If mechanical restraint is used, it must be used only as a last resort. 

 The needs of the consumer must be recognised (including cultural, spiritual, language, disability and 

gender concerns) and provided for as much as possible during the restraint. 

 Consumers must be treated with dignity and respect.  

 Care must be taken to protect consumer privacy. 

 Airway, breathing, circulation, skin integrity, and body alignment must be maintained.  

 Consumers need frequent and ongoing clinical review. 

– Ongoing review should include the consumer’s mental and physical health status. 

 Acute mental and physical health needs including hygiene, food and fluids and engagement need to 

be provided. 

 The device must be applied for the minimum amount of time. 

After the use of mechanical restraint 

 A collaborative review of the episode must occur and should ideally have input from the consumer, 

carer and all relevant third parties. 

 All consumers need to be offered debriefing and support. 
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The practice of seclusion 

Aims 

A review of the published literature on the practice of seclusion was undertaken to systematically answer 

the review questions: 

1. What levels of evidence exist for standards and clinical guidelines of seclusion? 

2. What levels of evidence exist for staff responses and processes of seclusion? 

3. What levels of evidence exist for decision-making processes and seclusion? 

Literature search strategy  

Key words, Boolean and MeSH methods (mental health AND seclusion; mental illness AND seclusion) 

were entered into databases CINAHL, MEDLINE, PsycINFO and the Cochrane Library. Google and 

Google Scholar were added to the search strategy for level of evidence V literature using the same 

search words. Scholarly papers were excluded based on the title, abstract, and key words if:  

 they were not published in English 

 consumers with intellectual disability were recruited and/or combined with data of people with mental 

illness 

 descriptors of seclusion and restraint were combined  

 a clear definition of seclusion was lacking in the body of the manuscript 

 the paper was a trial protocol.  

Due to the 2007 Victorian Quality Council and Chief Psychiatrist’s Quality Assurance Committee report on 

the practice of seclusion (Livingstone 2007), the search year range was 2007 to current literature (Table 

8). 

Results 

Table 8: Search strategy 2007–2014 for all levels of evidence and qualitative literature 

Database  Number found Articles read after 
reducing duplicates 

Number reviewed  

CINAHL 114 30 10 

MEDLINE 95 

PsycINFO 183 

Cochrane Library 25 3 1 

TOTAL 417 33 11 

Note: See Appendices A, B and C for STROBE, COREQ and CONSORT checklists. 
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Literature reviews of seclusion 

A review of the literature to reduce restrictive interventions including seclusion was recently 

commissioned by the Department of Health (2013b). The major findings suggest that seclusion episodes 

can be eliminated in mental health services by:  

 understanding the aetiology of aggression  

 preventing and managing aggression.  

A variety of interventions to reduce seclusion episodes informed by the scholarly literature, professional 

association position statements; and local, national and international policies; were described in detail. 

However, the techniques and processes applied during the practice of seclusion were not articulated.      

Level of evidence I 

One paper from the Cochrane Schizophrenia Group met inclusion criteria for review. Sailas and Fenton 

(2000 – updated 2012) concluded there were no RCTs to evaluate the value of seclusion for consumers 

with mental illness. Specifically, the effect of seclusion on psychosocial, mental health and physical health 

outcome measures has not been described through the use of RCT.   

Summary: There is no level of evidence I to guide the practice of seclusion. 

Level of evidence II 

One RCT was published on the use of seclusion in the literature since the Sailas and Fenton Cochrane 

review (2000 – updated 2012). Consumers experiencing severe mental health crisis and presenting to an 

emergency department were randomly allocated to seclusion or mechanical restraint (Huf et al. 2012). 

Seclusion was considered a less restrictive and more effective option for reducing the risk of harm 

compared with mechanical restraint (Huf et al. 2012). Consumers who were mechanically restrained 

required ‘further intervention’ within the first hour of restraint compared with secluded consumers (p = 

0.02) (Huf et al. 2012). However, the ‘further interventions’ required were not described.  

Summary: There is limited evidence to support seclusion as a less-restrictive alternative compared with 

mechanical restraint in an emergency department. There is no level of evidence II to guide the practice of 

seclusion. 

Level of evidence III 

There were no studies of seclusion with a research design that was: 

 a well-designed pseudo-randomised controlled trial 

 a comparative study with concurrent controls, cohort studies, case-control studies or interrupted time 

series with a control group  

 a comparative study with historical control, two or more single arm studies, or interrupted time series 

without a parallel control group.  

These results are not surprising given the equipoise position of researchers and clinicians and the use of 

seclusion. Furthermore as the clinical, ethical and moral perspectives are for the reduction of seclusion 

episodes, studies comparing the practice of different restrictive interventions are without scholarly 

justification.   

Summary: There is no level of evidence III to guide the practice of seclusion. 
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Level of evidence IV 

Three studies were included in the review. After a 12-month retrospective audit of seclusion episodes, the 

duration of seclusion reduced with medication administered during the seclusion period (Tyrer et al. 

2012). There was no association of length of seclusion and age, gender, ethnicity, diagnosis, events 

preceding the seclusion, and if PRN medication was administered prior to the seclusion episode (Tyrer et 

al. 2012). When surveyed about the practice of seclusion with the Heyman Attitudes to Seclusion Survey 

(Heyman 1987), clinicians were against:  

 remaining with the consumer during the seclusion episode  

 allowing consumers to listen to music  

 providing consumers with reading material (Happell and Koehn 2010).  

However, clinicians were in agreement that the seclusion room should be painted to assist with calming 

the consumer (Happell and Koehn 2011), although the specific proposed changes to the appearance of 

the seclusion room were not discussed.  

Summary: There is limited evidence to guide the practice of seclusion. Consideration should be given to 

the physical environment of the seclusion room and any items that can be offered to ensure consumers 

have appropriate sensory input subject to risk assessment.    

Level of evidence V 

Two papers have described a decision-making framework around the use of seclusion (Ashcraft et al. 

2012; Hyde et al. 2009). The use of seclusion should include assessment, observation, planning and a 

review process (Hyde et al. 2009). The decision-making framework was informed by the United Nations 

Principles for the Protection of People with Mental Illness, the National Mental Health Working Group, the 

Queensland Mental Health Act, and the Queensland Health Policy on Reduction and Elimination of 

Seclusion. During observation and clinical review of secluded consumers, clinicians should be vigilant for 

verbal and behavioural cues at intervals of not more than 15 minutes (Hyde et al. 2009). Behavioural and 

verbal cues should include any deterioration of condition, risk assessment, and an assessment of the 

need for continuing seclusion (Hyde et al. 2009). A review by a senior clinician should occur every three 

hours to determine an appropriate plan of action and cease seclusion as soon as possible (Hyde et al. 

2009). Similar positions of the practice and use/reduction/elimination of seclusion are reported by the 

American Psychiatric Association’s Council on Psychiatry and Law (Metzner et al. 2007), the Canadian 

Psychiatric Association (Chaimowitz 2011), the International Society of Psychiatric-Mental Health Nurses 

(Ragaisis et al. 1999), The Royal Australian and New Zealand College of Psychiatrists (2010), the 

National Mental Health Consumer and Carer Forum (2010), Mental Health America (2011), the Victorian 

Mental Illness Awareness Council (2011), the World Health Organization (2012), the Royal College of 

Nursing (2008), and the American Association for Emergency Psychiatry (Knox and Holloman Jr 2012).  

Summary: There is broad consensus for the reduction/elimination of seclusion among expert opinion and 

position statements of professional associations. The practice of seclusion should only occur when all 

other interventions have not reduced the risk to the consumer or others. The duration of a seclusion 

episode should be as short as possible, highlighted with ongoing clinical review and observation of the 

consumer within not more than 15-minute intervals. Each seclusion episode should be followed with a 

clinical review involving the consumer and carer.      
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Qualitative literature 

Six studies were included in the review. Consumers described the negative emotional impact and effects 

of their seclusion episode (El-Badri and Mellsop 2008; Ezeobele et al. 2014; Mayers et al. 2010; 

Sambrano and Cox 2013). Consumers expressed the need for a seclusion episode to cease as soon as 

possible (Gangon et al. 2013). During a seclusion episode, consumers felt ignored, that they were not 

treated with dignity, and that clinical staff did not assess them with sufficient regular frequency 

(Faschingbauer et al. 2013; Gangon et al. 2013). Consumers also expressed a desire for respect, hope, 

open communication and follow-up assessment (Faschingbauer et al. 2013; Foxlewin 2012; Gangon et 

al. 2013). 

National and international guidelines on the practice of seclusion 

Google and Google Scholar were used to source national and international guidelines on the practice of 

seclusion. The practice of mechanical restraint was summarised and described in three stages:  

 before a seclusion episode  

 during a seclusion episode  

 after a seclusion episode (Table 7).  

An extended description of the practice of seclusion is shown in Appendix D.  
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Table 9: Summary of select Australian and international guidelines on the practice of seclusion 

Stage of 
physical 
restraint 
episode 

Description of mental health service 
responsibility 

Pragmatic procedures  

Prior Staff education on the use of seclusion All staff need to be trained in early intervention and prevention of aggression as 

well as observation and monitoring of consumers while they are in seclusion.  

Assessment- medical, risk etc. Comprehensive assessment needs to occur including the consumer’s history 

(including any underlying conditions), risk to self and others, mental health 

status, and physical health status. 

Authorisation Authorisation must be timely and by the person identified in the mental health 

legislation and local policy. 

Communication The consumer must be informed of the seclusion and period of authorisation and 

carers must be informed. 

During Placement in seclusion Consumers need to be placed in the seclusion room in a safe manner with steps 

taken to try to ensure respect for their dignity and that they do not feel humiliated 

during the process. Seclusion is only to be used for the minimum amount of time 

necessary. 

Consideration of needs 

(gender/culture/spiritual/trauma/language/disabil

ity)  

Consider the consumer’s gender in using staff to care for the consumer when 

secluding and caring for the consumer in seclusion. Personal items of religious 

or cultural significance should remain with the consumer unless these may 

compromise safety. 

Monitoring/observation Some guidelines call for direct and continuous observation by staff of the 

consumer during the period of seclusion, other guidelines required not more than 

15-minute observations. On-going assessment should include the consumer’s 

mental and physical health status and the continuing need for seclusion.  

Care provided during seclusion Acute mental and physical health needs including hygiene, food and fluids, and 

engagement need to be provided. Staff should maintain communication and 

discussion. 
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Stage of 
physical 
restraint 
episode 

Description of mental health service 
responsibility 

Pragmatic procedures  

Post Evaluation  A formal review must take place post seclusion event.  

Post seclusion debriefing (for Consumers)  All consumers need to be offered debriefing and support post the event. 

Families and carers involved A member of the clinical team needs to inform and discuss the event with the 

consumer’s carer and offer the opportunity for him or her to participate in the 

review process.  

SOURCES: Australian Capital Territory (2012); Department of Health United Kingdom (2014); National Institute of Clinical Excellence (2005); New South Wales 

Government (2012); Scottish Commission for the Regulation of Care (2010); Tasmanian Government (2014). 
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Conclusion: the practice of seclusion 

There is weak evidence to describe the practice of seclusion. However, from existing evidence, which 

mostly relies on expert commentary, the following conclusions can be made. 

Before the use of seclusion 

 Seclusion episodes can be reduced and/or eliminated in mental health services by understanding the 

aetiology of aggression, and by using early intervention, prevention and managing aggression 

techniques. 

 Consumers, carers and relevant third parties need to be involved in decisions related to the use of 

seclusion. 

 Staff must be trained in early intervention and prevention of aggression as well as observation, review, 

and monitoring of consumers while they are in seclusion. 

 Assessment needs to occur in relation to the consumer’s history (including any underlying conditions), 

risk to self and others, mental health status, and physical health status. 

During the seclusion event: 

 The needs of the consumer must be recognised (including cultural, spiritual, language, disability, past 

experience of trauma and gender concerns) and provided for as much as possible during the 

seclusion event unless they compromise safety. 

 Consumers must be treated with dignity and respect. 

  Staff must continue to engage with the consumer. 

 Consumers need to be reviewed at intervals of not more than 15-minutes. There may be occasions 

where the consumer will need to be more frequently or constantly observed.  

 Ongoing assessment should include the consumer’s mental and physical status. 

 Acute mental and physical health needs including hygiene, food and fluids, and providing assurance 

and social contact need to be provided. 

 Consideration should be given to the physical environment of the seclusion room and any items that 

can be offered to ensure consumers have appropriate sensory input. 

 Seclusion must be used for the minimum amount of time necessary. 

After a seclusion event 

 A collaborative review of the episode must occur and should ideally have input from the consumer, 

carers and all relevant third parties.  

 All consumers need to be offered debriefing and support. 
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Appendix A 

The STROBE checklist for cohort, case-control, and cross-sectional observational research designs. For 

a full description see: 

http://www.strobe-statement.org/ 

Item Item no. 

Title and abstract 1 

Introduction 

Background/rationale 2 

Objectives 3 

Methods 

Study design 4 

Setting 5 

Participants 6 

Variables 7 

Data sources/measurement 8 

Bias 9 

Study size 10 

Quantitative variables 11 

Statistical methods 12 

Results 

Participants 13 

Descriptive data 14 

Outcome data 15 

Main results 16 

Other analysis 17 

Discussion 

Key results 18 

Limitations 19 

Interpretations 20 

Generalizability 21 

Other information 

Funding 22 

See Appendix A Table 1 for studies assessed for the STROBE checklist.  

http://www.strobe-statement.org/
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Appendix A Table 1: Studies assessed with the STROBE checklist 

Paper 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 

Mechanical restraint 

Anders et al. (2003)    ●  ● ● ● ●  ●    ● ● ●       ● 

Browne et al. (2011)       ●        ●   ●     

Di Lorenzo et al. (2012)  ● ●  ● ● ● ●     ● ● ●        

Frueh et al. (2005) ● ● ● ● ● ● ● ● ●  ● ● ● ● ● ● ● ● ● ● ● ● 

Gerace et al. (2013)  ● ● ● ● ● ● ●   ●  ● ● ● ● ● ● ● ● ● ● 

Hottinen et al. (2013) ● ● ● ● ● ● ● ● ●   ● ● ● ● ● ● ● ● ● ●  

Jonikas et al. (2004) ● ● ● ● ● ● ● ●     ● ● ● ● ● ● ●   ● 

Prescott et al. (2007)  ●  ● ● ● ● ● ●      ● ●  ● ●  ●  

Raboch et al. (2010) ● ● ● ● ● ● ● ●   ●  ● ● ● ● ● ● ● ● ● ● 

Sangiorgio and Sarlatto 

(2008–09) 

 ● ●  ● ● ● ●   ● ● ● ● ● ● ● ●  ● ●  

Smith et al. (2006) ● ● ● ● ● ● ● ●   ● ● ● ● ● ● ● ●  ● ● ● 

Sullivan et al. (2005) ●    ● ● ● ●   ●  ●  ● ● ● ●  ● ●  

Whittington et al. (2009) ● ● ● ● ● ● ● ●   ●  ● ● ● ● ● ● ● ● ● ● 

Physical restraint 

Lee et al. (2012) ● ● ● ● ● ●  ●   ● ● ●  ● ● ● ● ● ● ● ● 
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Appendix B  

The COREQ checklist for in-depth interviews and focus groups. For a full description see: 

http://intqhc.oxfordjournals.org/content/19/6/349.long 

Domain Item 
no. 

Description 

Research team and reflexivity 

Personal 
characteristics 

1 Interviewer/facilitator  

2 Credentials 

3 Occupation 

4 Gender 

5 Experience and training 

Relationship with 
participants 

6 Relationship established 

7 Participant knowledge of interviewer 

8 Interviewer characteristics 

Study design 

Theoretical framework 9 Methodological orientation and theory  

Participant selection 10 Sampling 

11 Method of approach 

12 Sample size 

13 Non-participation 

Setting 14 Setting of data collection 

15 Presence of non-participants 

16 Description of sample 

Data collection 17 Interview guide 

18 Repeat interviews  

19 Audio/visual recording 

20 Field notes 

21 Duration 

22 Data saturation 

23 Transcripts returned 

 

http://intqhc.oxfordjournals.org/content/19/6/349.long
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Domain Item 
no. 

Description 

Analysis and findings 

Data analysis 24 Number of data coders 

25 Description of the coding tree 

26 Derivation of themes 

27 Software 

28 Participant checking 

Reporting 29 Quotations 

30 Data and findings consistent 

31 Clarity of major themes 

32 Clarity of minor themes 

See Appendix B Table 1 for studies assessed for the COREQ checklist.  
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Appendix B Table 1: Studies assessed with the COREQ checklist 

Paper 

 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 

Mechanical restraint 

Allen et al (2003) ● ● ● ● ● ● ●    ● ●  ●  ● ●            ●    

Carr (2012) 
 ● ● ● ● ●      ●  ●  ●                 

Robins et al. (2005) ● ● ● ● ●   ●  ● ● ● ●   ● ●  ●   ●       ● ●  ● 

Seclusion 

El-Badri and Mellsop 
(2008) 

 ● ●                       ●   ● ● ● ● 

Ezeobele et al. (2014) 
 ● ●  ●   ● ● ● ● ●  ●  ● ●   ● ● ●  ● ● ●   ● ● ● ● 

Faschingbauer et al. 
(2013) 

 ●   ●   ● ● ●  ● ● ● ● ●   ●  ●   ● ● ●   ● ● ● ● 

Gagnon et al. (2013) 
       ● ● ● ● ●  ●        ●  ● ● ● ●  ● ● ● ● 

Mayers et al. (2010) 
  ●     ● ● ● ● ●    ●  ● ●    ●   ●  ● ● ● ● ● 

Sambrano and Cox 
(2013) 

 ●    ● ● ● ● ●  ●   ● ●  ● ● ● ●   ●     ● ● ● ● 
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Appendix C  

The CONSORT checklist for RCTs 

 Huf et al. 2012, ‘Physical restraints versus seclusion room for management of people with acute aggression or agitation due to psychotic illness 

(trec-save): a randomised control trial’, Psychological Medicine, vol. 42, no. 11, pp. 2265–73. 

Section/topic 
Item 
no. Checklist item 

Reported on 
page no. 

Title and abstract 

 1a Identification as a randomised trial in the title 2265 

1b Structured summary of trial design, methods, results, and conclusions (for specific guidance see 
CONSORT for abstracts) 

2265 

Introduction 

Background and 
objectives 

2a Scientific background and explanation of rationale 2265 and 2266 

2b Specific objectives or hypotheses 2266 

Methods 

Trial design 3a Description of trial design (such as parallel, factorial) including allocation ratio 2266 and 2267 

3b Important changes to methods after trial commencement (such as eligibility criteria), with reasons  

Participants 4a Eligibility criteria for participants 2267 

4b Settings and locations where the data were collected 2267 

Interventions 5 The interventions for each group with sufficient details to allow replication, including how and when 
they were actually administered 

2267 

Outcomes 6a Completely defined pre-specified primary and secondary outcome measures, including how and when 
they were assessed 

2267 

6b Any changes to trial outcomes after the trial commenced, with reasons 2267 

Sample size 7a How sample size was determined 2267 
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Section/topic 
Item 
no. Checklist item 

Reported on 
page no. 

7b When applicable, explanation of any interim analyses and stopping guidelines  

Randomisation 

Sequence 
generation 

8a Method used to generate the random allocation sequence 2266 

8b Type of randomisation; details of any restriction (such as blocking and block size) 2266 

Allocation 
concealment 
mechanism 

9 Mechanism used to implement the random allocation sequence (such as sequentially numbered 
containers), describing any steps taken to conceal the sequence until interventions were assigned 

2266 

Implementation 10 Who generated the random allocation sequence, who enrolled participants, and who assigned 
participants to interventions 

2266 

Blinding 11a If done, who was blinded after assignment to interventions (for example, participants, care providers, 
those assessing outcomes) and how 

2266 and 2267 

11b If relevant, description of the similarity of interventions 2267 

Statistical 
methods 

12a Statistical methods used to compare groups for primary and secondary outcomes 2267 

12b Methods for additional analyses, such as subgroup analyses and adjusted analyses 2267 

Results 

Participant flow (a 
diagram is 
strongly 
recommended) 

13a For each group, the numbers of participants who were randomly assigned, received intended 
treatment, and were analysed for the primary outcome 

2268 

13b For each group, losses and exclusions after randomisation, together with reasons 2268 

Recruitment 14a Dates defining the periods of recruitment and follow-up 2268 

14b Why the trial ended or was stopped 2268 

Baseline data 15 A table showing baseline demographic and clinical characteristics for each group 2268 

Numbers 
analysed 

16 For each group, number of participants (denominator) included in each analysis and whether the 
analysis was by original assigned groups 

2268 

Outcomes and 
estimation 

17a For each primary and secondary outcome, results for each group, and the estimated effect size and 
its precision (such as 95% confidence interval) 

N/A 
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Section/topic 
Item 
no. Checklist item 

Reported on 
page no. 

17b For binary outcomes, presentation of both absolute and relative effect sizes is recommended 2268 and 2271 

Ancillary analyses 18 Results of any other analyses performed, including subgroup analyses and adjusted analyses, 
distinguishing pre-specified from exploratory 

 

Harms 19 All important harms or unintended effects in each group (for specific guidance see CONSORT for 
harms) 

 

Discussion 

Limitations 20 Trial limitations, addressing sources of potential bias, imprecision, and, if relevant, multiplicity of 
analyses 

2269 

Generalisability 21 Generalisability (external validity, applicability) of the trial findings 2269 and 2272 

Interpretation 22 Interpretation consistent with results, balancing benefits and harms, and considering other relevant 
evidence 

2269 and 2272 

Other information  

Registration 23 Registration number and name of trial registry 2266 

Protocol 24 Where the full trial protocol can be accessed, if available 2266 

Funding 25 Sources of funding and other support (such as supply of drugs), role of funders 2267 and 2272 
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Appendix D  

Physical restraint, mechanical restraint, and seclusion: national and international guidelines     

 NSW ACT TAS UK Scotland 

Before any restrictive intervention 

Staff education of 
on use of restraint 
and seclusion 

 

Staff must be provided 
with specific training and 
refresher training in the 
procedures for use of 
the equipment (MR) 

Staff involved in restraint 
must have undergone 
appropriate training and 
have a sound 
knowledge of relevant 
legislation and 
preventative consumer 
care interventions 
including de-escalation 
and/or conflict resolution 
(MR/PR) 

Education on best 
practice standards is 
required  

PR may only be applied 
by Health Directorate 
staff who have been 
appropriately trained for 
example; Predict, 
Assess and Respond to 
Challenging/Aggressive 
Behaviour (PART) 

Staff who are directly 
involved in the provision 
of consumer care should 
ensure that they receive 
specific training in how 
to ensure that MR/PR is 
used minimally and 
safely, and in de-
escalation techniques 

Staff likely to be 
involved in the 
application of MR/PR 
should also ensure that 
they receive training in 
observation and 
monitoring of consumers 
who are mechanically or 
physically restrained 
and recognising signs of 
mental and physical 
distress in a consumer 
who is restrained 

Staff likely to be 
involved in the use of 
seclusion should also 
ensure that they receive 
training in observation 
and monitoring of 
consumers who are 
secluded and 

Competency training 
torecognise antecedents 
and risk factors of 
aggressive behaviour, 
and to monitor staffs 
own behaviour 

Staff who employ PR or 
seclusion should, as a 
minimum, be trained in 
basic life support 

In facilities where 
seclusion is used staff 
should receive ongoing 
competency training in 
the use of seclusion, 
including appropriate 
monitoring 

Ensure staff know safe 
means of applying 
restraint 

Staff must be trained 
and regularly updated 
on the principles of 
reducing violence and 
aggression and on the 
use of PR 

Staff who may be 
involved in managing 
violence and aggression 
must be fully and 
regularly trained in 
methods of risk 
reduction and safe 
restraint 
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 NSW ACT TAS UK Scotland 

recognising signs of 
mental and physical 
distress in a consumer 
who is secluded 

Assessment-
medical, risk etc. 

 

Focus on prevention 
strategies and consider 
individual, 
environmental and 
clinical variables  

Employ appropriate risk 
identification, 
assessment and 
management practices 
that apply to individual 
consumers 

Assessment must be 
undertaken by the MDT 
to identify the underlying 
cause(s) of the 
behaviour(s) of concern 
including physical, 
medical, psychological, 
emotional, social and 
environmental 
considerations 

PR team must assess 
safe staff to consumer 
ratio 

As full a risk 
assessment as it is 
possible to perform in 
the circumstances 
needed 

Assessment of the 
consumer’s clinical 
needs (mental/physical 
health and risks) and 
history, treatment 
objectives and 
outcomes, management 
of any underlying 
conditions 

Measures to reduce 
disturbed/violent 
behaviour need to be 
based on 
comprehensive risk 
assessment and risk 
management 

Comprehensive risk-
benefit assessment 

Assess whether the 
consumer needs can be 
met by changing staff 
numbers or how they 
are deployed and 
whether changes to the 
environment could 
reduce the perceived 
risk 

Authorisation 

 

The consultant 
psychiatrist will decide 
whether the intervention 
will be ratified 

Is a collaborative 
decision involving the 
consumer, medical staff, 
nursing staff and other 
relevant health care 
providers. A MO 
authorises the use 
(MR/PR) 

Seclusion must be 
authorised by a 
Psychiatrist either prior 
to or as soon as 
practical afterwards 

An involuntary 
consumer may only be 
mechanically restrained 
if the restraint is 
authorised by the Chief 
Civil Psychiatrist or a 
delegate, in advance 
(MR) 

Only devices which 
have been approved in 
advance by the Chief 
Civil Psychiatrist or a 
delegate may be used to 
mechanically restrain an 
involuntary consumer 
(MR) 

All staff need to be 
aware of the legal 
framework that 
authorises MR/PR and 
seclusion 

Ensure that staff 
understand the use of 
restraint and use 
legislation and best 
practice to guide their 
practise 

The decision to use 
seclusion should only be 
made by a member of 
medical staff or the 
nurse in charge 

Communication  Staff must remain as 
calm as possible, 

Staff to provide a full 
explanation of the 

A consumer should be 
told that s/he is being 

The reasons for using 
PR or seclusion should 

The person secluded 
must be told, as far as is 
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explaining the process, 
why it is being initiated 
and what is required for 
the process to cease 

indicators, potential 
risks, benefits and 
alternatives and the 
consumer must be 
advised of the plan to 
seclude and the reasons 
for this 

restrained and the 
period of authorisation 

be explained to the 
consumer at the earliest 
opportunity 

possible, the reason for 
the seclusion and the 
conditions for its ending 

During the intervention 

Application of 
restraint/placeme
nt in seclusion  

All restraints must be 
kept clean, working and 
safe (MR) 

Prone restraint should 
be used where it is safe 
to do so. Prone restraint 
should only be used if it 
is the safest way to 
protect the consumer or 
any other person. The 
maximum time a person 
will be held in prone is 
approximately 2-3 
minutes 

A senior nurse or MO 
are responsible for 
protecting and 
supporting the head and 
neck for ensuring that 
the airway and breathing 
are not compromised, 
for monitoring vital signs 
and for coordinating any 
emergency response 
that may be necessary 

Only staff familiar with 
the safe application of 
the restraint should 
apply the restraint (MR) 

Use the least intrusive 
restraint suitable to the 
circumstances. 

Position in correct body 
alignment and apply no 
pressure to the torso or 
head 

The device must avoid 
direct pressure on bony 
prominences and joints 
(MR) 

Skin surfaces must be 
protected to maintain 
tissue integrity (MR) 

Applied according to the 
manufacturer’s 
instructions (MR) 

Call bell must be placed 
close at hand (MR) 

Use the most dignified 
and least restrictive 
method. The grip should 
be on clothing rather 

Devices should be 
checked to see that they 
are clean, working and 
safe before being 
applied (MR) 

Consumer must have a 
means of summoning 
aid while being 
restrained (MR) 

Face up restraint should 
be considered as a safer 
means of restraint 

Should prone be 
considered as a safer 
means of restraint. It 
should be used for the 
minimum time period 
possible to administer 
medication or move the 
person to a safer place. 
In no circumstances 
should the restraint be 
continued for more than 
2 – 3 minutes 

There are real dangers 
with continuous physical 
intervention in any 
position. Physical 
intervention should be 
avoided if at all possible, 
should not be used for 
prolonged periods, and 
should be brought to an 
end at the earliest 
opportunity 

If staff restrain a person 
unintentionally in a 
prone position, they 
should either release 
their holds or reposition 
into a safer alternative 
as soon as possible  

Must not include the 
deliberate application of 
pain other than for the 
purpose of an 
immediate rescue in a 
life-threatening situation 

Steps should be taken 
to try to ensure thatthe 
consumer does not feel 
humiliated while 

Adopt the least 
restrictive way of 
managing those risks, 
using the intervention for 
the least amount of time 
required to deal with the 
risk 
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than flesh with all care 
taken not to inflict pain 
or undue force (PR) 

The consumer is to be 
placed in the seclusion 
room in a safe manner 
and respects their 
dignity as far as 
possible. The room must 
be free of objects that 
that may be dangerous 
for the consumer or staff 

administering the 
intervention 

Consideration of 
needs: 

gender 

culture 

spiritual 

trauma 

language 

disability 

There should be a 
gender mix of staff 
during the intervention 

Practising person 
centred care that 
responds to the 
individual clinical needs 
of each consumer 

Additional care is 
required for groups of 
consumers who may be 
more vulnerable to 
physical or 
psychological harm 

During restraint, the 
needs of the consumer 
are addressed including 
cultural, spiritual, 
language and gender 
concerns, as much as 
possible 

Consider the need for 
an interpreter 

Include a mix of genders 
as required when 
secluding consumers 

Sensitivity applied to 
consumer’s needs 
particularly with regard 
to gender  

Arrangements for 
clothing, toileting and 
observation and 
examination 
requirements should 
also be undertaken in 
regard to gender 
sensitivity  

Consideration should 
also be given to the 
possibility of pregnancy 
in female consumers 

Every effort should be 
made to understand and 
respond to cultural 
sensitivities 

Specific interventions, 
such as the restraint of a 
deaf person’s hands 
may also prevent 

As far as possible, 
gender needs must also 
be taken into 
consideration 

Specific care planning 
needs to be done for 
consumers who have 
disabilities (including 
physical or sensory 
impairment and/or other 
communication 
difficulties 

Personal items of 
religious or cultural 
significance should 
remain with the 
consumer unless these 
may compromise safety 
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effective communication 

Monitoring/ 
observation 

 

1:1 observations will be 
undertaken for the first 
60 minutes for MR/PR 
and seclusion. After the 
first 60 minutes the M.O. 
who ratifies the 
intervention will 
prescribe the level of 
observation required in 
line with local protocols. 
The minimum level of 
observation will be every 
15 minutes 

Within 1 hour of 
commencement of MR 
or seclusion a M.O. will 
conduct a 
physical/psychiatric 
review, then 4 hourly 
reviews assessing: 
behaviour and 
physical/mental health 
status, review of 
whether the restraint 
can be ceased, and the 
effects of medication 
given 

Visual observations will 
be recorded for all 
consumers in 4 limb MR 
or seclusion 

Monitoring: level of 
consciousness, 
respirations position and 
skin integrity 

Direct and continuous 
observation by staff of 
the consumer during the 
period of restraint (MR). 

Blood pressure (BP), 
heart rate (HR), 
respiratory rate (RR) 
and temperature must 
be performed hourly at 
minimum 

Review that airway is 
not compromised and 
BP, HR and RR are 
within normal range. 

Examine for the 
development of adverse 
effects 

Consumers should be 
observed constantly by 
clinical staff during their 
period in seclusion. 

The consumer who is 
secluded must undergo 
a physical assessment 
every 4 hours by a MO, 
who is to consider what 
vital signs observations 
should be conducted 
and with nursing staff 
determine the need to 
continue seclusion 

Continually observed at 
all times by a RN or 
medical practitioner 

A clinical observation 
should involve 
monitoring the 
consumer’s vital signs 
and symptoms. The 
observation should also 
involve an assessment 
of the consumer’s 
mental and physical 
status and the 
continuing need for 
restraint/seclusion 

Consumer needs to be 
examined by an 
approved medical 
practitioner within a 12 
hour period. 

For seclusion:  
determine the frequency 
and nature of clinical 
observations required to 
be performed. This may 
include physical and 
mental state. The time 
and frequency of 
medical examinations 
required to be 
performed must also be 
identified 

 

During PR one team 
member Is responsible 
for protecting and 
supporting the head and 
neck, they also need to 
lead the team through 
the process, and ensure 
that the airway/ 
breathing is not 
compromised and vital 
signs are monitored 

During PR under no 
circumstances should 
direct pressure be 
applied to the neck, 
thorax, abdomen, back 
or pelvic area and the 
consumer needs to be 
continuously monitored 
throughout the process 

Seclusion should be for 
the shortest time 
possible and should be 
reviewed at least every 
2 hours 

Staff must monitor the 
person’s airway and 
physical condition 
throughout the restraint 
to minimise the potential 
of harm or injury. 
Observations that 
include vital clinical 
indicators such as pulse, 
respiration and 
complexion (with special 

The nurse allocated to 
the consumer must 
remain within sight and 
sound of the seclusion 
room at all times during 
the period of seclusion 

The nurse must ensure 
that the consumer is 
safe and pay particular 
attention to the 
consciousness level of 
the consumer, 
particularly if he or she 
has been tranquillised 
and/or physically 
restrained immediately 
prior to the seclusion 

 

Must complete a MDT 
review if the seclusion 
continues for longer 
than a period of time 
specified in local policies 



Page 60 A literature review and policy analysis on the practice of restrictive interventions in Victoria 

 NSW ACT TAS UK Scotland 

During MR/PR- assess, 
monitor, record and 
manage any possible 
alcohol/drug withdrawal, 
medication side effects 
or physical injury (e.g. 
head injury).  

Monitor and record level 
of consciousness and 
immediately report any 
changes using the 
Dynamic Risk 
Assessment (Adapted 
from Hollins, 2010). 

Whenever the consumer 
is awake, observations 
must involve verbal 
communication 

Consumers with an 
altered level of 
consciousness require 
airway protection and 
careful monitoring 
appropriate to the level 
of unconsciousness 

attention to pallor or 
discolouration) must be 
carried out and 
recorded, and staff 
should be trained so that 
they are competent to 
interpret these vital 
signs. If the person’s 
physical condition and/ 
or their expressions of 
distress give rise to 
concern, the restraint 
must stop immediately 

Staff must continue to 
monitor the individual for 
signs of emotional or 
physical distress for a 
significant period of time 
following the application 
of restraint 

Care provided 
during restraint 
and seclusion 

 

Ensure satisfactory 
hydration and nutrition 
status 

Provide regular 
opportunities to wash 
and use the bathroom 

Personal items are 
allowed in seclusion as 
long as they do not 
compromise safety 

Emergency equipment 

Provide reassurance 
and social contact 

Check body alignment 
and positioning remains 
appropriate 

Ensure hydration and 
offer/provide fluids 

Provide regular toileting 

Release the consumer’s 
limbs from the restraint 

Attend to the 
consumer’s hygiene and 
toileting needs 

Attend to the 
consumer’s dietary 
needs 

Suitable clean clothing 
and bedding 

Adequate ventilation 
and light 

Provide services in a 
manner which respects 
the privacy and dignity 
of consumers 

Continue to de-escalate 
the consumer 

The consumer must 
have easy access to 
toilet facilities, and 
drinking water must be 
available at all times 

Exercise and 
communication needs 
have to be met 

The nurse who is in 
attendance must be 
aware of the particular 
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must be kept close at 
hand and in working 
condition 

Care will be taken to 
protect the privacy and 
dignity of any person in 
a mechanical restraint 
device who is in a public 
area (MR) 

at least once per hour 
(MR) 

Identify the consumer’s 
need to have access to 
communication or 
physical aids while in 
seclusion 

For secluded consumers 
at a minimum fluid 
should be offered at 
least every 2 hours and 
food being offered at 
least every 4 hours, 
except overnight when 
this may not be 
desirable. A fluid 
balance chart should be 
commenced if secluded 
for more than 4 hours 

needs of the consumer, 
the immediate care plan 
and the antecedents to 
the seclusion 

Staff should maintain 
communication and 
discussion with the 
person being secluded 

After the intervention 

Evaluation 
(systemic) 

Mental health units must 
have processes to allow 
the team to rigorously 
review aggressive 
incidents and relevant 
dataCollaborative review 
with the consumer and 
family (can include post 
incident narratives with 
consumer workers) 

The ongoing need for a 
restraint intervention 
must be evaluated 
regularly 

A formal 
restraint/seclusion 
review meeting should 
occur as soon as 
possible, involving at 
least the unit manager, 
senior RN and 
consultant psychiatrist 

A post incident review 
should take place as 
soon 

Possible after the 
incident as possible, but 
in any event within 72 
hours of the incident 
ending 

Regular review process 

The use of seclusion 
must be closely 
scrutinised through 
clinical governance 
processes 

Post-
restraint/seclusio
n debrief 

Consumers will be 
offered supportive 
counselling 

 

The consumer must be 
examined by a MO 

Consider debriefing 

 

Aboriginal and Torres 
Strait Islander 
consumers, the 

The consumer should 
be allowed to discuss 
their experience of being 
restrained/secluded 

The consumer should 
be given a choice as to 
who they would like to 
discuss their experience 

Appropriate support, 
including ongoing 
individual post incident 
review sessions, should 
be available as required 

Clear processes for 
“debriefing” and support 
of the person who has 
been secluded are 
essential 

As far as possible the 
consumer must 
participate in the 
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 NSW ACT TAS UK Scotland 

Aboriginal and Torres 
Strait Islander- Liaison 
Service should be 
contacted 

 

Monitor to identify and 
respond to post crisis 
depression 

 

All consumers are to be 
offered a debriefing 
opportunity 24-48 hours 
after being released 
from seclusion or as 
requested by consumer 

with, wherever possible 

 

 

decision-making 
process about seclusion 
and in the follow up and 
subsequent care 
planning 

Any person who has 
been subject to 
seclusion must be given 
the opportunity to be 
“de-briefed” after the 
event to help him or her 
understand why the 
seclusion took place 

Family and carers 
involved 

The consumer’s primary 
carer will be informed of 
any incident involving 
restraint/seclusion as 
soon as possible.  

Following an aggressive 
incident or the use of 
seclusion or restraint, a 
member of the clinical 
team will offer to discuss 
the incident with the 
consumer. The 
consumer’s primary 
carer will be offered the 
opportunity to participate 

Family members should 
be advised of the 
restraint process as 
soon as practicable and 
with sensitivity 

 

Inform a consumer’s 
representatives and/or 
support persons as soon 
as practicable after the 
restraint/seclusion has 
been applied/ 
commenced 

Consumers, families 
and carers must be 
involved in planning, 
reviewing and 
evaluating all aspects of 
care and support 

Involve the consumer 
and/or their relative or 
main carer 

Best practice would also 
be to inform the named 
person or carer, with the 
consumer’s consent 
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Abbreviations (see above table) 

PR: physical restraint 

MR: mechanical restraint  

MDT: multidisciplinary team 

MO: medical officer 

RN: registered nurse 
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