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Over the last 30 years, there have been significant efforts to reduce the use of restraint and seclusion
in psychiatric hospitals. Although authors have previously described restraint policies and practices in
general psychiatry settings across the United States, this study is the first to attempt to describe poli-
cies regarding those practices in forensic hospital settings. We review the history of restraint and
seclusion use in the United States, placing it within an international context. We then describe the
results of a national survey of state forensic services directors regarding restraint modalities and poli-
cies in forensic hospital facilities. Twenty-nine respondents representing 25 states completed the sur-
vey. The results indicate that physical holds are the most frequently available method of restraint and
that restraint chairs are the least frequently available. Most respondents reported having a policy regu-
lating the use of restraint in their facilities, most commonly at the institutional level.
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The management of unsafe behavior, primarily vio-
lence and self-harm, is one of the greatest challenges
faced by inpatient psychiatric facilities. For decades,
inpatient units relied heavily on the use of restraint
and seclusion (R/S) to manage dangerous behavior
and maintain patient safety, at times leading to sig-
nificant abuses and patient harm.1As a result, mental
health care systems across the United States have en-
deavored in the past 30 years to reduce the use of R/S
in inpatient units and to encourage the use of less re-
strictive means. R/S still occurs in most inpatient

psychiatric facilities, but it is reserved as an option of
last resort when all others have failed.2

Although much has been written about R/S and
strategies to reduce its use generally,3–6 the most recent
scholarship exploring multistate R/S trends in state
hospitals was published over 25 years ago.3,4 Even less
has been written about the specific use of R/S in foren-
sic settings. The American Academy of Psychiatry and
the Law developed a resource document on R/S use in
correctional mental health care,7 but this document
does not address the unique environment of forensic
psychiatric hospitals. Forensic units and hospitals, in
addition to serving typical inpatient psychiatric func-
tions, must be able to manage mandated treatment,
reporting requirements to courts and other adminis-
trative bodies, and the enhanced security and safety
needs of the facility and society. Forensic units and
hospitals typically care for individuals who are ordered
for restoration of competence to stand trial, and for
insanity acquittees, individuals transferred from cor-
rectional facilities for evaluation or treatment, and civil
patients who cannot be managed in general psychiatry
environments.8 Despite the fact that these facilities
serve this highly specialized population with poten-
tially increased risk for violence and other dangerous
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behavior, little has been published about R/S practices
specific to forensic psychiatry hospital settings.

This manuscript describes the current U.S. national
landscape regarding the availability of R/S modalities
and policies governing their use in inpatient forensic
psychiatric facilities. To provide context and back-
ground for understanding the current climate of R/S
practices, we first briefly review the history of R/S
practices in the United States, with a focus on poli-
cies and regulatory standards. We then describe the
results of the first published national survey of state for-
ensic mental health directors that provides a snapshot
of current R/S modalities available in forensic hospital
facilities and related R/S policies in each locale.

Review of Literature on Restraint and Seclusion

Definitions of Restraint and Seclusion

The Code of Federal Regulations (CFR, §482.13
(e)) defines restraint and seclusion and outlines pa-
rameters for its use.9 According to CFR §482.13(e)
(1) (i) a restraint is “(A) any manual method, physical
or mechanical device, material, or equipment that
immobilizes or reduces the ability of a patient to
move his or her arms, legs, body, or head freely; or a
drug or medication when it is used as a restriction to
manage the patient’s behavior or restrict the patient’s
freedom of movement and is not a standard treat-
ment or dosage for the patient’s condition” (Ref. 9,
p 10). The CFR defines seclusion as “the involuntary
confinement of a patient alone in a room or area
from which the patient is physically prevented from
leaving” (Ref. 9, p 10). The CFR delineates that all
patients have the right to be free from R/S when
imposed as a means of “coercion, discipline, conven-
ience, or retaliation” (Ref. 9, p 10), that R/S may be
imposed only to ensure the immediate physical safety
of the patient or others when other less restrictive
interventions have been found to be ineffective, and
that R/S must be discontinued as soon as it is safe to
do so. Additional distinctions are made for R/S used
for psychiatric purposes compared with restraint devi-
ces used for medical treatments or procedures and
from postural supports or orthopedic devices used to
support a patient’s mobility rather than to restrict
movement.10 The CFR does not require states to de-
velop their own R/S laws, but it does set the floor for
hospitals’ R/S practices (i.e., state laws and hospital
policies can be more protective of patients, but they
cannot be less so).

The three primary restraint types are physical,
chemical, and mechanical. Physical restraint typically
refers to the manual holding of patients by staff using
techniques in which they have been trained to restrict
patients’ movement for safety purposes. Chemical
restraint refers to the use of medication solely for the
purpose of sedating patients or restricting their move-
ment. Mechanical restraint involves the use of a device
or apparatus to limit patients’movement safely.
Several mechanical restraint devices have been imple-

mented over time; the most common are restraint beds,
chairs, and ambulatory restraints. Restraint beds are
devices that leave the patient’s limbs strapped to a bed
in a supine position and prevent the patient from get-
ting out of the bed.11 Several restraint mechanisms can
be employed using a restraint bed, including two- or
four-point soft or hard limb restraints, bedside rails,
body straps, mittens, and a net restraint. A restraint
chair is any seat that prevents a patient from rising from
the seat by the chair’s angle, the patient’s physical limi-
tations, a seatbelt, a lap belt, a lap tray, or anything
else that is not self-releasing. Ambulatory restraints,
also known as preventive aggression devices, are two-
or four-point soft or hard cuffs that restrain the patient
while allowing them to walk and maintain some func-
tionality. Ambulatory restraints were designed to
reduce the length and frequency of seclusion or other
more restrictive forms of mechanical restraint and to
foster more therapeutic environments for patients strug-
gling with behavioral control.12,13

Brief History of U.S. Policy and Changes

In the 1982 decision of Youngberg v. Romeo ,14 the
U.S. Supreme Court balanced an individual’s right
to freedom from bodily restraint with the state’s
need to protect individuals from violence, stating,
“We have established that Romeo retains liberty
interests in safety and freedom from bodily restraint.
Yet these interests are not absolute; indeed, to some
extent, they are in conflict. In operating an institu-
tion such as Pennhurst, there are occasions in which
it is necessary for the State to restrain the movement
of residents – for example, to protect them as well as
others from violence” (Ref. 14, p 319).
Congress, in the Americans with Disabilities Act

(ADA) of 1990, required that individuals with dis-
abilities be afforded the most integrated setting
appropriate to the needs of the individual. In the
Olmstead v. L.C. ruling of 1999,15 the U.S. Supreme
Court interpreted the ADA to mean that psychiatric
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treatment must be provided in the least restrictive
setting. Although Olmstead and similar cases refer to
the setting in which treatment is provided (e.g., inpa-
tient versus community), the “least restrictive alter-
native” principle has been further applied to
interventions within inpatient settings, such as psy-
chotropic medication administration and R/S use.

Until the late 21st century, R/S use in psychiatric
hospitals was not typically monitored or regulated at
the national level. This started changing in 1998,
when the Hartford Courant published an expos�e that
highlighted stories of multiple restraint-related inju-
ries and deaths on inpatient psychiatric units.1 This
series of articles triggered an intensive investigation
into R/S practices and policies nationally by multiple
regulatory agencies and a U.S. Senate subcommittee
inquiry and hearing into restraint-related deaths.16

Notably, in 1999, the U.S. Government Accountability
Office issued a report describing insufficient monitoring
and reporting of national R/S data and outlined strat-
egies for improvement.11,12 Over the next 20 years,
numerous organizations released reports about R/S,
created policies and regulations, and provided recom-
mendations to reduce its use.17–28

In 1999, The Joint Commission (TJC) published
findings from a root-cause analysis on restraint-related
deaths, concluding that these events were largely at-
tributable to poor patient assessment and observation,
inadequate training, insufficient staffing levels, and
equipment failures.19 Following Congressional hear-
ings on the matter that same year, the Health Care
Financing Administration (now called the Center for
Medicare and Medicaid Services (CMS)) issued a
report requiring stricter standards for R/S use in resi-
dential facilities,27 and similar guidelines were released
by the National Association of State Mental Health
Program Directors (NASMHPD).25 In 2000, TJC
released new standards for the utilization of R/S for
behavioral health purposes.19 At the same time, the
Children’s Health Act of 2000 (Public Law 106-310)
established standards for the use of R/S in all public
and private health care settings that receive federal
funding, such as hospitals, psychiatric facilities, and
nursing homes.27,29

In the early 2000s, several other initiatives were
launched that transformed the national R/S landscape.
In 2003, the American Psychiatric Association, together
with the American Psychiatric Nurses Association and
the National Association of Psychiatric Health Systems,
published a guide, Learning from Each Other: Success

Stories and Ideas for Reducing Restraint/Seclusion in
Behavioral Health, which contained suggestions for
reducing R/S in psychiatric settings.30 In 2003, the
Substance Abuse and Mental Health Services
Administration (SAMHSA) and NASMHPD also
convened a national summit, A National Call to
Action: Eliminating the Use of Seclusion and
Restraints , which led to the development of a
national plan focused on six core strategies includ-
ing training, data collection, guidelines, leadership,
partnership, and rights protection.27 Following this
summit, SAMHSA launched a grant program, the
Alternatives to Restraints and Seclusion State
Incentive Grant, to implement and evaluate best
practices in preventing and reducing the use of R/S in
mental health facilities. These three-year grants
funded initiatives in 15 states, culminating in 2010 in
a series of reports showing that most facilities had
implemented SAMHSA’s six core strategies and had
significantly reduced their R/S use.27

As the United States gradually implemented pol-
icy changes related to R/S, so, too, did other coun-
tries. In December 2006, a major international
milestone was reached when the United Nations
issued the Convention on the Rights of Persons
with Disabilities (CRPD).31 The CRPD prohibited
the use of involuntary treatment in all forms,
including involuntary hospitalization, medication,
R/S, and substituted decision-making. According to
the CRPD, several principles of humane treatment
toward individuals with disabilities were violated by
involuntary treatment, including Article 12 (equal
recognition before the law), Article 14 (liberty and
security of person), and Article 15 (freedom of tor-
ture or cruel, inhuman, and degrading treatment or
punishment). Although the United States eventu-
ally became one of 94 signatory countries to the
CRPD, several authors in the United States, United
Kingdom, and Europe objected that the CRPD’s
principles were unworkable and may set back pro-
gress for people with mental illness.32–34 Thus, the
CRPD’s recommendations regarding involuntary
treatment, including R/S, were not widely integrated
into practice in the United States or United Kingdom.
Both countries’ guidelines still permit some forms of
R/S, although only as a last resort.35,36

The CRPD did have some influence on R/S prac-
tice in the United States, however. Shortly after its
publication, in 2007, CMS published new guidelines
prohibiting the use of R/S as a punitive measure or
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to restore order in a psychiatric unit, focusing instead
on less restrictive interventions.36 In the same light,
NASMHPD published a revised statement in 2006
stating that R/S is a safety intervention of last resort
and not a treatment intervention.37 With the support
of SAMHSA, NASMHPD developed a training cur-
riculum based on public health prevention models of
how to minimize and resolve conflict.27 In 2008,
CMS published a revised guideline, adding a require-
ment for face-to-face examinations by a physician,
nurse practitioner, or physician assistant within one
hour of initiating R/S for patients, and TJC adopted
similar requirements shortly thereafter.18,36 Although
technically only applicable to those facilities receiving
CMS funding or TJC accreditation (in which partici-
pation is voluntary, though highly financially incen-
tivized), these policies had an enormous influence on
the development of state law and hospital policy in
the subsequent decade.38

Research onRestraint/SeclusionUse andComplications

As national guidelines were developed regarding
the appropriate use of R/S, scholarship exploring the
benefits and drawbacks of particular restraint devices
continued. During that period, the restraint chair
was identified as a tool with potential advantages
over other mechanical restraint modalities (e.g., four-
point bed restraints), particularly related to enhanc-
ing the patient’s sense of control and dignity.
Restraint chairs were originally developed for use as a
modality of psychiatric treatment, but their use
quickly fell out of favor in clinical settings.39,40 The
chairs were used primarily as a law enforcement and
correctional tool, and concerns were raised about
inappropriate use as a form of punishment, pro-
longed use, lack of medical oversight, and inhumane
treatment.41 Despite these concerns, authors noted
that, when used as a medical intervention, restraint
chairs offered specific benefits over other restraint
modalities, including that the patient’s upright posi-
tion reduces the risk for changes in oxygen satura-
tion, allows for eye-to-eye contact with observing
staff, and avoids the vulnerable supine position with
splayed extremities, which may be retraumatizing for
some patients.41 Empirical data about the use of
restraint chairs are limited, though one study found
it to be perceived by nurses as a safe and effective al-
ternative to four-point bed restraints.42 Further, a
recent three-hospital study found that, compared
with four-point bed restraints, the use of restraint

chairs was associated with shorter duration of
restraint episodes, greater likelihood of the patient
accepting oral (rather than injected intramuscular)
medication, and fewer staff injuries.43

Inherent in its designation as an intervention of
last resort, R/S use poses multiple potential risks to
patients, both physical and psychological. Physical
complications of restraints include suffocation,
aspiration, worsened agitation, injury, and increased
mortality. Prone restraints increase the risk of suffo-
cation, and supine restraints increase the risk of aspi-
ration.19 Restraints of prolonged duration (greater
than four hours) have been associated with an
increased risk of deep vein thrombosis and pulmo-
nary embolism, especially in patients with preexisting
medical conditions.44 Restraint-related deaths are of-
ten attributable to asphyxiation, aspiration, or cardiac
events.37 Psychological sequelae of R/S are also possi-
ble. One qualitative study found predominant feel-
ings of trauma, shame, or guilt, as well as loss of
dignity, self-respect, and autonomy in individuals who
had been restrained.45

Although U.S. law permits the use of R/S, opin-
ions about its acceptability still vary widely across the
country and internationally.46 Some authors go so far
as to support entirely banning R/S, as exemplified by
the Special Rapporteur to the Human Rights Council
to the United Nations, who stated, “It is essential that
an absolute ban on all coercive and nonconsensual
measures, including restraint and solitary confinement
of people with psychological or intellectual disabilities,
should apply in all places of deprivation of liberty,
including in psychiatric and social care institutions”
(Ref . 47, p 13). This heterogeneity of opinion high-
lights the need for research to serve as a foundation for
evidence-based standards to guide R/S practices.

National Survey

In 1984, the American Psychiatric Association
Task Force on the Psychiatric Uses of Seclusion and
Restraint conducted a survey of state psychiatric hos-
pital directors from NASMHPD as a means to learn
about policies, clinical concerns, and legal challenges
to guidelines regarding restraint and seclusion.48 In
this survey, NASMHPD directors from all 50 states
were queried regarding their state’s regulations gov-
erning the utilization of R/S, including the existence
of written guidelines and any clinical problems or
legal challenges to such guidelines, and were asked to
submit a copy of their written guidelines. Thirty-six
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of the 50 states responded, with 23 states reporting
state-wide regulations and 20 with both state-wide
and individual institutional guidelines. Nineteen
states had no definition for seclusion, and 23 had no
definition for restraint. Nine states did not specify
the indication for R/S, and only five states gave
examples of devices used for restraining patients. The
allowable time limit for R/S episodes ranged from one
hour to one day; 24 hours was the modal response.
Based on this survey, the task force concluded that
there was significant heterogeneity regarding the pres-
ence, length, and specificity of R/S regulations in U.S.
psychiatric care at that time.

To build upon this prior work and to better under-
stand current national R/S practices specifically in for-
ensic psychiatric units/hospitals, the authors of this
report queried the NASMHPD Forensic Division
LISTSERV®.

Methods

The NASMHPD Forensic Division comprises those
individuals selected by each U.S. state mental health
commissioner to be directly responsible for and knowl-
edgeable regarding the administration of state-operated
forensic systems in their state. This group, primarily
consisting of state forensic directors and assistant direc-
tors, was expected to be knowledgeable about R/S poli-
cies and practices in their state’s forensic facilities, given
their roles in overseeing care delivery and reporting on
quality metrics.49 The NASMHPD Forensic Division
LISTSERV was queried on three separate occasions
between May and July of 2021. Members who did not
respond to the LISTSERV queries were emailed indi-
vidually by one of the investigators to request and en-
courage participation.

The survey asked about R/S practices in inpatient
forensic psychiatry units in the respondent’s state:

what types of R/S modalities are available (options included
seclusion, physical/manual restraint, and mechanical restraints
using a bed, chair, or ambulatory restraint devices; chemical
restraints were not included as they are considered substan-
tively different than mechanical/physical/environmental
interventions);

whether each modality was available on all or only some of
the forensic units in their state; and

whether an institutional, regional, or state policy (or no pol-
icy) existed to govern the use of R/S in forensic inpatient set-
tings. If policies existed, respondents were asked to share
them with the investigators.

The authors used this methodology based on an
expectation that centralized governmental agency

oversight of state-run institutions would lead to
intrastate consistency regarding policies and prac-
tices. To address participants’ concerns about publi-
cation of sensitive data regarding R/S practices, the
authors agreed not to identify states by name in any
data analyses. No protected health information was
gathered during the study. See Appendix for survey
details.
Data were de-identified and categorized before

being analyzed in Microsoft Excel®. Because there was
no protected health information included in the ana-
lyzed dataset, the project was exempted from review
by the Institutional Review Boards (IRB) of Yale
University and the Connecticut Department of
Mental Health and Addiction Services.

Results

Representatives from all 50 states and the
District of Columbia were surveyed. There were
38 initial responses to the survey request. Seven
respondents only completed the consent section,
and two additional respondents completed less
than 50 percent of the survey. These respondents
were excluded, leaving 29 survey responses for
analysis (each completing at least 91% of the sur-
vey). These 29 respondents represented 25 states,
with three states having multiple responses (two
states each with two responses and one state with
three responses). Multiple responses were possible
for some states because several members of a state’s
forensic leadership team were subscribed to the
NAMSHPD LISTSERV. To ensure that each state
was equally represented, only a single response for
each state was included in the final analyses. For
those states with multiple responses, the most inclu-
sive or complete response was chosen. For those three
states with more than one response, we compared the
responses to help understand any intrastate differen-
ces. Only three states provided policies for review,
resulting in a sample too small to be analyzed and
from which to draw meaningful inferences.
Every respondent reported the availability of at

least one restraint modality in their state. Physical
hold was the most frequently available modality of
restraint at 92 percent. Of those that reported the
availability of physical holds, 96 percent reported
having this restraint modality available in all the
state’s forensic facilities. Seclusion was available in 84
percent of the reporting states. Bed restraints and
ambulatory restraints were both available in 60
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percent of the states. The least available restraint mo-
dality was the restraint chair, which was available in
44 percent of the reporting states. Respondents had
the option of describing other means of physical or
mechanical restraint, but no other means were
reported. The average number of restraint types was
3.4 per respondent, with a mode of 3. In total, 11
different combinations of restraint types were
reported by the 25 respondents, indicating signifi-
cant heterogeneity among the states’ R/S practices.
Table 1 summarizes these results.

Of the respondents to the survey, 92 percent reported
having a policy delineating R/S use at either an institu-
tional, state, or regional level (8% reported having no
policy). The majority reported having only an institu-
tion-level policy (60%), while 20 percent reported hav-
ing only a state-level policy. Fifteen percent reported
having both state and institutional policies, and only
one state (4%) reported having state, regional, and insti-
tutional policies (see Fig. 1).

In reviewing the three states with multiple
responses for their state (anonymized as State A, B,
and C), each response varied in some way from the
alternate respondent from the same state. See Table
2 for detailed responses.

Discussion

The results of this brief survey represent the first
published effort in 30 years to provide a snapshot in
time of R/S modalities available in U.S. state hospitals
and the first ever to focus specifically on forensic inpa-
tient settings. The survey captured state forensic

directors’ perceptions of R/S practice and demon-
strated the heterogeneity across states. There was con-
sistently high availability of physical holds and
seclusion, while the availability of mechanical bed and
mechanical ambulatory restraints was much lower
and chair restraints the least available. All modalities
except chair restraints were reported as being available
in more than half of reporting states.
The essentially even split between restraint bed

and restraint chair availability may reflect a growing
trend in R/S practices nationally. These findings may
reflect a trend away from beds and toward chair use,
which would be consistent with the emerging litera-
ture demonstrating benefits of chair restraint use
regarding duration of restraint, staff and patient inju-
ries, and retraumatization.28,29 The availability of
ambulatory restraints was high, even as their use has
seemingly fallen out of favor in hospital settings.
This finding may also reflect a misunderstanding of
the survey question by respondents, who may have
reported the use of ambulatory restraints by security
personnel for transportation purposes50 rather than
by mental health staff for clinical purposes (the
authors’ intent). Even though this distinction was
made explicit in the survey, the language used may
have been insufficiently clarifying.
Our survey results, though limited by a lower

response rate and no direct policy review, were consist-
ent with the APA Task Force survey of 1984 in finding
a lack of consistency in restraint modality application
and policy development.48 Although federal guidance
exists regarding implementation and development of
R/S policies, these guidelines do not specify the level at
which policies must exist (e.g., state versus regional), do
not provide any recommendations regarding specific
restraint modalities, and do not differentiate between

Table 1 Availability of Restraint Types (n ¼25)

Available
Restraints Type(s)

Number of
Respondents

One 1
Ambulatory only 1

Two 1
Seclusion þ Manual 1

Three 13
Seclusion þ Manual þ Chair 4
Seclusion þ Manual þ Bed 5
Seclusion þ Bed þ Ambulatory 1
Manual þ Bed þ Ambulatory 1
Manual þ Chair þ Ambulatory 1
Manual þ Bed þ Chair 1

Four 8
Seclusion þ Manual þ Chair þ Ambulatory 3
Seclusion þ Manual þ Bed þ Ambulatory 5

Five 2
Seclusionþ Manualþ Chair þ Bedþ Ambulatory 2

No Policy, 8%

State Policy Only, 
20%

Both State and 
Ins�tu�onal Policy, Ins�tu�onal Policy Only, 

State, Ins�tu�onal, and Regional 
Policies, 4%

Figure 1. Fraction of states with restraint policies.
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forensic and civil psychiatric facilites.10 This lack of
national guidance may account for the continuing high
degree of variability identified.

The variability observed in the survey results may
also reflect a potential disconnect between the per-
ception of state leaders of forensic mental health
services and evolving practices at the level of the
institution. Table 2 demonstrates that, in three
states, multiple leaders from the same state had dif-
ferent perceptions of the policies and practices
within their own state. This may reflect communi-
cation challenges between varying levels of complex
organizations or that policy does not always match
current practice.

This study had several limitations. Although there
was broad national representation in the survey
respondents, with almost half of states responding to
the survey, we lacked results from half of states, limit-
ing the generalizability of these findings. The results
also reflect the understanding of NASMHPD
Forensic Division members regarding R/S policies
and practices in their state rather than a firsthand
analysis of the policies themselves, which could lead
to discrepancies if the respondents were unaware of
aspects of their state’s policies or practices. Because
of variations in governmental organization and over-
sight of forensic facilities, it is possible that the indi-
viduals selected to represent their state to the Forensic
Division did not directly oversee inpatient services.
For example, a state may place oversight responsibility
for forensic inpatient services under state hospital
service lines, whereas its director of forensic services
might focus more on outpatient competency evalua-
tion services. The potential for variability in terms
used between states (e.g., legal statuses of patients
residing on forensic units or the term ambulatory
restraints) may have also been a limitation. The

authors attempted to reduce this risk by including
clarifying language in our survey, but future work
should seek to be even more specific to enhance the
quality of the data received. Direct policy review was
not feasible for the authors, given that many R/S poli-
cies are not publicly available and to do so would
have required submitting exhaustive Freedom of
Information Act51 requests in all forensic hospitals
across 50 states. Another limitation of the study is that
respondents were only surveyed regarding the presence
of policies and availability of R/S modalities, rather
than a comparative quantitative analysis of their use.
An analysis of R/S utilization rates in forensic hospi-
tals, though sensitive and complicated to explore,
would provide important insights to improve forensic
inpatient care and build upon this initial work.

Conclusion

Restraint and seclusion practices in U.S. psychiatric
hospital settings have evolved over the past 30 years,
gradually becoming more regulated and less com-
monly employed. One might hypothesize that R/S
practices in forensic hospital settings, where aggressive
and self-injurious acts are commonplace, would come
under even greater scrutiny and be more heavily regu-
lated than in general psychiatry settings. The authors’
review of the literature and the results of our brief sur-
vey indicate that this is not the case. Availability of R/S
types in forensic hospital settings vary widely across
jurisdictions, with relatively little guidance at the state
or national level. Although the “least restrictive alterna-
tive” principle generally guides psychiatric inpatient
treatment, its application to R/S remains largely a mat-
ter of institutional interpretation.
In the authors’ view, R/S use in forensic settings,

with a specific focus on utilization rates by modality
across states, should be studied further and discussed

Table 2 Responses for States with Multiple Respondents

ID
Which R/S modalities are

used in your state?
Is the R/S modality identified below available in all or

only some inpatient forensic units in your state?
Does a policy or guideline exist and,

if so, at what level?

PMH S MRB MRC AMR
A1 PMH, S, MRC All All All Yes: Institutional and state
A2 PMH, S, MRC, AMR All Some Some All Yes: Institutional
A3 PMH, S, MRC All Some Some Yes: Institutional and state

B1 PMH, S, MRC All Some All Yes: Institutional
B2 PMH, S, MRC All All All Yes: Institutional and state

C1 S All Yes: Institutional
C2 S, MRB, AMR All All All Yes: Institutional

Note . PMH, physical/manual hold; S, seclusion; MRB, mechanical restraint bed; MRC, mechanical restraint chair; AMR, ambulatory mechanical
restraints.
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more openly among policymakers across the United
States should share their forensic institutions’ poli-
cies and practices about R/S with each other so that
they can benefit from one another’s experience. In
addition to promoting best practices, such collabora-
tive efforts can help to combat the culture of secrecy
around R/S use and the sense of isolation that is
common for individuals working in forensic settings,
with the ultimate goal of developing national stand-
ards. Even with recent improvements, R/S remains
among the most intrusive and potentially traumatic
interventions that forensic facilities employ, and ev-
ery effort should be made to develop and implement
best practices. Providing high-quality patient care
demands this time and attention.
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APPENDIX. SURVEYOF NASMHPD

FORENSIC DIVISION

Q0 You are invited to participate in a research project designed
to understand restraint and seclusion practices in forensic psychi-
atry inpatient settings. The research team conducting this project
is a group of forensic psychiatrists working to better understand
and improve restraint and seclusion practices in forensic psychia-
try inpatient settings. The principal investigator for this project
is Tobias Wasser MD from Yale University and the State of CT
Department of Mental Health and Addiction Services.
The survey will take approximately fiveminutes . Your partici-
pation is strictly voluntary and anonymous. Your responses will be
stored on an encrypted, password-protected database. The only
risk with this type of research is related to potential loss of time and
confidentiality. To prevent the latter, we will not collect any indi-
vidual identifiers. Data collected will be stored for up to five years
and then destroyed. The study is not designed to benefit you
directly, but your participationmay improve restraint and seclusion
practices in inpatient forensic psychiatry settings. All of your
responses will be kept anonymous. Only the researchers involved
in this study and those responsible for research oversight (such as
representatives of the Yale University Human Research Protection
Program, the Yale University Institutional Review Boards, and
others) will have access to any information you provide that could
identify you. We will share it with others if you agree to it or when
we do it because U.S. or State law requires it. For example, we will
tell somebody if we learn that you are hurting a child or an older
person. If you have questions about your rights as a research partici-
pant, or you have complaints about this research, you can call the
Yale Institutional Review Boards at (203) 785-4688 or email
hrpp@yale.edu. If you have questions about the Psychology
Subject Pool, you may contact the coordinator at (203) 432-
4518, or psychsubject.pool@yale.edu. Thank you for your
consideration.

* I consent (1)
* I do not consent (2)

End of Block: Block 1
Start of Block: Default Question Block

Q1 Please select the U.S. state where you work:
! Alabama (1) . . . Wyoming (50)

Q2 Which of the following restraint and seclusion modalities
are utilized on inpatient forensic psychiatric unit(s) in your
state (check all that apply):

h Physical/Manual hold (6)
h Seclusion (1)
h Mechanical restraint bed (2)
h Mechanical restraint chair (3)

h Ambulatory mechanical restraints (for clinical, not trans-
portation, purposes) (4)
h Other (5)

Q3 Please describe “Other”modality:

Q4 For “Physical/Manual hold”, please identify whether this is
available in all inpatient forensic psychiatric unit(s) or only on
some unit(s):

* All (1)
* Some (2)

Q5 For “Seclusion”, please identify whether this is available in
all inpatient forensic psychiatric unit(s) or only on some unit(s):

* All (1)
* Some (2)

Q6 For “Mechanical restraint bed”, please identify whether
this is available in all inpatient forensic psychiatric unit(s) or
only on some unit(s):

* All (1)
* Some (2)

Q7 For “Mechanical restraint chair”, please identify whether
this is available in all inpatient forensic psychiatric unit(s) or
only on some unit(s):

* All (1)
* Some (2)

Q8 For “Ambulatory mechanical restraints”, please identify
whether this is available in all inpatient forensic psychiatric unit
(s) or only on some unit(s):

* All (1)
* Some (2)

Q9 Does a policy or guideline exist that outlines how clinicians
should differentiate when to use specific types of restraint/
seclusion modalities on inpatient forensic psychiatric unit(s)? If
so, does the policy/guideline emanate from the institutional, re-
gional or state level?

h Yes - Institutional (1)
h Yes - Regional (2)
h Yes - State (3)
h No such policy/guideline exists (4)

Q10 Could you please share the policy document(s) with us by
emailing the document(s) to [email address]?

Thank you!

End of Block: Default Question Block
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