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DUNDRUM Restriction Intrusion Liberty Ladders (DRILL) V1.0.3

DUNDRUM Restriction-Intrusion Liberty Ladders (DRILL) Audit
Toolkit

This series of rating 'ladders' is intended to allow a quantitative and qualitative analysis of
the use of restrictive and intrusive interventions as part of the therapeutic management of
violence and aggression in psychiatric hospital settings. This is an evolving handbook. The
ladders are currently organised to facilitate a behavioural  analysis.  Context, antecedents,
behaviour, interventions, consequences are conceptualised as a series of events organised
in  temporal  sequence  so  that  causes,  interactions  and  effects  can  be  considered.  The
complexity of analysis possible is limited by the statistical power of the numbers of cases
and events available.  

The use of the DUNDRUM-1 triage security scale may enable some benchmarking of patient
groups according to their average need for therapeutic security for comparative purposes,
when combined with measures of risk such as the DASA and HCR-20, while the quantitative
relational security in a given unit provides an essential further aspect of context.  

Because  we  attach  great  importance  to  context,  multi-centre  studies  and  comparisons
between centres should be explicit in referring to the setting or else should be regarded with
caution. Within the hospital where we work, the intensive care area is a different context
from  the  admission  unit,  a  medium  term  medium  secure  unit  or  a  pre-discharge  unit.
Similarly  an  acute  low-secure  psychiatric  intensive  care  unit  (PICU)  would  be  another,
distinct context. 

In describing the contextual features of a psychiatric hospital ward or unit, several poorly
validated assumptions may be tested. Are there fewer incidents, and less use of restrictive
and intrusive interventions, when relational security is higher, allowing for average patient
'need' and risk? Is there a threshold or optimum amount for ward floor space per patient or
per  occupant  (staff  and  patients)  below  which  over-crowding  effects  lead  to  increased
adverse incidents? Is there an optimum number of patients and staff per unit, above which
the milieu becomes too eventful for a 'norm' of peaceful coexistence? 

The  DUNDRUM-2  triage  urgency  scale  includes  an  item  'Humanitarian  Considerations'
which  is  intended  to  give  priority  to  those  who  are  subject  to  excessive  restrictions  or
intrusions  on their  human rights  because of  the need to manage risk under  inadequate
conditions e.g. secluded or restrained in ways that would not be necessary at a higher level
of  relational  security.  These 'ladders'  are  intended to  quantify  the  use of  restrictive  and
intrusive measures in therapeutically secure settings such as psychiatric hospitals including
forensic psychiatric hospitals (legally approved centres and designated centres).  

These 'intervention ladders' are intended to describe interventions in psychiatric hospitals
including secure psychiatric hospitals and forensic hospitals for persons who are or may be
of unsound mind or meet legal definitions of mental disorder. Different considerations apply
in prisons or other settings. Different considerations may apply also to persons who are not
of unsound mind or do not have mental disorders. Different considerations would also apply
in prisons where the legal status, context and purposes of such restrictions and interventions
would  be  different.  These  'ladders'  describe  interventions  in  ways  that  are  intended  to
emphasise full  compliance with all  ethical  and legal  principles,  regulations and codes of
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DUNDRUM Restriction Intrusion Liberty Ladders (DRILL) V1.0.3

practice intended to comply with the human rights and legal protections for all persons, with
additional protections for the mentally disordered.

These 'ladders' are not intended to be used as an operational policy. 

These 'ladders'  should be rated separately and then considered where appropriate as a
series of steps or interventions along a pathway intended to manage immediate risk of harm.

The harm in question is primarily the actual harm or risk of harm to others or damage to the
environment. However, in practice it may be difficult to separate the risk of harm to others
and the risk of self-harm or suicide. We do not believe that the use of the more intrusive or
restrictive  interventions  such  as  seclusion  or  restraint  should  be  necessary  for  the
management of risk of self-harm or suicide.

Rating Scheme

The ladders are each organised into a hierarchy from no obvious restriction, intrusion or
coercion  to  the  most  extreme.  Some  ladders  contain  as  many  as  twelve  or  thirteen
gradations but all can be conflated into a scale from 0 to 5. 

Context/ Antecedents

Patient dependency needs

The DUNDRUM-1 triage security scale is a static measure of need for therapeutic security. It
should be used as a means of benchmarking comparisons between units within a hospital
and between different services. Similarly the HCR-20 or a similar measure of risk should be
used  for  benchmarking,  particularly  the  dynamic  measures,  repeated  e.g.  at  6  monthly
intervals.  Because  the  DUNDRUM-1  triage  security  scale  is  a  static  measure,  the
DUNDRUM-3 programme completion and DUNDRUM-4 recovery scales may be used as
dynamic measures that compliment the dynamic measures of risk by assessing progress in
treatments and rapport generally. They allow benchmarking of a ward's dependency need
and risk when averaged for all occupants. 

Length of stay and turn-over (number of admissions per bed in a defined time period, e.g. a
year or a quarter) is a further essential measure of dependency need, since levels of risk are
likely to be highest on admission and immediately thereafter.

Relational therapeutic security

Quantitative relational security is one of the most important direct measures of the context in
which incidents occur and are managed. This should be measured as the ratio of staff to
patients in whole-time equivalents in total, but more directly in the ratio of actual staff to
actual patients for the waking hours. 

Qualitative relational therapeutic security can be gauged by measures of working alliance
and direct measures of ward milieu such as the ESSEN or FSS may be used in the same
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way  with  the  added advantage that  these reflect  the  qualitative  rather  than  quantitative
aspects of relational therapeutic security.

Group and Individual Risk: DASA (Dynamic Assessment of Situational Aggression)

The use of the intervention ladders defined below assumes that the DASA will be carried out
daily. The DASA is a short term assessment of the risk of violence. It can be completed by
nursing staff based only on observation and so can be completed no matter how disturbed
the patient.  In acute and intensive care units, it is our practice to complete the DASA on all
patients daily, a measure of context and dependency need. This also allows an assessment
of an aspect of the ward environment - the average level of risk. 

The individual rating also allows individual management of risk.  As part of a behavioural
analysis and the expanded context decision making, the individual DASA score represents a
measure of 'antecedent' mental state and behaviour.

Adverse Incident Interactions (Behaviour)

An adverse incident  may be described as harm to others,  self  harm or other anti-social
behaviour. We do not see adverse incidents as the first step in a context decision path. In so
far as possible, the daily assessment of risk using the DASA or similar instrument should
define the starting point  for  a context  decision path.   This  allows clinicians to avoid the
unhelpful  formulation  of  'unprovoked  incident',  concentrating  instead  on  the  analysis  of
antecedent  context  and  mental  state,  the  behaviour  itself  and the consequences  for  all
concerned, whether reinforcing, alienating or neutral.  

Intervention Ladders

All  intervention  ladders  should  be  rated  whenever  any  incident  occurs  or  any  one
intervention is to be rated. It may be that an intervention of restraint, of extra medication and
seclusion may all occur over the course of an hour or a day

Consequence Ladders

The three ladders describing consequences should also be completed at the end of any
'context decision path'. These are intended to help structure a 'debriefing'. In the spirit of an
interactive intervention, the debriefing should seek to explore the subjective experiences of
the patient, both reinforcing and aversive, as well as the staff perceptions of alienation if any.
This stage can be seen as completing the analysis of a context decision path, by exploring
the various facets of the events from varying points of view.

'Decision Path' Context - Antecedents - Behaviour - Interventions - Consequences

A 'Context Decision Path'  is any series of 'ladder' events (interactions and interventions) that
occur over a meaningful period of time, e.g. one nursing shift, or one twenty four hour period,
or on occasions over a longer period e.g. when an episode of seclusion lasts more than 24
hours. The added element of a 'Context Decision Path' is that the series of 'ladder' events is
organised into a chronological sequence. This approach is taken in order to describe and
later analyse the context and sequence of events. 

Figure 1: Milieu and individual context-decision-path.
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ADVERSE INCIDENT INTERACTIONS (Behaviours, Transactions)

BT 1. Violent Incidents

This ladder is designed to be compatible with the DUNDRUM-1 item, while providing more 
nuanced variations appropriate to the therapeutically secure hospital context.

0 - All interactions are consensual or with assent.        

                                                                                

1 - Verbal threats, verbal abuse of any sort (personal, racist, sexist etc) and / or damage 
to property

2 - Minimal degrees of violence, minimal threat to life.

 3 - Assaults causing injury such as bruising or less serious sexual assaults, (summary 
offence), bites.

 4 - Use of weapons to injure, arson endangering life, assaults causing concussion or 
fractures to long bones or broken nose, stalking with threats to kill. Single serious sexual 
assault, (indictable).

5 - Life-threatening violence e.g. homicide, stabbing penetrates body cavity, fractures 
skull, strangulation, serial serious (e.g. penetrative, indictable) sexual assaults, kidnap, 
torture, poisoning
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BT 2. Self-Harm Incidents

This ladder is also designed to be compatible with the DUNDRUM-1, in this case with item 3 
of that instrument.

0 - no self-harming behaviour

1 - Self harm of minimal severity and minimal threat to life – small overdoses or 
superficial cuts and verbal threats of self harm.

2 - Threat of self-harm with evidence  likely to be potentially lethal e.g. found to be 
concealing a ligature, hoarding enough drugs for a serious overdose etc, attempted 
absconding from hospital  when at risk of self harm.

3 - Use of potentially lethal means such as ligatures, jumping to injure self

4 - Near miss attempts at suicide – hanging with loss of consciousness, overdoses 
requiring ventilation or organ support, jumping from significant heights or arson 
requiring prolonged hospital treatment

5 - Death by suicide or misadventure.
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BT 3. Placing Others At Risk

This item may be rated as a '5' for individuals who show little if any outward overt 
challenging or disruptive behaviour. The quality of the evidence required for such a rating 
must therefore be exacting.  

0 - No disruptive or alienating behaviour

1 - Socially embarrassing, undignified, disruptive, challenging, bizarre, sexually 
disinhibited  or threatening behaviour that if it happened in the community, might lead 
to arrest for public order or minor / non-violent offences or further damage to patient’s 
social network e.g. stealing from fellow patients.

2 - Bullying or coercive behaviour towards vulnerable fellow patients. Provocative 
behaviour towards irritable fellow patients. Threatening to staff e.g. while incorporating 
into delusions or behavioural

3 - Sexually active with vulnerable fellow patients (non-coercive); 

High risk threats of serious violence to staff and / or patients; 

Bringing weapons or intoxicants into the ward / hospital

4 - Fire setting in hospital – any fire setting no matter how minor.

Barricading (without hostages) or roof-top protests in hospital or other secure settings
as follower or without accomplices.

5 - Hostage taking in hospital 

Co-ordination of disturbances in hospital (i.e. a prime mover in such behaviour); 

Necessity to separate from other specific persons to prevent harm to others (e.g.
feuds). 

Fashioning weapons or other contraband within the secure setting;. 

Sexually predatory/coercive behaviour towards vulnerable fellow-patients or staff.
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BT  4.  Elopement/Absconding/Escape

This ladder should also be broadly compatible with the DUNDRUM-1 item 6. 

0 - No attempts at absconding from the hospital

1 – 1.1 Impulsive attempt to abscond from any in-patient area within the hospital 
perimeter. Includes running away or unwilling to return to unit.

 – 1.2 Evidence of or behaviour suggesting plans to abscond from the hospital such as 
monitoring the gate, walls, staff routines or concealing items that may assist 

absconding.  Expressing consistent wish to leave the hospital irrespective of staff 
interaction e.g. unwilling or unable to accept their legal detention status

2 -  2.1 failure to return from unaccompanied leave- with serious attempt to abscond i.e. 
not just late due to public transport etc. NB this assumes that a person allowed 
unaccompanied leave would not represent a grave and immediate risk to others.  If 
there is such a grave risk, rate '5'.

 – 2.2 Impulsive (failed) attempts to abscond from accompanied leave outside the 
hospital/ not returning from unaccompanied leave.

3 – Premeditated plan and/or organised attempt to actually abscond e.g. feigning 
medical injury to leave the hospital to abscond/feigned self harm

4 -  Attempted absconding with assistance from outside resources such as family or 
organised crime syndicates.  Threats of violence or actual violence to staff/ attempts to 
coerce/deceive  staff to assist absconding

5 – Absconding with injury to staff, patients, self or public. Absconding leading to major 
serious incident e.g. police helicopter searches, press / media broadcast warnings.
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BT 5. Non-Compliance with Treatment

Secreting medication is rated as '3' while intermittent overt refusal of medication is rated '2' 
because the element of deception is regarded as more serious, potentially leading to 
unanticipated relapses.

0 - Compliant and participating with the individual care plan and treatment goals

1 - Non-compliant with ward routines and hospital policies

2 - Partial compliance with care plan and / or overt refusal of care plan/ talking 
therapies /  medication intermittently

3 - Non-compliance, secreting medication, attending but not participating in talking 
therapies.

4 - Refusing treatment e.g. medication so that forced administration of medication or 
related procedures (e.g. blood tests) necessary

5 - Refusing the necessities of life - food and / or fluids, so that urgent interventions are 
required. 
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RESTRICTION-INTERVENTION LADDERS (CONTINGENCY MANAGEMENT
INTERACTIONS)

RI 1. De-escalation

The assumption here, as in all of these scales, is that the DASA or some similar daily risk
assessment tool will be used. It is assumed also that all nursing staff on the ward will have
had accredited training in an approved method for the assessment and management of risk
of  violence.  "Conflict"  here means any disagreement  associated with an increase in  the
DASA, whether between one patient and another or between a patient and staff.

0 -  normal millieu, normal interactions with all staff on the shift.

1 Anticipation: normal interaction with primary nurse regarding daily care plan and 
advance preferences for crisis management

2 Anticipation: discussion with patient regarding DASA >=4, diversion or distraction 
planned.

3 Reaction: diversion, distraction or alternatives improvised or as per advance 
preferences.

4 Conflict resolution: reactive interventions to negotiate and resolve interpersonal 
disagreements or conflict, or separation of parties in conflict, negotiation concerning 

issues may continue subsequently.

5 Move from one unit to another according to stratification of risk.
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RI 2. Observations (Restriction of Privacy / Intrusion of Space)

This should be read in conjunction with the description of the stratification of patients to
locations according to the need for therapeutic security (Kennedy 2002), and the criteria for
such decision making in  the DUNDRUM quartet.  Added therapeutic  safety by means of
special nursing observations can be provided as 'fine tuning' and as a means of managing
short term problems without having to move the patient to a more secure location. Special
nursing observations can be used to manage the risk of self-harm and suicide, or to manage
the risk of violence. Because the risks of violence and self-harm are often present at the
same time, no distinction is made here between the two purposes.

Note that the deployment of additional staff to the ward milieu and / or zonal observation
should be counted as part of '0'.

0 - Normal nursing environment, normal staff to patient ratio for current location in 
accordance with risk stratification. This may include the use of electronic tagging when on 
leave outside the hospital (rated on ladder RI 8). This may also include the use of CCTV in 
public areas of the hospital.

1 - Nursing observations are formally recorded at 15 minute intervals.

2 - Nursing observations are continuous one to one, not at arm's length. 

3 - Nursing observations one to one within arm's length (where this is applied for risk of 
self- harm only).

4 - 4.1 Nursing observations two to one, not at arm's length

 4.2 Nursing observations three to one, not at arm's length

5 - Nursing observations two to one (or more than two to one), within arm's length.
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RI 3 Personal Searches (Restriction of Bodily Space and Intrusion of Bodily Integrity)

Where protective clothing is used, it should always be designed to ensure dignity and 
decency. Protective clothing is generally used to prevent self-harm either by fashioning 
ligatures or self-suffocation.  Intimate searches are seldom if ever necessary. Concealed 
drugs or weapons, including body-packed items can usually be obtained by close nursing 
observation over a period of days. Body cavity searches are extraordinary measures used 
only in grave and immediate life threatening situations. 

0 - Normal clothes, normal possessions for the current location (in accordance with risk 
stratification) includes room searches in accordance with hospital policy and regulations / codes of 
practice.

1 - 1.1 'Airport' style non-intimate pat-down search by same sex staff, with search of contents of 
pockets and bags, outer clothes etc - use of metal detectors etc.  with assent / cooperation

 - 1.2 as above, without assent / under protest

 - 1.3 non-routine room searches, or room searches without assent.

2- 2.1 removal of all but the most basic / essential possessions from the patient's room.

 - 2.2 as 1.1 and whole body rub-down search, while clothed with assent / cooperation

 - 2.3 as above and without consent

3 - clothes removed and replaced with protective clothing while maintaining decency / dignity at 
all times with assent / cooperation

. -  as above, without assent / under protest

4 4.1 full inspection of unclothed body (may be done by serial partial undressing) in the course 
of a medical examination, in all cases in the presence of a same sex chaperone with 
assent / cooperation

  4.2 as above, without assent / under protest.

 4.3 clothes removed, visual inspection of all orifices

 4.4 as above, without assent / under protest

5 - body cavity search - with the permission of the court only, or common law power if there is X-
ray evidence of body packing of substances that represent a grave and immediate danger to the 
person (drugs, weapons, explosives).  This should be carried out only in an A&E department or 
surgical theatre. 
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RI 4. Extra medication (Intrusion of Bodily Integrity  -Extra Medication, Rapid 
Tranquillisation, 'prn' medication)

All  that is described here is subject to legal regulation concerning consent,  capacity and
assisted  or  substituted  decision  making.  Wherever  possible,  voluntary  medication  is
preferred to involuntary medication - choices should always be offered to the patient,  no
matter  how  critical  the  situation  e.g.  even  in  the  course  of  an  episode  of  restraint  or
seclusion.  Wherever  possible,  oral  medication  is  to  be  preferred  to  parenteral  (intra-
muscular)  medication.  Intravenous  medication  should  only  be  used  in  the  context  of
induction of anaesthesia by a qualified anaesthetist, except when administering antidotes
such as flumazenil or naloxone. 

Although this may be seen as policy rather than observation, it is essential to note here that
intramuscular (i/m) medication should be avoided in the course of or immediate aftermath of
physical restraint with struggling, since circulating adrenaline will then be elevated, heart rate
will be elevated and cardiac irritability will be at the most vulnerable.

0 - Titration of appropriate anti-psychotic, anti-depressant or mood stabilising medication and 
maintenance. Attention to detoxification (particularly for alcohol or benzodiazepine 

withdrawal) where appropriate.

1 - Urgent review of medication and prescription as appropriate up to IMF / BNF / FDA licensed 
limits in response to threat of imminent violence (DASA >=4). NB check for evidence of 
alcohol, benzodiazepine or opiate withdrawal and treat as appropriate.

2 - Offer oral titrating doses of arousal-reducing anti-psychotic/mood stabilising medication as 
appropriate (olanzepine, chlorpromazine, trifluperazine, prochlorperazine) preferably in 
dispersible or liquid form, followed by a drink and visual inspection to ensure ingestion. The 

patient may also be required to be observed e.g. for 20 minutes after ingestion to prevent 
regurgitation.

3 - If not currently on a depot or if depot has been missed for a month or more, give a rapid 
acting intramuscular injection of depot neuroleptic - e.g. Acuphase.  Follow within 48 hours 

with Clopixol depot 300 to 500 mg and NB do not omit to repeat weekly. Alternatively, give the 
maintenance dose at once. Oral anti-psychotic and mood stabilising medication may be 
continued while depot takes effect. 

4 - If neuroleptic malignant syndrome or acute excited state (hyperpyrexia with agitation 
progressing to exhaustion) is present, offer an oral long acting benzodiazepine e.g. diazepam 10 -
20mg. If the patient cannot be persuaded to take oral diazepam, then i/m alprazolam 2mg under 
(voluntary) restraint when not struggling / aroused, and only if flumazenil is drawn up and ready 
(antidote for benzodiazepine induced respiratory arrest). NB in every case follow with short term 

benzodiazepine detoxification converting to oral  diazepam and tapering over ten days.

5 - ECT for life-threatening exhaustion or dehydration due to catatonic state or depressive stupor.
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RI 5. Situational Coercion

This is the only point where the term 'coercion' is used in this set of 'ladders'. This ladder
should therefore always be considered and rated with all of the other ladders, because of the
need  to  add  awareness  of  this  as  context.  Coercion  is  predominantly  a  subjective
perception, both by the person experiencing it and by the person or persons exercising it.
Accordingly this ladder aims to describe objective correlates of coercion so that the rating
can be consistent and repeatable. Although coercion is always to be considered a negative
element  of  any  human  interaction,  there  will  be  times  when  the  use  of  contingency
management is legitimate, sanctioned and part of the maintenance of a safe environment for
all present, the prevention of harm and the commencement of treatments without consent.

0 - normal ward milieu for the present location, according to stratification of risk. In a 
centre approved under mental health legislation, this may include the implied risk of 
detention under such legislation. 

1 - detention under mental health legislation. This may include the implied risk of transfer
to a more secure location.

2 - formal individual contingency management plans on a day to day basis which involve
rewards over and above normal ward milieu. (e.g. RAID programme).

3 - formal individual contingency management plans on a day to day basis which involve
the withdrawal of any positive or re-enforcing thing or activity, over and above normal 
ward milieu.

4 - presence of more than one member of staff during any negotiation. 

5 - the visible presence of a three-person team during any negotiation e.g. regarding 
medication. This includes the implied risk of restraint, extra medication / injection or 
seclusion.
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RI 6. Manual Restraint

This 'ladder' may appear to have smaller distinctions between steps than other ladders in
this series. It is essential that these interventions are used only by trained teams of clinicians
using approved techniques only, with up-to-date refresher training. The purpose of training in
approved techniques is to prevent respiratory arrest or asphyxia due to dangerous holds, to
minimise the duration of restraint and to minimise the risk of injury to the patient or to other
service users and to staff including the staff carrying out the restraint. 

0 - No physical contact (does not include contact that 'enables' rather than 'disables').

1 - 1.1 Any informal contact by one member of staff intended to 'enable' rather than disable with 
the implicit consent (or assent) of the patient e.g. a nurse helps a frail patient to find the 
bathroom by holding hands or e.g. a body part may be manually 'steadied' during venesection or 
injection.

- 1.2 Any informal contact by one member of staff intended to enable rather than disable, 
though the patient may express ambivalence, reluctance or initial resistance due to confusion or 
incapacity e.g. a patient is gently persuaded to go to their bedroom at bedtime.

2 - Holds immobilise the elbow and forearm by two staff, one on each side, while a third member 
of staff maintains communication and monitoring, though the head is not manually controlled (note: a 
three man team trained in approved methods is essential from this point onwards).

3. - 3.1 Holds immobilise elbows by flexing and holding with both hands using a stronger hold, 
one member of staff on each side while a third member of staff manually controls the head and 

maintains communication.

 - 3.2 Staff on each arm use 'figure of four' grip to immobilise each arm and a third member of 
staff manually controls the head

 - 3.3 as above and controlled descent to a sitting position

4 - 4.1 pain-free immobilisation of wrists as well as elbows, and control of head as above

 - 4.2 as above and controlled descent to a sitting position

 - 4.3 as above, and patient's legs are immobilised or controlled by -

 - 4.4 controlled descent to a kneeling position (this is the preferred position if the next move is 
to search or undress the patient)

 - 4.5 controlled descent to a supine position with a fourth team member controlling the legs

5 - 5.1 controlled descent to a prone position (may be necessary for intramuscular injection or 
safe exit from a seclusion room). If in a seclusion room, followed at once by rapid safe exit of 
staff.

 - 5.2 any use of approved special equipment such as shields and body armour.

Page 16 of 21

© Not to be copied or reproduced without permission.

16



DUNDRUM Restriction Intrusion Liberty Ladders (DRILL) V1.0.3

RI 7 Seclusion (Restrictions on Use of Space)

The  interventions  described  here  are  not  the  same  as  the  policies  and  practices  that
operationalise their use. These are likely to vary from service to service according to practice
and from jurisdiction to jurisdiction according to regulatory structures and legislation.

0 - Normal (open) ward and (open) hospital milieu, staff to patient ratio in accordance 
with stratification of risk.

1 - Use of a quiet room or quiet area such as a garden to reduce stimulation, with or 
without special observations (rate special observations separately)

2 - 2.1 confined to limited safe areas of the hospital (leave outside the ward is prevented
or limited)

 - 2.2 confined  to the ward (ward is locked).

 - 2.3 confined to limited safe areas of the ward.

3 - 3.1 use of 'time out' e.g. in own room with normal possessions. Time out is defined 
as being alone in a room with the door open while free to exit at any time.  Special 
observations rated separately.

 - 3.2 'time out' in own room but stripped of any potentially harmful objects.

4 - use of (confined to) high observation area i.e. a low-stimulation, low risk environment.
Level of observation to be defined separately but patient is not alone in the high 
observation area.

5 - Seclusion - confined alone in a special safety room or suite with the door locked. Use
of special observations, CCTV, regular reviews etc defined separately according to 
policy, regulation and jurisdictional rules.
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RI 8 Mechanical Restraint

We have no experience of the use of Pinel-style soft restraints, strait jackets, strapping to
gurneys or cage beds. We find that it is possible to cope with all eventualities without these.
They are listed here because they are in use in some jurisdictions.  We believe the out-ruling
of physical restraints may increase reliance on other forms of restriction and constraint, such
as seclusion.  These alternatives  may be regarded as  preferable,  though this  may be a
cultural preference.

0 - No mechanical restraint on the person.

1 - electronic tagging that cannot be removed by the person unaided, whether in hospital
or in the community e.g. while on leave from the hospital.

2 - reclining chair / Buxton chair / cot sides

3 - hand cuffs used only outside the hospital, to prevent absconding or violence in 
insecure settings e.g. general hospitals, courts.

4 - Pinel-style soft restraints used inside the hospital to impede self-harm or destructive 
behaviour.

5 - 5.1 strait jacket to prevent use of arms

 - 5.2 cage beds

 - 5.3 strapped to a gurney arms and legs fully fixed.
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CONSEQUENCES

C1. Reinforcing Consequences (Subjective)

0 - No obvious change in situation or subjective state.

1 - Personal feelings of fear or distress are relieved.

2 - Personal satisfaction is gained, though no privileges or material gains are obvious

3 - Privileges and material gains follow, though social status (popularity) is diminished 
(note that this may be the primary goal)

4 - Privileges and material gains follow, though social status (popularity) is not 
increased.

5 - Status amongst other patients is increased, privileges and material gains follow
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C2. Aversive Consequences (Subjective)

0 - No aversive consequences are subjectively felt.

1 - the subjective situation is perceived by the patient as inconvenient or inhibitory but 
nothing more.

2 - The subjective situation is perceived by the patient as unpleasant or undesirable but 
fair enough. 

3 - The subjective situation is perceived by the patient as unfair, unjust, unpleasant but 
not unbearable.

4 - The subjective situation is perceived by the patient as unfair, unjust, provocative of 
anger or disgust.

5 - The subjective situation is perceived by the patient as more painful and distressing 
than before, subjectively unbearable.
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C3. Alienating Consequences (Staff)

0 - Staff feel that their rapport with the patient is unchanged and positive.

1 - Staff feel that the patient is in need of some temporary change in their approach e.g. 
clearer, more directive communication, offering less choice.

2 - Staff feel that the patient cannot be trusted in the same way in future

3 - Staff feel that the patient is not safe in the present location (unit, ward) at present and
requires additional restriction / intrusion interventions.

4 - Staff feel the patient should be removed from their current therapeutic milieu and 
placed elsewhere in a more secure, more restrictive unit or hospital.

5 - Staff feel the patient should be removed from their therapeutic milieu and subject to 
legal sanctions (charged and convicted, imprisoned if appropriate)
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