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Question: Is restraint and seclusion a therapeutic intervention or a therapeutic failure?

Point: Restraint or seclusion is a therapeutic failure.  Consumers have described their experience of being restrained or secluded as dehumanizing and humiliating.  In addition to consumers’ negative experiences, children and adolescents who have been restrained in psychiatric hospitals report painful memories, fearfulness at seeing or hearing others being restrained, and a mistrust of mental health professionals.


Initially, it might seem like a bitter pill to swallow – that restraint and seclusion (R/S) constitute therapeutic failure (I will use the term, treatment failure).  However, it is my belief that this perspective is warranted and needed, to move the field forward in providing more consistently humane, non-coercive, and non-violent mental health treatment to children and adolescents (children hereafter).


Claiming that R/S are therapeutic interventions reflects lack of appreciation of the distinction between a therapeutic intervention and an emergency/safety intervention. Therapeutic interventions include staff relationship building and the development of trusting staff-child therapeutic alliances, efforts to support the child’s competence, promotion of the child’s social skills and problem solving, developing and implementing an individualized treatment plan, and ongoing efforts at collaboration with child and family as partners.  Obtaining essential clinical information, as provided by risk assessments, de-escalation preference surveys, and advanced directives, is also a therapeutic intervention.  Maintenance of a welcoming, non-intimidating milieu and culture constitutes a therapeutic intervention.  Staff de-escalation of distressed children involves a set of essential therapeutic interventions.  


In contrast, manual restraints and use of seclusion (the involuntary confinement of the child in a place where exit is prevented) constitute emergency/safety interventions.  The need for such measures reflects the breakdown and ineffectiveness of therapeutic interventions.  While it is important that restrictive procedures are implemented in a therapeutic manner, this is quite different from regarding restrictive procedures as themselves therapeutic in nature.


What does implementation of a safety intervention (restraint or seclusion) in a therapeutic manner entail?  It entails ensuring that R/S is truly a last resort, used only in response to imminent danger to child or others, to maintain safety when less restrictive interventions (therapeutic interventions) have failed.  Therapeutic implementation of R/S also involves the following: using the least restrictive intervention possible during the crisis; using only safe and approved techniques; maintaining the dignity and emotional wellbeing of the child, and the child’s physical needs; informing the child of the criteria for discontinuation; and continuing to offer the child respect.  More fundamentally, however, the goal of an agency must involve not only the safe application of safety interventions but, as the primary concern, persistent efforts to prevent their need in the first place.


Since use of R/S is not itself therapeutic and becomes necessary only when treatment is ineffective, need for R/S does constitute treatment failure.  There has been a failure of treatment, in that therapeutic interventions have failed to prevent the need for R/S.  There are many possible reasons for such treatment failure, but their identification exceeds our current scope.  In all instances, however, even when staff efforts have been sincere and conscientious, in the final analysis treatment failed, with therapeutic interventions inadequate to prevent the need for R/S.


The alternative view of R/S as a “therapeutic intervention” dissipates the impetus to change practice.  After all, if R/S is part of the therapeutic continuum, then it is really not so bad if these are used.  From my perspective, the issue is much more urgent that the latter perspective implies.  We need to appreciate that, even when implemented properly and safety, R/S are intrinsically traumatic and humiliating to most children.  Restraint in particular has the capacity to re-traumatize children, embitter them, undermine therapeutic relationships, and severely injure and even kill them.  At stake here is not just the frequency and duration of R/S, but the way that we conceptualize and implement the treatment process.  The broadly based movement to reduce coercion and violence in treatment and human services is poorly served by viewing R/S as therapeutic interventions -- or even regarding them as less-than-optimal outcomes.  A paradigm shift in how we treat children is needed.  R/S as “treatment failure” actively promotes this shift.


It is important to appreciate that R/S as treatment failure is not invitation for a witch-hunt.  Use of R/S reflects system failure, with need for systematic analysis and appropriate responses.  A formal debriefment that includes agency leadership should automatically occur after use of R/S, creating an opportunity for reflection, analysis, and quality improvement.  The focus is not on blaming specific individuals, but on learning from the R/S episode, with the goal of future prevention and overall improvement of care.  If part of the problem turns out to have involved sub-optimal staff responses, absent egregious behavior, appropriate corrective action involves additional training and supervision for these individuals.  Typically, the team identifies a range of corrective actions at multiple levels of agency functioning and considers ways to enhance the child’s treatment.


In conclusion, I recommend the following to agencies serving children with challenging behavior and significant psychiatric disturbance:

1. Recognize that the issue involves both reduction of R/S and the way we work with children and their families.  Use of R/S is a treatment failure, not a therapeutic intervention.

2. Begin by making change at the top, with strong administrative and clinical leadership to change culture and practices.

3. Consistent with primary prevention, make the milieu welcoming and flexible.

4. Use tools that engage the child and promote collaboration (e.g. risk assessment, de-escalation preference tool, other), and be guided by a meaningful treatment plan.

5. Train staff in relationship building (primary prevention) and a range of de-escalation methods (secondary prevention).

6. In response to crisis, use available tools, knowledge, and therapeutic relationships to help the child stabilize and avoid the need for R/S.

7. When restraint or seclusion becomes necessary, implement it safely and as briefly as possible.  Capitalize on treatment failure as an opportunity for clinical learning and system improvement, so that the future need for R/S for that child – and for any child – becomes less likely.
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