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ABSTRACT

Background: The use of restraints in psychiatric care is aeious practice due to

its ethical, legal, and psychological implicatioMhile necessary in certain acute
scenarios, restraint use remains a measure ofdsstt. The Mental Healthcare Act
(MHCA), 2017, emphasizes the least restrictive @am@ mandates strict oversight of
restraint use in India. However, data on restrarattices in general hospital settings

remain sparse.

Objective: This study aimed to assess the frequency, typesassociated factors of
restraint use among psychiatric inpatients admitted General Hospital Psychiatry

Unit (GHPU).

Methods: A cross-sectional observational study was conduetie KLE-Prabhakar
Kore Hospital over one year (March 2023-March 202%)alyzing 200 restraint
episodes among 77 inpatients. Data on sociodemligtaginical, and aggression-
related variables were collected using validatemistoClinical Global Impression—
Severity (CGI-S), Staff Observation Aggression 8eRlevised (SOAS-R), and

Agitated Behaviour Scale (ABS).

Results: The prevalence of restraint use was 7.28% (70bl057 admissions). The
majority of restrained patients were males (80.52%@d 21-40 years (66.23%) with
diagnoses including schizophrenia (20.78%), alcatdlced delirium (18.18%), and
bipolar disorder (15.58%). Most patients were ery@tb and from middle

socioeconomic backgrounds. Combined physical arthatal restraints were used in
55.5% of cases. Severe agitation (ABS score: méaBi/37.84) was common, and

verbal de-escalation was attempted in 59.74% adscaBhe mean SOAS-R score was

Xii



10.01+6.39. Most restraint episodes occurred ofitsieday of admission, indicating

high-risk behaviours upon entry.

Conclusion: This study met its primary objectives of assesding frequency of
restraint use, types of restraints employed, aedclihical and demographic factors
associated with restraint in a general hospitacipigyric setting. The prevalence of
restraint use was 7.28, and among the 200 documented restraint episé8es%
involved combined physical and chemical restraimhile 44.5% involved only
chemical restraint. Restraint use was found toidpeificantly associated with young
adult males presenting with psychotic or substandaeed conditions, often with a
prior history of violence. While most patients weseverely agitated, verbal de-
escalation was underutilized. These findings uradeesthe need for systematic de-
escalation training, early risk assessment, amct sitherence to MHCA guidelines to

minimize coercive practices in psychiatric care.
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INTRODUCTION

Coercion in healthcare, particularly in psychiasattings, has always been a
subject of ethical and clinical debate due to thigerent power imbalance between
patients and mental health professionals. The valnlgy associated with mental
illness, often compounded by impaired decision-mgléapacity or lack of insight,
has historically been used to justify involuntamerventions. These measures include
involuntary admissions, forced treatment, seclusiand the use of physical or
chemical restraints. While such interventions ametimes crucial to prevent harm to
the patient or others, they remain fraught withiceth legal, and psychological

concerng.

In psychiatric practice, the use of restraints—Wbephysical, mechanical, or
chemical—continues to be a highly controversial andably applied intervention.
Typically, restraints are employed to manage aagtetion, aggression, or behaviour
that poses an immediate risk. However, their usesignificant adverse implications,
not only for patients, who may experience physiogiries, psychological trauma,
and loss of autonomy, but also for healthcare ,staffo may face occupational

injuries, emotional distress, and moral conffict.

Globally, there is considerable variation in theyaence and type of restraint
used across healthcare systems. Some countrigsasube UK and Portugal, report
minimal or negligible use of restraints, wherea®ithers, including Italy and China,
restraint practices remain commdh.In India, the prevalence of restraint use is
relatively high in psychiatric institutions, oftanfluenced by systemic challenges
such as inadequate infrastructure, resource camstraunderstaffing, and limited

access to de-escalation traintg.
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These factors frequently result in coercion beisgduas a necessity rather
than as a last resort, raising ethical and humgintgiconcerns. Recognizing these
issues, India introduced the Mental Healthcare (MiiCA), 2017, which marked a
shift toward a rights-based framework in mentalltheare. Section 97 of the Act
specifically addresses the use of restraints, Istijpg that restraint should only be
used under strict supervision, as a last resod, r@@ver for punishment or staff
convenience. It prohibits seclusion and solitarynfcement, permits physical
restraint only under specific conditions with psiathst authorization, and mandates
that all instances be documented and reportededviéntal Health Review Board.
The Act further requires that a patient’'s nominategiesentative be informed within

24 hours of any restraint episodé.

Despite these legislative provisions, the impleragom of restraint guidelines
in Indian psychiatric settings remains inconsistestiudies indicate variability in
restraint prevalence, influenced by patient-reldtedors such as gender, diagnosis,
severity of illness, socioeconomic background, pndr history of violence or non-
compliancé®. Individuals diagnosed with schizophrenia, bipoldisorder, or
substance-induced psychosis, particularly thoseepiteng with agitation or violent

behaviour, are disproportionately subjected tora@st’1°

However, there is a paucity of research focusingciigally on the use of
restraints in General Hospital settings, as opptsedtensive care units or dedicated
mental health establishments. This gap limits oudeustanding of restraint practices
in such general psychiatric contexts, where pateatiles and systemic factors may

differ significantly.
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In this context, the present study aims to explbee frequency, associated
factors, and clinical characteristics of restraise in a General Hospital Psychiatry
Unit (GHPU). By addressing this gap, the study se®kcontribute to the existing

body of knowledge and promote informed clinical gti@es concerning the use of

restraints in psychiatric settings.
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Objectives

OBJECTIVES

Aim
To assess the frequency of restraint and factors associated with restraints in

patients admitted in general hospital psychiatry unit.

Objective
» To assess the frequency of restraints of patients in psychiatry ward in general

hospital psychiatry unit
» To assessthe frequency of different types of restraints.

» Toassessthe clinical and demographic factors associated with restraints
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Review Of Literature

REVIEW OF LITERATURE

Although empirical evidence from diverse contextslicates that mental
health care and interventions yield substantialaathges, psychiatry persists as a
contentious domain within the medical professiormbiguity surrounding the
efficacy of numerous psychiatric interventions, ndigant variations in clinical
methodologies, inadequate patient safetyl a dearth of high-grade outcome data
pertinent to patient concerns contribute to theauot@irable perception of psychiatry.
11

Nevertheless, the most disputed facet of contemp@sychiatry continues to
be its persistent employment of coercion withimickal practice, a procedure deeply
entrenched in its historical framework. While a siderable proportion of individuals
engaging with mental health services do not expeeecoercive interventions,
involuntary hospitalization and compelled treatmemé prevalent phenomena in
mental health care. These involuntary actions #eatly entail the application of
force, including seclusion, restraint, and mandateddication. Such coercive
methodologies are rationalized, sanctioned, andnoomy implemented in both
economically prosperous and economically disadgmttanations, as well as in
institutional and community environments. Theseioast constitute profound
violations of human rights and exemplify "an untesd global crisis'*? remaining
among the most controversial issues in mental heaf
Coercion

The concept of "compulsion" within the realm of rnanhealth care is
relatively well-defined; it pertains to the impasit of force, ideally governed by
legal frameworks, to compel an individual to undergeatment that they have

previously declined. The nomenclature "coercion" generally understood to
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encompass "compulsion” while also extending tocadber array of practices. It is not
uncommon for the term to be utilized almost synoaysty with treatment pressures,
such as "interpersonal leverage," and even "peimu4s

Coercion and persuasion, while closely intercoretctare conceptually
distinct. The process of persuasion involves theioidn engaging the patient’s
cognitive faculties to navigate them towards a gumed resolution. Conversely,
coercion transpires when the clinician employs malaitive tactics that introduce
external factors, thereby undermining the patiecaisacity for rational thought®

Coercion within the healthcare system is widelyoggized, particularly in
scenarios involving mandated treatment againsp#ient's consent, a phenomenon
that is notably more pronounced in psychiatric erts. The field of psychiatry is
distinctive in that it represents the sole meddiatipline where coercion can be both
legally sanctioned and endorsed by the state. Aghahe principle of autonomous
decision-making is frequently contested due toittherent power disparity between
the knowledgeable practitioner and the less-infarpatient, this power imbalance is
exacerbated in psychiatry, attributed to the conipés associated with mental health
disorders. Coercive practices in psychiatric caranifest in various modalities,
including involuntary admission, involuntary tream, seclusion/restraint, outpatient
commitment, and, in certain jurisdictions suchradid, even covert treatmefit.

The expression of coercion in mental healthcareheracterized by diverse
manifestations and varying intensities, some ofcWwhare more conspicuous than
others. These include treatment pressures, inspal leverage, both implicit and
explicit threats, and compulsion, whereby forceeigerted, typically under legal
authority, to compel an individual to accept treatnor interventions that they had

previously rejected. Involuntary treatment may énte enforcement of behavioural

Page 6



Review Of Literature

controls, including mechanical, physical, or phatolagical restraints, forcible
confinement in seclusion, administration of treatim&ithout informed consent, and
the imposition of restrictive conditions during comnity-based treatment and
supervision®

Coercion has undergone a transformation througlhisibry, transitioning
from methods such as seclusion to the implememtatwd pharmacological
interventions under the pretext of serving thegudls best interests, even when such
actions are involuntary or clandestine. In modesgchiatric practice, coercion is
recognized as a critical concern within the healtbcframework. Investigations in
this domain generally concentrate on three prindingensions of coercion within
clinical environments®

The incidence of overt coercive strategies, ineigdiphysical restraints,
compulsory pharmacological interventions (chemicastraints, involuntary
medications), isolation, seclusion, and at timés;teoconvulsive therapy (ECT). The
phenomenon of subjective coercion, as evaluatedugfir the coercion ladder, a
systematic interview instrument designed for Indiealthcare context¥, or the
Coercion Experience Scale (CES).

The assessment of perceived coercion utilizing MecArthur Perceived
Coercion Scale (MAESY or the lowa Coercion Questionnaire (IC&) Coercion
within the realm of mental healthcare encompassés implicit and explicit threats,
along with the apprehension that many patients carbvegarding the potential
repercussions of non-compliance, which may incltiee application of compulsory
measures, a construct referred to as a "coercagosti’®,

Coercion exists beyond just mental health faesitiit is frequently observed

in the treatment of older adults, those with imtetbal challenges, and minors.
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Coercive methodologies are likewise observed iricati surgical and medical
environments. Nevertheless, no other sector oftlineaie implements coercion as
consistently or pervasively as that found in meheallthcare!

Aggression constitutes a substantial concern witiemtal health institutions,
and is characterized as a series of behavioursntiagt inflict harm upon others,
manifested through both actions and verbal expassiThe underlying intent of
these behaviours is frequently discernible, ang ten lead to both physical harm
and emotional turmof® Gautam et al.,2023 underscores that aggressipreislent
among psychiatric patients, with empirical studieggesting that between 18% and
25% of hospitalized individuals display violent clugt2°
Restraints

Involvement in the medical field is accompanied ingrinsic hazards,
especially when patients, who are in pursuit ofséasce, exhibit agitation or violent
behaviour. . According to the Occupational Safetg Blealth Administration, 75% of
workplace assaults occur in the healthcare andalseervice sectors. The National
Crime Victimization Survey reports that healthcamerkers face a 20% higher
likelihood of being victimized at work compared dther professions. Since patient
violence can happen in any clinical setting, health providers must be prepared to
reduce the risk of harm to both patients and staff.

The research by Singh et al., 2024 entitled "Analysd Determinants of
Restraint Practices in Psychiatry Inpatients fromeatiary Care Hospital in India"
was executed within the confines of the psychiatepartment of a tertiary care
facility in India. This investigation constitutedratrospective chart review aimed at

examining restraint practices among psychiatriaiigmts at a tertiary care institution
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in India. The study unveiled a prevalence rate.25% regarding the implementation
of restraints among the evaluated patiefits.

A descriptive cross-sectional study conducted ipsgchiatric ward of a
selected hospital in Mangalore observed restramttizes among patients. The study
reported thathemical restraints were most commonly used (44%)followed
by physical and mixed restraints (28% each)highlighting the frequent reliance on
medication and physical methods to manage patighmbour 23

There exists considerable disparity in the prevaeasf physical restraint (PR)
application within intensive care units (ICUs) asovarious nations. In the United
States and Canada, the incidence of PR utilizatiaries between 16.6% and
56%. Conversely, in Europe, the rates present stanrasts, with nations such as the
United Kingdom and Portugal documenting a 0% usatg whereas lItaly reports as
high as 100% in certain units. Data derived fromI@4s in Australia and New
Zealand illustrates an 8% PR utilization rate. &pah and Jordan, the prevalence is
significantly greater, at 32.9% and 35.8%, respebti Two surveys conducted in
China indicated that 59.07% and 61.2% of criticallypatients were subjected to
physical restraint.

In a study conducted in a general intensive caie (l@U) at an 800-bed
secondary medical centre in Kfar Saba, Israel,x@méne the outcomes associated
with restraint use. The findings revealed thatgrat who were subjected to restraints
demonstrated higher morbidity and mortality ratesiry their ICU and overall
hospital stay. These patients also experience@aernumber of agitation episodes,
with higher severity of agitation as assessed byRithmond Agitation and Sedation
Scale (RASS). Additionally, the use of restraintaswassociated with an increased

need for antipsychotic medication, with 11% of raisted patients (71 individuals)
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requiring such treatment during hospitalizationeT$tudy highlights the complex
clinical profile of restrained patients, who notiyoexhibited elevated agitation levels
but also required more intensive pharmacologic&rirentions and had poorer health
outcomes?*
Basic preventive safety strategies aimed to redwoekplace violence and
minimize the need for seclusion and restraint idefd:
Security: Healthcare practitioners, particularly those agiag within high-risk
environments, are consistently vulnerable to conftions with agitated
patients and visitors, primarily attributable toadequate or entirely non-
existent security protocols. A research invesiigatonducted in 2008, which
examined 3,518 questionnaires from 65 emergencgridapnt environments,
indicated that weaponry, including firearms andvksi was introduced into
emergency departments on a daily or weekly bagis. @resence of security
personnel who are suitably trained and possess retrapsive experience is

essential for the mitigation of violent incideR?<®

 Efficiency of Operation: Prolonged waiting periods have been correlatddl wi
heightened instances of violence within emergenepadments. A study
encompassing approximately 50,000 patients indictitat a waiting duration
of 2 hours was significantly related to an increbeecurrence of violent

incidents?>27

« Warning Sgn Recognition :Training staff to identify disruptive behavioutr a
the onset of a patient's visit can facilitate thdancement of awareness and
the implementation of preventive strategies. A synconducted in 1997

among 517 psychiatric residents revealed that 3&éloexperienced physical
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assault, and nearly 66% indicated feeling undegreap or inadequately

trained in managing violent patierffs®

« Access Control: A study of emergency department security acros8 25
hospitals found that only 21% of hospitals-con&dllaccess during high-risk

periods?®2°

- Alarm Systems: The deployment of various alarm systems can fogmtly
bolster safety for both patients and healthcarsqgrarel, including pressure-

sensitive bed alarms, patient room alarms, andl staic alarmg>

In both psychiatric and medical healthcare settingsercive measures
regrettably remain prevalent despite extensivaatnres aimed at curtailing their
application. Ideally, treatment modalities shoubstér collaboration, with coercive
interventions utilized solely as a last resort andly enacted when legally justified
under specific mental health or capacity legistatibhe motivations underlying the
use of coercion are complex, with one contributiagtor being aggression directed
towards staff, a concern that is notably frequentooth medical and psychiatric

contexts?

The fundamental rationale for the application oftr@nt and seclusion
protocols is the prevention of potential violenaad ahe mitigation of harm. The
inherent risks associated with coercive measuresrepass potential harm to both
the patient and the healthcare provider, includbah violent and nonviolent
threats. Healthcare professionals are perpetualtpweaged to maintain vigilance to

reduce these risks.
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Negative Consequences of Restraint and Seclusion

Healthcare practitioners must acknowledge that tmplementation of
restraint and seclusion can yield considerable s@veffects on patients and should
only be contemplated as a final recourse. In suacumstances, healthcare
professionals are informed by four essential etlidaciples listed below!*

a. Respect for autonomy This principle entails honouring the patient's
independence and their capacity to make delibedat@sions unencumbered by
coercive influences.

b. Beneficence This refers to the moral obligation to act in thest interests of
others, promoting their well-being.

c. Nonmaleficence Commonly expressed as "First, do no harm," thmscpple
emphasizes the importance of avoiding harm to #tieipt.

d. Justice This principle is concerned with ensuring ther fand equitable
distribution of treatment and resources.

Although these ethical principles function as guogdienets, they frequently
come into conflict within practical scenarios. Fexample, the principles of
beneficence (promoting good) and nonmaleficenoev@rting harm) both underscore
the necessity for restraint to be employed soledy aalast resort. Furthermore,
healthcare practitioners must diligently monitotigats following the use of restraint
and seclusion to avert detrimental outcomes suchpiessure ulcers, skin
deterioration, abrasions, asphyxia, strangulatimepntinence, depression, social
isolation, and the potential for drug overdosedwesse interaction®.

Clinical significance
In the process of interviewing patients, it is imgizve to ensure that

appropriate safety protocols are established, wimniclude searching, disarming, and
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performing routine gowning procedures. The assessmsigould occur in a private
setting while avoiding isolation, thereby presegvirboth confidentiality and
safety. The identification of indicators of violdm¢haviour is essential, as a patient’s
prior history of violence frequently serves as thest dependable predictor of future
violent conduct?®

The escalation of patient violence generally adhévea traditional trajectory:
commencing with anger and resistance, culminatingn ieventual
confrontation. Indicators of imminent violence caisp provocative behaviour,
posturing, pacing, an irate demeanour, and aggeesstions. The early identification
of these indicators can empower healthcare prawcéts to implement preventative
strategies to safeguard both the patient and #f&?3t
De-escalation Techniques

Once an agitated patient has been identifiedjnitfgortant for staff to allow
time for the patient to calm down before considgrphysical intervention. Many
agitated but cooperative patients can be calmexligir verbal de-escalation. The use
of an honest, straightforward approach along wintlly gestures is often the most
effective strategy in these situatiofis.

The American Association for Emergency Psychiatgrd3calation Workgroup

outlines ten key features for verbal de-escalatidrich include the following®!

1. Maintain a distance of 2 arm's lengths

2. Maintain a relaxed and non-confrontational posture
3. Establish verbal contact

4. Use simple and concise language.

5. ldentify requests and feelings.

Page 13



Review Of Literature

6. Actively listen to what the patient is saying.
7. Do not be afraid to agree to disagree.

8. Set clear boundaries

9. Attempt to offer choices

10. Debrief the staff and patient

Indication for Emergency Seclusion and Restraint

Following fruitless de-escalation techniques, erapoy seclusion and
restraint can be indicated. The following list segg incidences when such measures
should be administered.

« Imminent danger to others
« Imminent danger to the patient
« Profound disruption of treatment or damage

Guiding principles for use of restraints
The following are the general principles followed the use of restrains.

1. The safety and dignity of the patient must be ezcur

2. The safety and well-being of staff is also a ptiori

3. Prevention of violence is key

4. De-escalation should always be tried before theofisestraint
5. Restraint is used for the minimum period

6. All actions undertaken by staff are appropriate praportional to the patient's

behavior
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7. Any restraint used must be the least restrictiv@rtsure safety

8. The patient must be closely monitored, so that daterioration in their
physical condition is noted and managed prompthd appropriately.

Mechanical-restraint requires 1:1 observation

9. Only appropriately trained staff should undertagstrictive interventions, to

ensure the safety of patients and staff.

Restraints considered
The various types of restraint that may be coneuien healthcare settings are as
follows 32
1. Physical restraint This involves direct physical contact where fornse
applied to either restrict a person's movement ability or to disengage from

harmful behavior. It requires positive physicakivention against resistance.

2. Chemical restraint: The use of medication to control undesirable beina
Unlike therapeutic sedation, chemical restraintsdaet have a therapeutic
purpose but is primarily used to manage behaviosdunlating or calming the

individual.

3. Mechanical restraint: This involves using equipment to restrict movetnen
Examples include mittens designed for use in inensare settings, everyday
objects like a heavy table or belt to prevent a@erfrom leaving their chair,
or bedrails to prevent someone from getting oubed. Other mechanical
restraints can include locks, keypads, or othelsttlwat restrict freedom of

movement.
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4. Environmental restraint: This refers to the design of buildings or spabes
limit a person's movement, such as locked dooestreinic keypads, double

door handles, or baffle locks.

5. Seclusion A specific form of environmental restraint, sesttn involves
placing a person alone in a room or area whereldloe is shut to prevent free
exit. This can happen at any time and for any dumatdepending on the

situation.

6. Psychological restraint This form involves restricting a person's actiams
freedom through verbal communication. It includemsistently telling a
person what they cannot do, imposing limitationstioeir lifestyle choices
(such as when to sleep or wake), or depriving th&fmpossessions or
equipment they rely on (e.g., walking aids, glaseesutdoor clothing). It can

also involve keeping someone in nightwear to pretteem from leaving.
7. Planned vs. Unplanned physical restraint

* Unplanned physical restraint occurs in situations where restrictive
interventions are needed unexpectedly, often ipamese to unforeseen
incidents. Immediacy means there’s no time to pdang staff must act
quickly based on training and best practice guicheli

* Planned physical restraint is when restrictive interventions are
anticipated and planned for based on risk assedsnigmere is time to
prepare and document these interventions in heakthcecords to

ensure they are structured and follow establismetbpols.
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Each form of restraint has its own consideratiams ethical implications, and

healthcare providers must carefully evaluate tleessty and appropriateness of their

use in line with established guidelines and prilesip*

The classifications of restraints employed withinhaspital environment can be

delineated into two primary categories: direct naats and indirect restraints

(Table 1)33

Table 1: Type of restraints®3

Direct restraints

Indirect restraints

Tables that can be moved

Low chairs

Bed rails

Restraint belts

Bed linen [patients tucked into the bed]
Locked doors

Awkward bed positioning

Bed positioned against a wall

Mittens

Web spacers

Nasogastric tubes fixed in position

Passive interactions
Out-of-reach mobility aids
Persistent monitoring [sitters or special

Lack of response to call bell

The various types of restraint devices are enlibtddw.>?

1. Manual restraint: This is a hands-on physical restraint technigaeduby a

skilled individual to prevent a patient from hargithemselves or others. It

involves applying controlled body pressure to imitind the patient safely

and restrict their movement.
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. Leather, nylon, or vinyl waist belt and wrist cuff: A less restrictive alternative
to more comprehensive restraints like four- or §pent restraints, typically
used for patients with severe agitation that mainlyolves their hands or
arms. A canvas camisole can serve as an alterrtative waist belt and wrist

cuffs, offering a similar level of restraint.

. Leg restraint: This device consists of a leather, nylon, or Vioyff with a
connecting strap that allows the patient to walk prevents them from

running or kicking aggressively.

. Protective helmet: This is used to protect the head of a patient esngages in
self-directed violent behavior, such as head baygia reduce the risk of

injury.

. Five-point restraint: This physical-restraint technique secures a pegievrists

and ankles to four points on a bed, using cuffssiraps, while the patient lies
in a supine position. A waist belt is added to Hartimmobilize movement.
This is considered one of the most restrictive ®rof restraint, used when
less restrictive measures, such as verbal inteanrgnhave failed. If head

restraints are also applied, it is referred to asween-point restraint.

. Restraint chair: A specially designed chair used to restrain aepatiuring an

episode of severe agitation to prevent harm to #edvas or others.

. Leather, vinyl, or plastic cuffs. These are used instead of metal handcuffs to
restrain a patient during a highly agitated sth&dping prevent harm without

using harsh metal restraints.
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8. Metal handcuffs, shackles, and chains: These devices are no longer permitted
under the Mental Healthcare Act (MHCA) 2017 and strectly forbidden for

use in healthcare settings.

Each type of restraint is intended for specificemstances, and their use must
always align with clinical judgment, legal requirents, and ethical considerations to
ensure the safety and dignity of the patient. 32
Figure 1 demonstrates the correct technique folyagpp4-point restraints to a supine
patient on a stretcher. The patient is positionéd the head elevated at a 30-degree
angle, which supports airway patency and comfane @m is restrained upwards and
the other downwards in a diagonal pattern, miningzihe risk of the patient using
coordinated force to escape. Both legs are restlaiseparately, ensuring
immobilization and safety. The side rails are raitefurther prevent accidental falls.
This setup aligns with clinical guidelines for dgfeestraining agitated or high-risk
patients, balancing immobilization with physiologlisupport and patient dignit$#

Figure 1: Depicts four-point restrairits
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Supine pt. in 4-point

restraints on stretcher
One arm up Z?:é’u
one arm down, 30°

This is the proper
way to restrain a
pt. in 4-pt restraints
on a stretcher,

Figures 1. Four point restraints
Use of restraints
A principal objective of Project BETA (Best pra@fc in Evaluation and

Treatment of Agitation) is to advocate for noncoerade-escalation strategies, with
the intent of calming the agitated patient and sagutheir compliance during the
evaluation and treatment processes. Although ceiaalthcare providers may regard
forced medication, seclusion, and physical restrasnthe most expedient and secure
interventions for addressing agitation, these aggres frequently result in
heightened injuries—both physical and psychologigal patients and healthcare

personnel aliké®

The administration of pharmacological agents fer plurpose of restraint can
provoke significant adverse effects, thereby cooaping the delivery of patient care.
Furthermore, both physical interventions and phaotwmgical restraints are

associated with long-term detrimental consequerioefjding the potential erosion
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of the patient-physician relationship. In recogmitiof these inherent risks, advocacy
organizations and regulatory bodies are promotindirainished dependence on
restraint and seclusion within healthcare settingsvertheless, there are clinical
scenarios in which verbal and behavioural de-esoalatechniques may be

insufficient, necessitating the use of restrainseclusion to protect both the patient
and the healthcare workforce. In situations whesstraint is deemed essential,
healthcare professionals can implement strateges alteviate the negative

repercussions associated with such measures, yhensiiring the safety and dignity

of all individuals involved3®

Definite attributes of use of physical restraints®”

The implementation of physical restraint within hieesare environments,
particularly in the domain of mental health, freqie transpires contrary to the
voluntary consent of the patient. While it is gexlgr acknowledged that adults
possess the right to make autonomous decisionsneige recognized as individual
autonomy, the application of physical restraint ergmtly contravenes this
foundational tenet to a certain degree. Althoughpfocurement of informed consent
is deemed the optimal method for honouring autonopinysical restraint may, at
times, be enacted in the absence of such consaricysarly in mental health
contexts where its conditional use is legally sametd under specific circumstances.
Given the substantial risks associated with theiegtpn of physical restraint for
both patients and healthcare professionals, onigop@el possessing the requisite
qualifications are sanctioned to execute thesevietgions. Educational programs are
essential for healthcare practitioners to enhaneie tompetency in the application of

physical restraint. These training initiatives cemitate on clinical justifications,
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alternative methodologies, the appropriate proadwmework for implementation,
potential adverse consequences, and methodologiesitigate injury and trauma.
Physical restraint is conceptualized as a meashtaso resort, primarily aimed at
safeguarding patient welfare and facilitating neaegs medical interventions. In
exceptional circumstances, such as when a patiesepts a substantial risk of harm
to themselves or others—exemplified by severe tgitaor suicidal ideation—
manual physical restraint may be employed to duptaysical mobility. Critically ill
individuals who decline mental health treatment nsmilarly be subjected to

restraint3’

Although healthcare providers might perceive phgisiaestraint as
indispensable for ensuring safety, its applicattam engender considerable ethical
dilemmas and apprehension among staff. Establishedelines underscore that
restraint should only be implemented following angoehensive medical evaluation
and after exhausting all appropriate alternatividse use of physical restraint must
never be employed for the convenience of the siaiéspective of the clinical

context. It should consistently be regarded as asore of last resort.

Several factors that contribute to doctors and esiresorting to restraints in

healthcare settings are enlisted befSw.

1. Unsuitable facilities Inadequate or poorly designed spaces may notiggov
the necessary environment for safely managing tegitpatients, leading staff
to use restraints as a quick solution.

2. Understaffing: High attrition rates and understaffing, espegiafi public

health facilities, create situations where healtigaroviders may lack the
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support and resources needed to handle agitatexhisatvithout resorting to
restraints.

3. Professional burnout High levels of job-related stress, often leadiiag
psychological and physical exhaustion, are prevalgarticularly in
psychiatric facilities. This burnout can reduceffstaembers' capacity to
effectively manage challenging situations, makiregtraint seem like a
necessary option.

4. Inadequately trained professionals When healthcare staff are not properly
trained to manage agitated or aggressive patidregg, may be more likely to
turn to restraints as a means of control, rathan thsing alternative de-

escalation techniques.

Addressing these underlying factors through impdavaining, better staffing,
and facility design can help reduce the relianceestraints and promote safer, more

effective care3®

Raveesh BN et al 2016 conducted a study aimed &tuate the attitudes
concerning the utilization of restraints among pégtrists and caregivers. A cohort
comprising 210 psychiatrists and an equivalent rema caregivers participated in
the research. Both cohorts concurred that coergieasures, including restraints,
were correlated with variables such as limited ueses, security apprehensions, and
the objective of mitigating harm. They also reachezbnsensus that coercion should
not be employed as a therapeutic approach but esnelé necessary in specific
circumstances, particularly for the safeguardingpafients in perilous situations.
Nevertheless, significant disparities in perspediwere observed contingent upon

experience and demographic factors. More seasaredivers and male psychiatrists
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with extensive experience posited that coerciveoast stemming from resource
scarcity infringed upon patient integrity. Notwitasding these divergences, both
factions recognized the necessity of coercion fatgetion in hazardous contexts.
The investigation revealed considerable disagreentbatween the professional
opinions of psychiatrists and those of caregiverscerning numerous aspects related
to coercion. While the reliability of the SACS (amstrument utilized for gauging
attitudes towards coercion) was found to be modbratcceptable to commendable
among psychiatrists, it exhibited insufficient addility within the caregiver
demographic. Both psychiatrists and caregivers @aeledged that the insufficiency
of resources played a significant role in the apion of coercive measures.
Furthermore, they concurred on the imperative farlyedetection of aggressive
behaviour, the implementation of interventions airmeg¢ reducing aggression, the
empowerment of patients, and the enhancement gdithbsesources. They also
emphasized the paramount significance of persamaieing in verbal de-escalation
techniques. The study illuminated the pressing sstefor standardized operational
protocols concerning the application of coerciveasuges within Indian mental health
environments, to ensure uniformity, safety, andgteservation of patient dignity?
Allen MH et al 2004 found out that, on average heagisode lasted 3.3 hours,
with 8.5% of presentations incorporating the useploysical restraints. A notable
correlation was observed between the proportiorp®fchotic patients receiving
treatment and the implementation of restraints; éx@m, this correlation did not
extend to numerous other patient and service ata#h Oral pharmacological agents
were administered to 29% of the patient populatwinereas involuntary medication
was employed in 16% of instances. A significantarigj (94%) dismissed the notion

of sleep or excessive sedation as an appropriaigoant; conversely, 82% endorsed
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the use of mild sedation as a more suitable entipbat would permit further
assessment. The medications most strongly favoungd respondents were
benzodiazepines, with 82% asserting that benzogilage should be the initial
treatment for agitation, followed by antipsychatitervention if deemed necessary. A
noteworthy 60% of respondents expressed a preferéorc the exclusive use of
benzodiazepines in cases where there was no dotesndmistory of prior
antipsychotic exposure. Nonetheless, only 8% supgdhis strategy in the context of
a previous treatment history involving antipsycbatiedications. When feasible, a
substantial majority of respondents (78%) indicatecpreference for addressing
behavioural emergencies with oral medications; h@wne 70.3% acknowledged
routinely employing an intramuscular combination af high-potency typical
neuroleptic and a benzodiazepine as required. ditiad to crisis management, 70%
of services commenced regular pharmacologicalrreats for patients transitioning
back to the community, and 82% of services inilab®going medication protocols
for patients being admitted to hospital environreeAimong those patients who were
initially prescribed oral antipsychotics, 42% re@sl an atypical antipsychotic. A
significant majority of respondents (92%) indicatbdt selective serotonin reuptake
inhibitors represented the preferred class of aptiessants, and 90% recognized
divalproex or analogous compounds as appropriatettfe treatment of bipolar
disorder within the psychiatric emergency settingderscoring the importance of

pharmacological attributes in critical circumstamée
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The use of restraints is not without identifiab&yghological (to both staff and
patients) or physical health risks. As listed iblEa2, physical examples include
injury and aggression, pressure sores and loss wéclen tone, contractures,
asphyxiation and death due to strangulation. Pssatial effects can include anger,
frustration, aggression, fear, reduced engagenmehapathy. Using such methods can
also raise ethical issues with staff members and deelings of contentiousness and

unhappiness?

Table 2 complications associated with the use ofggaints in psychiatric settings®?

Physical Urinary and faecal Mental

Skin trauma Constipation Delirium

Urinary and faecal o
Muscle atrophy _ _ Agitation
incontinence
Limb injury, including
Apathy
fracture
Skull fracture Depression
Intracranial haemorrhage Anxiety
Nerve injury [radial _
) Aggression

nerve/brachial plexus]

Contracture Frustration
Strangulation Disempowered
Asphyxiation Cognitive decline

PTSD
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Figure 2 illustrates potential intervention targéds physical restraint use during
intensive care unit (ICUs) stay include complicasi(?) , an intervention checklist
(B), and critical periodic re-evaluation (CJ.

Figure 2: Potential complications of physical reswints across different stages

and preventive strategies and reflective clinical gestions to minimize their use*

Agitated patient  Local complications Delirium Neurological deficits PTSD
M '..:."F - n
4 y! g
f
A ' -
. ’ £ .:;
F -
[ 4 T
* Protocols for agitation  * Change location of * Delirium prevention = Early mabilisation * Avold restraints without
* Train personnal restraints regularly measuras. * Prevent suping body sedalives
B = Consider alternatives = Check tor local * Screening for delirium positioning = Sereen for PTSD in
+ Document start of complications * Consider pharmacologic  * Screen for 1CU survivors:
restrainis * Limb and soft restraimts  intervention complications * Follow-ups in post ICU
* Reevaluate physical aver chest restraints chnics

restraint use every shift
Is there an alternative to physical restraints?
C Is my patient suffering complications from being restrained?
Does my patient still need to be restrained?

Guidelines designed to mitigate or eradicate th@ieation of restraints have
been formulated in nations such as the United §tatee United Kingdom, and
Australia. The United Nations Convention on thetRsgof Persons with Disabilities
(UNCRPD) has advocated for the limitation of all dabties of restraint for
individuals with disabilities, including those exgmscing mental health disorders,
except in scenarios where the individual is incégab providing informed consent or
possesses restricted decision-making abilities. dach circumstances, the
implementation of restraints may be permissibleyéner, it must be accompanied by

comprehensive monitorind?
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In the Indian context, the Mental Health Care A4HCA) enacted in 2017
delineates comprehensive guidelines pertaininghéo application of restraint. The
MHCA underscores the imperative to administer treatt within the "least restrictive
setting,” which signifies that restraint is pernibs solely in circumstances where
there exists an immediate threat to the individuwato others. Additionally, the Act
stipulates that the medical officer or mental Healtofessional overseeing the case
must diligently monitor and document the techniquesture, and duration of any
restraint implemented. Moreover, it necessitatesctbmmunication of any instances
of restraint to the designated representative wigh24-hour timefram.

These contemporary statutes and regulations balstesignificance of patient
rights, encompassing informed consent, autononiyaqy, and dignity. They endorse
a careful consideration of the balance betweerh#izards and advantages associated
with the application of restraints, ensuring thatignt safety and well-being are
prioritized while also adhering to their essentights’

The Mental Healthcare Act, 2017 lays down cleardglines (Table 3) to
protect the dignity and rights of persons with naginitness. Section 97 specifically
addresses the use of restraints and seclusion imtaméealth establishments,
emphasizing that restraint should be used onlylastaesort, under strict conditions,

and never as a form of punishment, deterrent, ovemience*?
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Table 3: Summary of key provisions related to restints and seclusion under

Section 97 of MHCA 20173

Aspect

Seclusion & Solitary
Confinement

Physical Restraint —
Conditions

Duration of Restraint

Documentation

Prohibition of Punitive Use

Information to Nominated
Representative

Supervision of Restrained
Person

Reporting to Board

Authority & Oversight

Details

Completely prohibited. Cannot be used under any
circumstance.

Allowed only if:
» No other means to prevent immediate harm.
* Authorized by treating psychiatrist.

For minimum period necessary to prevent harm.

Details of method, reason, and duration of restrain
must be immediately recorded in the person's
medical records.

Cannot be used as punishment, deterrent, or due to
staff shortage.

NR to be informed within 24 hours of each instance
of restraint.

Must be kept in a safe place under continuous
medical supervision.

All instances of restraint to be reported monthdy t
the Mental Health Review Board.

Central Authority may frame regulations.
Board can order establishment to stop restraint if
rules are violated.
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Review of Published Literature

SOCIODEMOGRAPHIC VARIABLES

Table 4: Age and Restraint Use

Study Type of Study Key Findings
Younger patients were more likely
Singh et al., 2024 Observational
be restrained.
Younger patients were more likely
Ros et al., 2024 Observational

be mechanically restrained.

Spennato et al., 2028

Retrospective Cohc

Older patients were more likely to

restrained.

Aaron Jones et al., 2022

Retrospective cohc

study

The median age afestrained patier|

was 76 years.

Valimaki et al., 20226

Observational

The mean age of physically restrai

patients was 40 years.

Mahin Nomali et al., 202%’

Cross sectional

Observational

The mean age of restrained pati

was 45.8 years.

Kuppili et al., 2022

Observational

The average age of restrained pat

was 30.50 years.
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Table 5: Gender and Restraint Use

Study

Type of Study

Key Findings

Singh et al., 202#

Observational

Males were more frequently restrained th

females.

an

Ros et al., 2024*

Observational

Younger males were more likely to &

mechanically restrained.

e

DePorre et al., 2028

Retrospective cohor

study

tMale sex was a significant predictor

restraint use in children.

Caruso et al., 202f

narrativereview

Younger and male patients were mc

likely to exhibit aggression.

Mahin Nomali et al

202247

Observational

64.7% of restrained patients weremal

Valimaki et al., 2022°¢

Cohort Study

Gender distribution was equal (50% male,

50% female).

Kuppili et al., 2022

Observational

Majority of restrained patients were ma

(63.16%).

le
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Table 6: Socioeconomic Status and Restraint Use

Study Type of Study Key Findings
Patients from lower and middle socioeconomic
Singh et al., 202# Observational
backgrounds were more frequently restrained.
Literature Low socioeconomic status identified as a risk
Jumriani et al., 202%
Review factor for restraint use.

Kuppili et al., 2022

Observational

Majority of restrained patients were employed

(92.21%) and from middle-class backgrounds.

Table 7: Most common primary diagnosis

Study Type of Study Key Findings
Caruso et al., 2021 | Narrative Schizophrenia, cognitive  impairment, and
49 Review personality disorders strongly associated with
aggressive behaviour.
Hu et al., 20191 descriptive Most common diagnoses among chemically
guantitative restrained patients were schizophrenia, schizotyp
study disorders, and delusional disorders. Mos

prescribed drugs were clonazepam and olanzapin

Kuppili et al., 2022
7

Cross-sectional

Most common diagnosis was bipol@order
(44.74%), followed by non-affective psychosis

al

e.

(31.57%), substance use disorder (9.33%), and
emotionally unstable personality disorder (5.33%).
Zun et al., 20032 Prospective Psychosis was the most frequent discharge
Observational diagnosis (33%) among restrained patients.
study
Jumriani et al., 2023 | Literature Patients with psychotic disorders, mood disorders,
50 Review and cognitive impairments are more likely to be

restrained due to behaviours like aggression,

agitation, or disorientation.
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Gungor et al., 2024
53

Descriptive

cross-sectional

Psychiatric conditions such as psychotic disorde

and mood disorders identified as risk factors for

restraint.

Chieze et al., 2021 Literature Psychiatric diagnoses associated with higher

Review restraint use include psychotic and mood

disorders.

Singh et al., 202# Retrospective Main diagnoses among restrained patients: alcohol

Study use disorder with delirium tremens (46.9%), mood

disorders with manic/mixed episodes (31.3%),
schizophrenia/schizoaffective disorder (9.4%),
other psychotic disorders (9.4%), severe
depression with psychotic symptoms (3.1%).

valiméki et al, Observational Schizophrenia-spectrum and other hudic

202246 disorders accounted for 61% of restrained patients.

Spennato et al, | Retrospective Reasons for restraint: Delirium (64.6%), fall

202310 Cohort prevention  (26.4%), aggressive behaviouf
prevention (3.8%). Common  diagnoses
schizophrenia, bipolar disorder, personality
disorders. Personality disorders associated with
longer restraint duration.

Miodownik et al., Retrospective Patients with personality disorders tend tc

2019%3 study experience longer periods of restraint.
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Table 8: Prevalence of restraint use

her

Study Type of Study Findings of the Study

Singh et al. (2024% Observational 9.25% prevalence of restraint use, slightly hig
Study compared to our study.

Sobhani et al. (2024¥% Prospective 35.1% of patients experienced restraint, wit

observational Study

restraint patient rate of 8.15 per 1000 inpat
days and an event rate of 26.1 per 1000 inpa
days.

N a
ent

tient

Thomann et al. (202%)

Cross-sectional
Study

9.46% prevalence of restraint use over the co

of one year.

urse

Thomann et al. (202%y

Cross-Sectional
Study

8.7% prevalence of restraint use measured o

30-day period.

era

Beghi et al. (2013%®

Systematic Review

Systematic review found restrgmnevalence

ranging from 3.8% to 20%, with significa

variability across institutions. Some faciliti

reported rates differing by 10 to 20 times,

influenced by institutional practices and cultural

attitudes.

Spennato et al. (2023)¢

Retrospective
Cohort Study

6.4% of 11,979 admissions involved at least

form of restraint (n = 772).

one
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Study

Type of Study

Findings of the Study

Gowda GS et al. (2018

Observational Study

techniques: 66.5%.

Involuntary medication: 32%cl8sion:
18%, Chemical restraint: 58%, Physical
20%,

restraint: One or more restrajnt

Danivas V et al. (2016¥

Observational Study

to 27% of all admitted patients.

Intravenous injections wermiadstered

Bilanakis N et al. (20119

Retrospective Study

10.5% of ined

chemical restraint. 60 injections contained

hospitalizations

antipsychotics (96.7% haloperidol) oft

D
=]

combined with benzodiazepines (61.7%).

Pérez-Revuelta et al. (202%)

Retrospective Study

Between 2007 and 2014, 12%otfl

admissions required mechanical restraint.

Pawlowski T et al. (2017

descriptive,
longitudinal study

Mechanical restraint was the most

commonly used type of direct coercion.

Lepping et al. (2016¥

Comparative analysis

D

Physical restraints used in8% of
patients; seclusion was more common in
the Netherlands, while physical restraint

was more prevalent in Wales.

Thomann S et al. (202%)

Observational Study

55.0%lain
(43.8%),

Mechanical restraints:
fall

confusion or delirium (20.4%).

reasons: prevention

Aaron Jones et al. (2028

Observational Study

Chemical restraint use wasemommon
than physical restraints in Alberta and

Ontario.

Valiméaki et al. (2022%¢

Observational Study

Total 1986 recardeaost
frequent type was Ilimb holder (1690

restraints

incidents), followed by waist belts and

safety vests.
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Table 10: Restraint related parameters

Name of Study Type of Study Broad Variahjle Spedffeziable Findings
Kuppili et al. (2022) | Observational | Restraint Timing & 47% restrained within first
Patterns Frequency of week, median events per
Restraint person 2, night shifts
common.
Richmond et al. Review article | De-escalation| Verbal De- Shift from coercion to verbal
(2012)% Strategies escalation engagement improves
patient outcomes.
Spennato et al.(2023) Retrospective | Reason for Reason for 72% restraints applied to
10 Cohort Restraint Restraint prevent behavioural issues
ensuring safety in ICU.
Danivas V et al. Observational | Incident Incident Dynamics | Relatives were cause in
(2016)%° Dynamics 35%, target in 56%, and
assisted in 35% incidents.
Jayprakash et Observational | Implementationwho performed Nurses performed restraintg
al.(2023%° & Consent Restraint (Mangalore), staff in our
study (60%), security called
in 39% cases.
Moss & La Literature Implementation| Consent and Ethical Restraints used after
Puma.(1991%° review & Consent Consideration obtaining consent from
patients and relatives.
Stevenson et al.( Descriptive Aggression Consequences on | Nurses reported fear,
2012)% analysis Dynamics Nurses anxiety, professional impac
after violence.
d’Ettorre & Pellicani, | Observational | Aggression | Consequence of | 7.5%-33% of healthcare
(2017)%" Dynamics Aggression worker victims developed
psychological symptoms.
Zulian et al., 20268 Observational | Risk Factors Risk Factors in ICU  Sedation, agitatinvasive
Dolan & Looby, 2017 cross-sectiona devices associated with
69 study restraint use in ICU.
Chieze M et al., 2021/ Literature Risk Factors Risk Factors 16.4% subjected to coeyg
70 review risk factors include
aggression, psychiatric
history, cognitive disorder.
Kuppili et al., 2022 | Observational | Risk Factors Indications of Combination of violence,
Restraint self-harm, absconding
attempts common
indications.
Raboch et al., 2018 | Prospective Risk Factors Reason for Aggression towards others
Cohort study Coercive Measures (59%), self-harm (22%),
threats to health (27%).
Dumais et al., 201% | Observational | Predictors of | Predictors of Younger patients at higher

Restraint

Restraint

risk, male gender not
consistently predictive, long
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stay increases risk.

Jumriani et al., 202% | Literature Predictors of | Sociodemographic | Young males, immigrants,
Chien et al., 2022 Review Restraint Factors low SES at higher risk; olde
age, low education linked tg
restraint.
Dumais et al.201% Observational | Predictors of | Patient Schizophrenia, bipolar
Restraint Characteristics disorder, longer stays,

previous admissions linked
to restraint.

Gowda GS et al., 201
8 Heinze Cetal.,
2012;7

Chien CF et al., 2022

73

BProspective
Observational

Predictors of
Restraint

Predictors of
Restraint

Male, married, rural
background, mood disorder
alcohol use linked to
restraint.

Staggs, 20215

Observational

Predictors of
Restraint

Predictors &
Practices of
Restraint

Predictors include hospital
type, injury severity,
admission status, patient se

Page 37



Materialsand Me&thods

MATERIALSAND METHODS

Sour ce of Data: Patients who were admitted in psychiatry ward ofBKRrabhakar

Kore Hospital over a period of one year

Study Design: Cross sectional observational study

Study Period: It was an observational study to be conducted ftéfriviarch 2023 to

1st March 2024

Informed consent: Consent was taken from attenders of patients whe wéling to

participate in the study.

Sample Size: We assumed the prevalence of restraints in ireptito be 66.5%
based on a study conducted in Department of Payghidational Institute of Mental

Health and Neurosciences (NIMHANS), Bangalore.

Using 4pg/r?

Where p=66.5%, q=100-66.5=33.5

r=10% of the known prevalence=6.65

sample size=200

Sampling technique: Purposive sampling

Inclusion Criteria: All patients irrespective of diagnosis admittednfpatient care.

Exclusion Criteria: Attenders who refused to give informed consentHerstudy.
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Ethical Clearance: Prior to commencement, ethical clearance was addafmom
Institutional Ethics Committee, Jawaharlal Nehrudidal College, Belagavi with

Ethical Clearance number MDC/JNMCIEC/243.

Data collection procedure:

The data for the present study was collected iatstdherence to the legal and
ethical framework outlined in the Mental Healthcaket (MHCA), 2017, which
upholds the rights, dignity, and autonomy of pessavith mental illness while
ensuring their safety and appropriate care. Paahé commencement of the study,
approval was obtained from the Institutional Eth@@smmittee. Patients who were
included in the study were admitted under suppoatdmission as per Section 89 of
the MHCA, 2017, which allows for the admission pélividuals with mental illness
who require high levels of support and are unablentke independent decisions

regarding their care.

Data collection was carried out after obtainingpmied, written consent from
the patient’s nominated representative or legalitharized guardian. Consents were
provided in the vernacular language of the nomohapresentative or guardian to
ensure adequate understanding of the study apdotedures. The sociodemographic
details and relevant clinical variables of the gais were collected using a pre-
designed and pre-validated proforma. The Clinicéb@ Impression — Severity
(CGI-S) scale was administered at the time of asiimisto assess the severity of
psychiatric illness. Restraint-related parametemsrewrecorded using the Staff
Observation Aggression Scale — Revised (SOAS-Rbhattime of each restraint
episode. Additionally, the Agitated Behaviour ScéMBS) was used to evaluate the

severity of agitation during each restraint inciden
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Tools:

1) Clinical Global Improvement- Severity of illness

The Clinical Global Impression — Severity (CGI-8afe is a clinician-rated tool used
to assess the overall severity of a patient’s nelinass at the time of evaluation. It
is a widely used, simple, and standardized instnintkat provides an objective
measure of illness severity based on the clinisiagXpert judgment, taking into
account the patient’s symptoms, behaviour, andtiomal impairment. The scale
rates severity on a 7-point Likert scale, rangirapf 1 (Normal, not at all ill) to 7
(Among the most extremely ill patients). In the gaet study, the CGI-S scale was
applied at the time of admission to evaluate thesty of psychiatric illness among

patients who required restraints.

2)Staff Observation Aggression Scale- Revised

The Staff Observation Aggression Scale-Revised (S®A is an instrument
for monitoring aggressive incidents in psychiatvards. It is based on the staff's
standardized reports of aggressive incidents. Bggua special aggression report
form, comprehensive and standardized informatioohitained, thereby permitting
scoring and further analysis of different aspedtaggressive incidents. It consists of
five columns (categories), and each column comge¥eral options to characterize
the actual incident. Several options can be mankexhch column. The five columns
have the following themes: 1) The provocation tleads to the aggressive incident;
2) The means used by the aggressor during theeini@) The target of aggression;
4) The consequences for victims; and 5) The imnedi@easures taken to stop or

control aggressive behavidf.
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3)Agitated Behavior Scale

The ABS is used for the assessment of agitatedvimehét is a 14-item scale
comprising different types of behavior. Each itesnrated from 1 (absent) to 4
(present to an extreme degree). Total scores giadits or below are classified as
normal behavior, 22—-28 as mild agitation, 29-3Bnaslerate agitation, and 36-56 as

severe agitatior’?

Statistical Analysis Plan

Data was coded and recorded in MS Excel spreadghegtam. SPSS v23 (IBM

Corp.) will be used for data analysis.

Descriptive statistics were elaborated in the fofrmeans/standard deviations and
medians/IQRs for continuous variables, and fregq@sn@nd percentages for
categorical variables. Data was presented in a hgrap manner wherever
appropriate for data visualization using histogréoos-and-whisker plots/column

charts for continuous data and bar charts/pie sliartcategorical data.
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RESULTS

Results

The present study analysed a total of 200 restepigodes involving 77 psychiatric
inpatients admitted to the General Hospital Psyohidnit. The analysis focused on
the socio-demographic and clinical profile of thgsatients, along with various
parameters related to restraint use. The sevefifysychiatric iliness at the time of
admission was assessed using the Clinical Globardssion — Severity (CGI-S)
scale. Following this, details of each restrainsege were evaluated using the Staff
Observation Aggression Scale — Revised (SOAS-Rjomument aggression-related
factors and contextual variables associated wighréstraint. The level of agitation
during the restraint episodes was further assassied the Agitated Behaviour Scale
(ABS). The results obtained from these assessmests systematically analysed to
understand the patterns, frequency, and clinicaktates of restraint use in the study
population.

Table 11: Distribution of sample according to Socio-demographic parameters

(N=77)
Number (N=77)
Parameters
N(%)
Age

Mean + SD 36.56+14.73

Range (Min-Max) 18-71
Age category

21-40 years 51 (66.23%)

41-60 years 14 (18.18%)
20 years or Lower 6 (7.79%)
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More than 60 years 6 (7.79%)
Gender
Male 62 (80.52%)
Female 15 (19.48%)
Education
Graduation 38 (49.35%)
Not formally educated 20 (25.97%)
Secondary school 10 (12.99%)
2nd PUC 8 (10.39%)
Post Graduation 1 (1.30%)
Occupation
Employed 71 (92.21%)
Unemployed 6 (7.79%)
Religion
Hindu 60 (77.92%)
Muslim 17 (22.08%)
Socio-economic status
Lower

24 (31.17%)

Lower middle

22 (28.57%)

Upper middle 21 (27.27%)
Upper 7 (9.09%)
Upper Lower 3 (3.90%)
Place
Rural 40 (51.95%)
Urban

37 (48.05%)
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Table 11 depicts the distribution of sociodemograjplarameters. The average age of
the 77 patients included in the study was 36.56&34/ears and a range of 18-71
years. Most of the patients were in the age grddd &40 years (66.23%) followed by
41-60 years (18.18%). Most of the patients wereemé80.52%). Most of the patients
were educated up to graduation (49.35%). Most ef platients were employed
(92.21%). Most patients were Hindu in the study.92%). Most of the patients
belonged to the middle class (lower middle 28.5"amper middle 27.27%). There

was a slight preponderance for the patients froaranal areas (51.95%).
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Table 12: Distribution of Primary Diagnosis N=77

Primary Diagnosis N(%)
Schizophrenia continuous, currently symptomatic (2AB78%)
Alcohol Induced Delirium 14 (18.18%)
Bipolar Type 1 D/O Current Episode Manic 12 (15.58%
Alzheimer's disease with behaviour disturbances 6.4000)
Acute and transient psychotic disorder 4 (5.19%)
Alcohol Dependence, Alcohol Induced Psychotic D/O (549%)
Cannabis induced psychosis 4 (5.19%)

Bipolar Type 1 D/O Current Episode Manic with Psytit

Symptoms 3 (3.90%)
Schizophrenia Continuous with Catatonia 3 (3.90%)
Intellectual Disability, Severe 2 (2.60%)
Schizophrenia, Unspecified 2 (2.60%)
Schizophrenia Multiple Episodes 2 (2.60%)
Volatile Inhalant Induced Psychotic D/O 2 (2.60%)

Amnestic D/O D/T Volatile Substance Inhalation witbD

with Seizure D/O And Blindless 1 (1.30%)
Cognitive Decline Due to Head Injury 1 (1.30%)
Intellectual Disability, Moderate 1 (1.30%)
Schizophrenia Continuous with Seizure Disorder 2q%)

Table 12 depicts the most common primary diagn@sien in the study was
Schizophrenia Continuous seen in 20.78% followedAlgohol induced Delirium

(18.18%) and Bipolar type 1 with manic episode §850).
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Table 13: Clinical Details of the sample population N=77

Clinical details N(%)
Psychiatric past history + 51 (66.23%)
Family history + 39 (50.65%)
Personality disorder + 27 (35.06%)
Past attempt of suicide+ 5 (6.49%)
Past H/O Violence + 37 (48.05%)
Type of admission-High Support 77(100%)

Current admission treatment details

ECT+ 26 (33.77%)

Patient accepting oral medication 16(20.78%)
Substance abuse *

No substance use 40 (51.95%)

Dependence 34 (44.16%)

Harmful use 3 (3.90%)

*nicotine, alcohol, cannabis, volatile inhalants

As per table 13 it was seen that 66% patients hsigraficant past history of
psychiatric disorder. 50% patients had a positaraily history of psychiatric illness.
35% patients had a history of personality disowdéin only 5 patients (6.49%) having
a prior history of suicide. 48% patients had aphigtory of violence.
Among the patients, 40 (51.95%) had no history obssance use, while 34
(44.16%) were  diagnosed  with  substance  dependend&dditionally, 3
(3.90%) engaged in harmful substance use but did meet the criteria for

dependence.
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Prevalence of restraint

Out of the 1057 patients managed in the departochamtg the study period, it

was seen that 77 patients had a need of rest@wetrall, this led to 7.28% restraint

prevalence in the study

Figure 3: Prevalence of restraint usein a year

Prevalence of Restraint Use in a Year
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Frequency of type of restraint

Table 14: Distribution of type of restraint N=200

Type of restraint N(%)
Only Chemical (per-oral/IV/IM) 89 (44.50%)
Physical + Chemical 111 (55.50%)

Figure4. Typeof restraints

Type of Restraint Distribution

Only Chemical (per-oral/IV/IM)

Physical + Chemical

Table 14 and Figure 4 present the distributiotheftype of restraint used among 200
patients, showing that more than half (55.5%) warjected to combined physical

and chemical restraints, while 44.5% received chlymical restraints.
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Table 15: Distribution of frequency of restraints

Frequency of restraints Values
Mean + SD 2.64+1.42
Range (Min-Max) 1-7

Frequency of restraints N(%)

Less than 3 32 (41.50%)
3-6 44 (57.10%)
7 1 (1.40%)

Table 15 depicts the number of times one patierst igatrained. It was seen
that the average number of times these patients wstrained was 2.64+1.42 with a
range of 1-7. The median number of restraints wastl3 IQR of 1-3. Most of the
patients were seen to be restrained 3 times (39.3@%wed by 1 time (31.17%). 17

patients (~22%) were seen to have a restraint ef 8\episodes (4 or more episodes)

Figure 5: Distribution of Day of restraint during course of admission. N=77

Day of Restraint Distribution (N=77)

97.4%

80

64.9%

Number of Patients

Day 1 Day 2 Day 3 Day 4 Day 5
Day of Restraint

Figure 5 depicts the majority of restraint incittenoccurred early during
hospitalization, with out of the 77 patients, 73%®) patients were restrained on Day

1, and a sharp decline observed over subsequest-eippping to 18.8% by Day 5.
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Table 16 : Intervention beforerestraint and side effects dueto restraint N=77

Intervention beforerestraint N (%)

Verbal de-escalation attempted 46 (59.74%)

Side effectsdueto restraint

EPS 3 (3.90%)

Table 16 depicts number of patients in whom wedtrieerbal de-escalation
and patients who experienced side effects duestoarat. It was found that in 59.7%

patients verbal de-escalation was attempted. 3.9%emis experienced extra-

pyramidal symptoms like rigidity.

CGI- Severity of IlIness (on admission)

Table17:. CGI- Severity of illness. N=77

CGl- Severity of IlIness (on admission)

Parameters Values
Mean + SD 5.76+0.77
Severity of illness N (%)
Not assessed 1 (0.50%)
Normal 0 (0.00%)
Borderline mentally ill 0 (0.00%)
Mildly il 1 (1.30%)
Moderately ill 0(0.00%)
Markedly ill 38 (49.35%)
Severely ill 25(32.47.00%)
Among most extremely ill pts 12 (15.58%)

Table 17 depicts the average CGI at admission wW&g+B.77 and irterms of the

severity of the illness, most of the patients werakedly ill (46.50%) followed by

severely ill (27%) and among the most extremelpatiients (16%).
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Staff Observation Aggression Scale- Revised (SOAS-R) Scor es

Table 18: SOAS-R score parameters. N=200

SOASR

Parameter

N (%)

Mean = SD

10.01+6.39

Provocation

No understandable provocations

62 (31.00%)

Other reasons like provoked by other pati

or needing help with ADL

ent

89 (44.50%)

Staff requiring to give medication

49 (24.50%)

M eans used by aggressor

Patient used only verbal aggression

133 (66.50%)

Patient used ordinary objects like chair glas

S

.30%)

Patient used either hitting hands for punch

or feet for kicking and teeth for biting

ing

48 (24.00%)

Patient used dangerous objects like Knife

2 (100%

Used more than 2 body parts

10 (5.00%)

Target of aggr

ession

No target of aggression

84 (42.00%)

Another patient

2 (1.00%)

objects

10 (5.00%)

Staff or patient self

92 (46.00%)

Another person

12 (6.00%)

Consequencefor victim

No consequence

131 (65.50%)
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Objects damaged or replaced 3 (1.50%)
Person feels threatened 54 (27.00%)
Visible injury with person needing treatment 1200B%0)

M easuresto stop aggression

Given parenteral medication 84 (42.00%)

given per oral medication 5 (280

Physically restrained and given parenteral
105 (52.50%)
medication/secluded or held by force

Held by force/ restrained only physically 6 (3.00%)

Peopleinvolved

Staff 121 (60.50%)

Staff and security 79 (39.50%)

According to table 18, SOAS-R assessment recordadam score of 10.01 +
6.39, evaluating aggressive incidents. Provocaticere mainly due to other patients
or needing help with ADLs (44.50%), followed by naderstandable provocations
(31.00%), and staff requiring medication administra (24.50%). The most common
form of aggression was verbal (66.50%), while 2%0fvolved physical attacks
(hitting,  kicking, biting), and 1.00% involved dasrgus objects like
knives. Targets included staff or the patient thelwes (46.00%), while 42.00% had
no specific target. Consequences were minimal, @8t80% of victims unharmed,
though 27.00% felt threatened, and 6.00% sufferadible injuries. To stop
aggression, 52.50% of patients required physicgramt with parenteral medication,
while 42.00% received only parenteral medicatiamcidents involved staff alone

(60.50%) or staff assisted by security (39.50%).
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Agitated Behaviour Scale (ABS) Score

Table19: ABSseverity score N=200

AGITATED BEHAVIOUR SCALE
Parameters Values
Mean £ SD 36.37+7.84
ABS Severity score N(%)
No significant agitation 6 (3.00%)
Mild agitation 41 (20.50%)
Moderate agitation 18 (9.00%)
Severe agitation 135 (67.50%)

Table 19 depicts the assessment of the level o&tamn during the episodes. It was
seen that the average score was 36.37+7.84 sugges$tinoderate to severe agitation
on an average in the episodes.

In the ABS Score distribution, the majority of atis (67.50%) exhibited
severe agitation, followed by 20.50% with mild agibn and 9.00% with moderate
agitation, while only 3.00% displayed no signifitayitation. This indicates that a
substantial proportion of the restrained populatpresented with high levels of
agitation, emphasizing the need for intensive behasl management strategies in

acute care settings.

Page 53



Discussion

DISCUSSION

The objective of this study was to assess the simmoographic and clinical
profile and various factors related to the useestraints among psychiatric inpatients.
A total of 200 restraint episodes involving 77 pats were analysed. The study aimed
to systematically evaluate the sociodemographic dimical characteristics of these
patients, as well as the contextual factors inftireg the application of restraints. It
also sought to document the frequency and typesdifaints used. The severity of
psychiatric illness was evaluated through the €#hiGlobal Impression — Severity
(CGI-S) scale at the time of admission. Restradtated parameters were assessed
using the Staff Observation Aggression Scale—RedWS®AS-R, and the intensity of
aggressive behaviour was measured using the Agigebaviour Scale (ABS). The
study findings were compared with existing natioaatl international literature to
contextualize the results and better understangdtterns, trends, and determinants

of restraint use in psychiatric settings.

Age (Refer to table 11)

In our study, the average age of restrained patieats 36.5& 14.73 years,
with a median age of 31 years and a predominangem of 21-40 years (66.23%).
These findings align with several previous obseoval studies that have reported a
tendency for younger patients to be restrained.if&ance, Singh et & and Ros et
al ** both observed that younger patients were mordylikebe subjected to physical
or mechanical restraints. Similarly, Kuppili et ‘ateported an average age of 30.5
years among restrained patients, and Valimaki‘éfalind a mean age of 40 years in
physically restrained individuals, which is comgdeato the mean age in the current

study. the study from Mangalore by Jayprakash & &und that most restrained
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patients were males (81%) aged 30 to 39 years wiedectly aligns with the finding

of our study.

Mahin Nomali et af’ also reported a slightly higher mean age of 4&&y
among restrained patients, further supporting teadt of restraint use in younger
populations. Conversely, some studies have indicasstraint use to be more
prevalent among older adults. Spennato &t e#ported that older patients were more
likely to be restrained, and Aaron Jones €f albserved a median age of 76 years in
their sample of restrained patients, suggestingferent pattern possibly influenced
by the clinical setting or population charactecstiThe variations in age distribution
across studies may reflect differences in patiemfilps, psychiatric diagnoses,
clinical environments, or regional practices. Néveless, the current study supports
the existing evidence indicating that restraint usefrequently associated with

younger patients.

Gender (Refer to table 11)

The findings of our study indicate that a signifitanajority of restrained
patients were males (80.52%), while females cartstit only 19.48% of the sample.
This finding is consistent with several previousdsts that have identified male
gender as a key predictor of restraint use. Singi % and Ros et &* both reported
that males, particularly younger males, were morguently subjected to physical or
mechanical restraints. Similarly, DePorre et*%lobserved that male sex was a
significant predictor of restraint use in childresuggesting that this association may
extend across different age groups. Caruso &talso noted that younger and male
patients were more likely to exhibit aggressive aveburs, which often precede the

application of restraints. In line with these fings, Mahin Nomali et &’ reported
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that 64.7% of restrained patients in their studyenmale, and Kuppili et dl found

that 63.16% of restrained individuals were malesweler, Valimaki et at® reported

an equal gender distribution (50% male, 50% femal®mpng restrained patients,
indicating possible regional or institutional dié&ces in restraint practices. The
predominance of males in the current study furthguports the existing evidence
suggesting that male gender is an important somodeaphic factor associated with
increased likelihood of restraint use, possiblyjeafing higher rates of aggression,

impulsivity, or risk behaviours in this population.
Other variables (Refer to table 11)

In our study, the majority of restrained patientsreveducated up to the
graduation level (49.35%) and were employed (92R1%ost patients belonged to
the middle socioeconomic class, with 28.57% froma tbwer-middle class and
27.27% from the upper-middle class. A slight predw@nce of patients from rural
areas was also observed (51.95%). These findingscansistent with previous
literature emphasizing the role of socioeconomatdes in restraint use. Singh et?al
reported that patients from lower and middle samoemic backgrounds were more
frequently restrained, while Jumriani et@identified low socioeconomic status as a
contributing factor to restraint use. Similarly, pfili et al” observed that a majority
of restrained patients in their study were emploged belonged to middle-class
families, which aligns with the socioeconomic pi®ibserved in the current sample.
The higher proportion of patients from rural areasur study may be attributed to
the geographical location of the hospital and #w that the psychiatric ward is part
of the charitable section, thereby attracting pésiefrom rural and economically

disadvantaged backgrounds. Additionally, with relgéo religious distribution, a
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study conducted in Mangaloré reported that 49% of restrained patients were
Hindus, 27% Christians, and 24% Muslims. In confras our study, 77.92% of
restrained patients were Hindus. This variatioeliikreflects regional demographic
differences, as the area where the present studycarducted has a predominantly

Hindu population.
Primary diagnosis (Refer to table 12)

In our study, schizophrenia was the most commomany diagnosis among
restrained patients in our study (20.78%), followg alcohol-induced delirium
(18.18%) and bipolar disorder type | with manicseplie (15.58%). These findings are
consistent with the existing body of literature tthdentifies certain psychiatric
diagnoses as being more frequently associated megtraint use. Caruso et &
emphasized the strong association between schizojhrcognitive impairment,
personality disorders, and aggression leadingstraiat. Similarly, Hu et at* found
that schizophrenia, schizotypal, and delusionabrdisrs were the most common
diagnoses among chemically restrained patients.pHiugt al ’ also reported that
bipolar disorder (44.74%), non-affective psycho&3d.57%), and substance use
disorder (9.33%) were common diagnoses among nesti@atients, findings that are
broadly comparable to the diagnostic profile obedrvin the current study.
Additionally, Zun et aP? reported psychosis as the most frequent dischdiegmosis

in restrained patients which also aligns with dudsy.

Several possible reasons may explain why patieitts tivese diagnoses are
more frequently restrained. Psychotic disorders hsws schizophrenia and

schizoaffective disorder are often associated sytimptoms like paranoia, delusions,
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hallucinations, severe agitation, and aggressidniclwmay pose immediate risks to
the safety of the patient and others. In such itns, restraints are often used as a
last resort to prevent harm. Similarly, mood diswsd particularly bipolar disorder in
manic or mixed episodes, can present with heigldtepsychomotor activity,
impulsivity, irritability, and aggressive outburstsnaking behavioural control

challenging and increasing the likelihood of resira

The high prevalence of alcohol-induced deliriunthia current study (18.18%)
may be attributed to the acute onset of confusamitation, disorientation, and
sometimes violent behavior commonly observed irieptd experiencing delirium
tremens, necessitating the use of physical or ate@nmestraints to ensure safety

during the acute phase.

Moreover, studies such as that by Singh ét hhve shown that substance use
disorders, particularly alcohol use disorder witblirtim tremens (46.9%), mood
disorders with manic episodes (31.3%), and psychiisiorders (18.8%) were major
contributors to the need for restraint. The stugy/Eliméaki et al*® from Hong Kong
also reported a predominance of schizophrenia-spactiisorders among restrained
patients, accounting for 61% of cases. Similarlyer$hato et al° identified delirium
as the most common clinical reason for restraidt@%), followed by fall prevention
and aggressive behavior. Miodownik et*4ffurther highlighted that patients with
schizophrenia, bipolar disorder, and personalisodiers were commonly subjected
to restraints, particularly those with personaliigorders, who experienced longer
periods of restraint due to persistent behaviodisturbances. Even in our study 35%

patients had personality disorders, but duratioresfraint was not recorded.
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The diagnostic profile in the present study is tluomsistent with prior
research, reaffirming that psychiatric conditionsmmcterized by psychosis, mood
instability, cognitive impairment, and substanceéoxication or withdrawal are
significant clinical predictors of restraint useheBe diagnoses are frequently
associated with behavioural dysregulation, aggoessmpaired impulse control, and
reduced insight, which may necessitate the usestfaints in emergency situations to

prevent self-harm or harm to others.

Involuntary admission (Refer to table 13)

In our study, all patients (100%) who were subjécte restraint were
admitted under high-support, involuntary admissasnper Section 89 of the Mental
Healthcare Act (MHCA), 2017. Section 89 of the MHC2017, provides the legal
framework for the admission of individuals with nt&nllness who lack the capacity
to make mental healthcare and treatment decisiotisexqjuire high levels of support,

with the aim of protecting the rights and safetgoth individuals and othet.

The association between involuntary admission awdraint use has been
consistently highlighted in previous research. R&tevuelta et al. (2021) identified
involuntary admission as the strongest predictomethanical restraint use, with an
odds ratio (OR) of 6.3%, indicating that patients admitted without thednsent were
significantly more likely to experience coercive amares. Similarly, a study
conducted in Baden-Wuerttemberg, Germany, repah&dpsychiatric hospitals with
a higher proportion of involuntary admissions apglicoercive measures more
frequently, underscoring the influence of patiedégjal status on the likelihood of
restraint use®! This association may be explained by the fact pagients admitted

involuntarily often present with severe psychiasyenptoms, poor insight, or a risk of
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harm to self or others, necessitating the use sfrictive interventions to ensure
safety. Furthermore, Thomann et al. (2021) repaatettong association between care
dependency and restraint use, with completely di#grenpatients being 25 times
more likely to be restrained compared to indepengatients>® This finding further
supports the link between patients' functionalustaautonomy, and the application of
coercive measures. The exclusive inclusion of antdry patients in the current
study may, therefore, reflect the clinical and legacessity to manage high-risk
behaviours and impaired decision-making capacitpuh the use of restraints in

accordance with the provisions of MHCA 2017.

Prevalence (refer to Figure 3)

In our study, out of the 1,057 patients admittedirdy the study period, 77
patients required the use of restraints, resulitingn overall restraint prevalence of
7.28%. This prevalence is comparable to severavique studies conducted in
different settings and populations. For instandéegis et al. (2024) reported a slightly
higher restraint prevalence of 9.25% while Thomann et al. (2021) observed a
prevalence of 9.46% over the course of one y&awhich is marginally higher than
the rate observed in our study. Similarly, a cresstional study conducted across
Switzerland and Austria by Thomann et al reportegiravalence rate of 8.7%
measured over a 30-day peritddwhich is consistent with the findings of our stud
In contrast, a retrospective cohort study by Spenataal. (2023) reported a slightly
lower prevalence of 6.4% among 11,979 psychiatiimiasions'®, which is closely

comparable to the findings of our study.

However, other studies have reported notably hightes of restraint use.

Sobhani et al. (2024) documented a restraint peecal of 35.1%, with a patient
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restraint rate of 8.15 per 1,000 inpatient days andevent rate of 26.1 per 1,000
inpatient days®, indicating a substantially higher frequency dtraint application

compared to the current study. Additionally, a eysitic review by Beghi et al.
(2013) highlighted the wide variability in restraiprevalence across institutions,
reporting rates ranging from 3.8% to 20%, with aerfacilities exhibiting a 10 to 20-
fold difference, often influenced by institutionablicies, clinical practices, and

cultural attitudes toward restraift.

The prevalence observed in the present study thliss fithin the lower-to-
moderate range of previously reported rates. Biffees in prevalence across studies
may be attributed to several factors, includingiataons in institutional protocols,
patient population characteristics, availability dé-escalation resources, staffing
patterns, and regional or cultural attitudes towtdwel use of coercive measures. The
relatively lower prevalence in the current studyyraéso reflect efforts to implement
non-coercive interventions and prioritize verbaledealation before resorting to

restraint.
Typeof restraint used (refer to table 14 and figure 4)

In our study, a total of 200 restraint episodes ewsgcorded. Of these,
chemical restraints alone were used in 89 insta(&$%), while a combination of
both physical and chemical restraints was emplagedl1 instances (55.5%). These
findings reflect the complex clinical scenarios @matered in psychiatric settings,
where chemical interventions are often used eitinelependently or alongside

physical restraints to manage acute behaviouralrbances.

The predominance of combined restraint use in tudysis consistent with

the findings of Gowda et al. (2018), who reportedtt58% of patients received
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chemical restraints, while 20% were physically nased, and 66.5% of patients were
subjected to one or more forms of coercive measdfeSimilarly, Danivas et al.
(2016) observed that intravenous injections weraiagtered to 27% of all admitted
patients, indicating the widespread use of chenmidalventions in acute psychiatric
care.’°Bilanakis et al. (2011) also reported that chemieatraint was used in 10.5%

of hospitalizations, with antipsychotics.

In contrast, some studies have reported a higlesragnce of mechanical or
physical restraint. Pérez-Revuelta et al. (2021tpehdhat mechanical restraint was
used in 12% of total psychiatric admissiof$.Thomann et al. (2021) reported
mechanical restraint use in 55% of cases, withpialention and delirium being the
primary reasons’ Similarly, Pawlowski et al. (2017) highlighted thaechanical
restraint was the most commonly used form of diregercion in their study
population. % A cross-national comparison by Lepping et al. @0found that
physical restraint was more prevalent in Walesevbeclusion was more common in

the Netherlands, indicating regional and institodibvariations in restraint practices.

64

Further, Aaron Jones et al. (2022) observed thainatal restraint use was
more frequent than physical restraint in psycliasettings in Alberta and Ontario,
supporting the trend seen in our study where chamastraints, either alone or in
combination, constituted a significant proportidnrestraint episodes?® In a large-
scale study conducted in Hong Kong, Valimaki et (2022) reported that limb
holders were the most frequently used restrainhatktfollowed by waist belts and

safety vests, suggesting a preference for mecHamasures in certain settings.
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The findings of our study highlight a higher usecoimbined chemical and
physical restraints, reflecting the severity of gigtric symptoms and aggression in
our patient population, and the need for immedia¢havioural control. Unlike
previous studies conducted in ICU settings or amomglically fragile patients—
where restraint practices were limited to physmamechanical methods due to the
risk of sedation worsening conditions like traumdirain injury or cardiac illness—
our study was carried out in a dedicated psycliatipatient unit, where patients
primarily had psychiatric diagnoses without sigrafit medical comorbidities. This
clinical context enabled the safe use of chemiesdtraints, either alone or in
combination with physical restraints, as a theréipaatervention to ensure patient

and staff safety.

Restraint-Related Parameters (refer to figure5, table 15, 16, 17, 18,19)

Day of restraint (figure 5) and Frequency of restraint (table 15)- Regarding the
timing and frequency of restraints, our study fouhdt the majority of patients
(97.4%) were restrained on the first day of admissiThe frequency of restraint
episodes ranged from 1 to 7, with a mean of 2.68.42. Most patients (57.1%)
experienced between 3 to 6 restraint episodesewiil5% had fewer than 3 episodes,
and only 1.4% required 7 restraints. These findimgscomparable to those reported
by Kuppili et al. (2022), who found that restraimas most frequently applied within
the first week of admissior.In their study, one patient experienced sevenaiest
events in a single day, indicating the variable aondhetimes recurrent nature of
restraint use in psychiatric settingsThe pattern of increased restraint use during the
early phase of hospitalization observed in bothdistu likely reflects the acute

severity of patients’ psychiatric symptoms at timeetof admission, necessitating
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immediate intervention to manage behavioural distaces until clinical stabilization

is achieved.

Verbal de-escalation attempted (table 16)-In our study, verbal de-escalation
strategies were attempted in 59.7% of cases iting application of restraint. This
practice reflects an increasing emphasis on norc@einterventions in psychiatric
care. Richmond et al. (2012) advocated for the oleserbal engagement and
collaboration with patients as a preferred alteveatio physical restraint, emphasizing
that effective communication can reduce the needdercion and improve patient
outcomes. However, despite such attempts, restbardame necessary in many cases

due to the severity of aggression and the riskgts@atient and staff safef}f.

CGl-Severity of IlIness (table 17)-In this study, the mean CGI-Severity of lliness
score at admission was 5%6.77, indicating a high level of clinical severdaynong
the sample. Nearly half of the patients (46.5%)em@ated as markedly ill, followed
by 27% who were severely ill and 16% classified agithe most extremely ill. These
findings are consistent with existing literaturdnigh suggests that higher restraint use
is often associated with greater illness seveFRty. instance, studies by Spennato et
al., 2023, Burton et al., 1992, Cohen et al., 20@4e reported increased restraint use
among critically ill medical inpatients and indivials with severe cognitive or
functional impairments. 108182 Additionally, research in ICU settings has
demonstrated poorer outcomes, such as longer awgwoiil duration and higher
mortality, among restrained patients, further uadering the association between

clinical severity and the likelihood of restrairgeu

Our findings also align with two surveys conductedChina that revealed that

59.07% and 61.2% of critically ill patients wereypitally restrained?
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SOAS-AR (table 18)-We found out in our study, the primary reasons toe
application of restraints, as assessed by the ®bffervation Aggression Scale—
Revised (SOAS-R), were patient aggression provaigdnteractions with other
patients or requiring assistance with activitiedaily living (ADLS). This finding is
reflective of the behavioural disturbances freglyemncountered in psychiatric
inpatient settings, where interpersonal confliatdrastration related to dependency
on care can precipitate aggression. Spennato é2G#3) similarly reported that the
leading cause for the application of restraints s prevention of behavioural
issues, accounting for 72% of restraint instanodkeir study, particularly in the ICU
environment where patient safety is of paramounpadirrance.® Additionally,
Danivas et al. (2016) highlighted the role of ipemnsonal conflicts in aggressive
incidents, reporting that in 35% of cases, relatiwere responsible for provoking the
incident, while in 56% of cases, they were theadRj Their study further noted that
family involvement in violence management was comywhich occasionally led to

the need for physical restraints.

These findings are consistent with our observatiat situational factors and

interpersonal triggers are significant contributarshe use of restraint.

Regarding the personnel involved in restraint aapion, our study revealed
that in the majority of cases (60% ), restraintsenmearried out by the hospital staff,
and in 39.5% of incidents, hospital security wasoatalled to assist. This practice
aligns with the study conducted in Mangalore bypdalash et al, which reported that
nurses primarily performed restraint$® Similarly, Moss & La Puma, 1991
emphasized the ethical and procedural importandeeafthcare staff implementing

restraints only after obtaining consent from patieor their relatives® The
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involvement of security personnel in a significgroportion of incidents in the
present study highlights the severity of aggressivehaviour encountered,

necessitating additional manpower to safely masagé situations.

In terms of risk factors, our study identified thpabvocations related to other
patients or assistance with ADLs were responsiiietft.5% of aggressive incidents
leading to restraint. In 31% of cases, no cleav@ecation was identifiable, and in
24.5%, aggression arose when staff attempted toinggter medication. These
findings suggest that situational triggers, lacknsight, and impaired impulse control
are key determinants of aggressive behavior in lpayric settings. In the current
study, staff members were the primary targets dfept aggression in 46% of
incidents, followed by aggression not directedrat specific individual (42%). This
pattern is supported by previous research, inctudive study by Stevenson et al.
(2012), which highlighted the emotional and phyisicansequences of patient
violence on healthcare workers, including fear,ean@nd anxiety that may affect

professional performance and personal well-béeihg.

The consequences of aggression in our study wéagvedy mild in most
cases, with 65.5% of incidents resulting in no askweoutcomes for the victims.
However, 27% of victims reported feeling threaten@ sustained visible injuries
requiring treatment, and 1.5% of incidents involdegnage to objects. These findings
are in line with those reported by d’Ettorre andli®ani (2017), who found that
between 7.5% and 33% of healthcare workers expasediolence developed
psychological symptoms such as anxiety and demesgiith some reporting serious

physical injuries, including fractures and disdk$.®’ This highlights the importance
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of preventive strategies and de-escalation teclesiqa mitigate the consequences of

aggression.

Agitation Behaviour Scale (table 19)-As highlighted in the review article by Gautam
et al. (2023), aggression is frequently observegsychiatric patients, with studies
reporting that approximately 18% to 25% display lefd behavior.?° This is
consistent with our findings based on the AgitatBehavior Scale (ABS), which
revealed that a significant proportion of patierf€¥.5%) demonstrated severe
agitation. Additionally, 20.5% showed mild agitatjo.0% had moderate agitation,
and only 3.0% exhibited no notable agitation. Thesellts underscore the prevalence
of heightened agitation among restrained patienighlighting the importance of
implementing focused behavioural management siesegn acute psychiatric

settings.

Overall, the findings of the present study areime lwith existing literature,
reaffirming that restraint use is closely assodatéh patient aggression, situational
triggers, lack of cooperation, and acute symptowemsty, particularly during the
early phase of admission. These observations enzghdbe need for early
identification of risk factors, effective communiicen, and staff training in de-

escalation techniques to minimize the need fora@eemeasures.

This is supported by prior literature. Zulian et(@020) and Dolan and Looby
(2017) noted that in intensive care settings, #gita sedation, and the presence of
invasive devices were significant predictors oftraat use, often employed to
prevent self-harm or interference with medical tireent. ¢8°° Chieze et al. (2021)
also identified factors such as aggressive behati@dmission, previous psychiatric

hospitalizations, involuntary referrals, youngereagnale gender, and cognitive
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impairment as significant predictors of coerciveasiges.”® Kuppili et al. (2022)
emphasized that restraint use was frequently associwith a combination of
behavioural risks, including physical assault, -belfm, attempts to abscond, and
intrusive behaviours! Similarly, the EUNOMIA project by Raboch et al.0@@)
found that patient aggression towards others wasptimary reason for applying
coercive measures in 59% of cases, followed byathréo health, self-harm, and
aggression toward property.These findings are in line with the triggers idéed in
the current study, underscoring that situationalvpcation, lack of cooperation, and

patient vulnerability are major determinants otragat use.
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Strengths:

1.

In contrast to the majority of prior studies thavl focused on restraint
practices in dedicated psychiatric hospitals cernsive care units (ICUs), this
study uniquely explores restraint use within a Ganélospital Psychiatry
Unit (GHPU) in a tertiary care hospital, addressing important gap in

existing literature.

The study employs standardized and validated wats as CGI-S, SOAS-R,

and ABS, enhancing the methodological rigor anicibélty of findings.

The study systematically evaluates a broad rande clmical and
sociodemographic variables, offering a comprehensinderstanding of the
factors associated with restraint use, which carectdy inform clinical

practices and guide targeted interventions

Strict adherence to ethical standards and comgiamith India's Mental
Healthcare Act (MHCA, 2017) ensures protection @itignt rights and

promotes ethical research conduct.
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Limitations

1. Single-centre, cross-sectional design limits theegalizability of findings to
other psychiatric settings.

2. This study was conducted exclusively in the Genklaspital Psychiatry Unit
(GHPU) of our hospital, whereas patients may akscbjected to restraint in
other wards and intensive care settings, which wetencluded.

3. The study included a small sample size, which matybe sufficient to draw
broad conclusions about restraint practices aatgssychiatric wards. A larger
sample size could provide more reliable data asd)irs into the practices used
in different contexts

4. The observational, cross-sectional design restdatsal inference and does not
provide information on longitudinal outcomes oripat experiences.

5. Without a comparative control group, it remains ligmying to conclusively
attribute identified risk factors directly to theseu of restraints, limiting

interpretation of findings.

Future Directions

Future multi-centre studies with larger sample sizmntrol groups, patient
and staff perspectives, and longitudinal desigesracommended to further enhance
understanding and improve restraint managementtipeacin diverse healthcare

settings.
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Adherenceto Legal Framework

The present study was conducted in strict compéiawith the legal and
ethical framework governing mental healthcare ohidnAll procedures adhered to the
principles outlined in the Mental Healthcare ActHKIA), 2017, which emphasizes

patient rights, dignity, and autonomy while ensgraafety and appropriate care.

In particular, the study abided by Section 89 of MHCA, 2017, which
pertains to the admission of persons with mentaésls under supported admission.
All patients included in the study who requiredtigvels of support and were unable
to make independent decisions regarding their cmeee admitted under this
provision, following appropriate assessments andseot from their nominated

representatives or legal guardians.

Furthermore, the study strictly followed the guidet under Section 97 of the
MHCA, 2017, which governs the use of physical mgstr in mental health
establishments. Restraints were employed only vateolutely necessary and under
the conditions mandated by the Act—specifically ptevent imminent harm to the
patient or others, after exhausting all other dkagion measures. Restraint episodes
were duly documented, supervised by qualified nidmtalth professionals, and the
patient’s nominated representatives were informdthinv 24 hours, in accordance
with the statutory requirement. The details of egdiraint event were also reported

to the Mental Health Review Board as per the legahdate.

The study protocol received prior approval from timstitutional Ethics

Committee, further ensuring adherence to ethic®arch practices and patient rights.
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CONCLUSION

Clinically and demographically, restraints were dmminantly used in
younger adults aged, males, employedp patients thode from rural areas
Diagnostically, patients with schizophrenia, aldeinduced delirium, and bipolar
disorder were most frequently restrained. Additlosanificant clinical factors
included severe agitation, a positive past psydhiaistory, family history, previous
violent behavior, and substance dependence. Altaieed patients were admitted
under high-support (involuntary) status as perdisdMental Healthcare Act (MHCA,
2017). Most restraint episodes occurred within fhist day of hospitalization,
highlighting the acute nature of clinical preseitad and verbal de-escalation was
attempted in majority of restraint episodes.

The results underscore the importance of earlytifigation of risk factors,
consistent application of verbal de-escalation nieplnes, and strict adherence to the
principles laid down in the Mental Healthcare A2817. Future efforts should focus
on staff training, improving infrastructure, andvdmping structured de-escalation
protocols to minimize the need for restraints aménsure patient dignity, safety, and

rights.
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SUMMARY

This observational study aimed to assess the frexyuand associated factors
of restraint use among psychiatric inpatients iGeneral Hospital Psychiatry Unit
(GHPU) of a tertiary care hospital. Unlike moststixig literature, which focuses on
dedicated psychiatric hospitals or intensive cargsu(ICUs), this research uniquely
addresses an important gap by examining restraauttipes in a general hospital
psychiatry setting.

The study involved 77 patients with a total of 2€fisodes of restraint. All
patients included were admitted under high-supfiaktoluntary) admissions as per
Section 89 of India's Mental Healthcare Act (MHCZ)17). The types of restraints
used were either chemical alone (44.5%) or combpisdical and chemical (55.5%).
Data collection utilized validated tools includinge Clinical Global Impression—
Severity (CGI-S), Staff Observation Aggression EeRlevised (SOAS-R), and
Agitated Behavior Scale (ABS), systematically exaimg clinical, sociodemographic,
and contextual variables.

Key positive findings included a restraint prevakenof 7.28% among all
psychiatric admissions. Patients subjected to aieds were predominantly male
(80.52%), younger adults aged 21-40 years (66.28%ployed (92.21%), educated
up to graduation (49.35%), and from rural areas9®%). Clinically, most restrained
patients had a diagnosis of schizophrenia (20.78&tpwed by alcohol-induced
delirium (18.18%) and bipolar disorder (15.58%).sAgnificant proportion had a
positive past psychiatric history (66.23%), famitystory (50.65%), personality
disorders (35.06%), substance dependence (44.1&3d)prior history of violence

(48.05%).
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Restraints predominantly occurred early in hosgigéion (97% on Day 1),
with an average of 2.64 episodes per patient. Vedbaescalation was attempted
before restraint in 59.74% of patients. Severitypgfchiatric illness at admission was
notably high, with 49.35% markedly ill and 32.47%verely ill. Episodes were
frequently characterized by severe agitation (6%)p8s measured by the ABS scale.
Aggression recorded by SOAS-R predominantly invdlveerbal aggression
(66.50%), targeted mostly toward staff or the pasethemselves (46.00%), often
requiring physical restraint combined with pareatemedication (52.50%). Most
incidents involved healthcare staff alone (60.50%)th security assistance in
nearly 39.50% of episodes.

Strengths of the study include its unique clinisetting, robust methodology,
comprehensive data analysis, and strict ethicalptiance aligned with India's Mental
Healthcare Act (MHCA, 2017). However, limitationacé as single-centre design,
absence of a comparative control group, lack ofepatperspectives, and cross-
sectional design necessitate cautious interpretatiod suggest the need for further
multi-centre, longitudinal studies. Despite thesguithtions, the findings provide
valuable evidence for clinical practice, staff miag for example, teaching verbal de-
escalation and aggression management techniquesininize restraint use and

improve patient care in general hospital psychiatrigs.
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Annexures

ANNEXURE I:
KAHERs JNMC
BELAGAVI
INFORMED CONSENT FORM

‘FREQUENCY OF RESTRAINT AND FACTORS ASSOCIATED WITH
RESTRAINT IN PATIENTS ADMITTED IN GENERAL HOSPITAL
PSYCHIATRY UNIT- A CROSS SECTIONAL OBSERVATIONAL ST UDY”

Name of Student/Principal Investigator:

Introduction: We request you to give your valid consent to inelydur relative to be a
subject in an observational study, the purposelothvis to study frequency and factors
associated with physical restraints in the hospgitalducted between 28arch 2023 to

28" March 2024.

We request you to give your consent to include yelative as a participate in this study
as they are agitated due to their mental illnesk raeds intervention. You and your
relative might not get benefited by participating this study but it helps us to

understand the need of physical restraint in aggitgiatients so that we can manage
agitated patients in future effectively keepingnind the safety as well as rights of the

patient.

Explanation of procedure: If you consent for your relative to be a parttioé study,
the PI1 will interview you/your relative. Sociodentaghic details and clinical variables
of your relative are collected using the predesigpeforma. Details will be taken in a
period of 30-40 minutes. Severity of the primanyicial condition will be determined at
the time of admission. Agitation and aggressiowyair relative will be assessed at the
time of restraint. Scores obtained are used to sasshe association between

demographic, clinical variables of patient andraast.
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Withdrawal from participation in the study: Participation in this study is voluntary.
You will be free to decide whether your relativél\warticipate in this study or continue
participation once enrolled. In case you decidevithdraw the participation of your
relative, you are free to do so. However, pleasevep the decision to the principal

investigator.

Possible benefits from participating in the study: You or your relative will not get
any benefits by participating in this study. Theadgathered will help the population at

large.

Possible risks from participating in the study: There are no risks involved in

participating in this study.

Privacy and confidentiality: The information collected from you or your relatiwel
be coded, to prevent any person from identifyingl.yoYour relative’s identity will
never be revealed. The data collected will be kepifidential and only processed or

aggregated data will be used for publication.

Financial incentives: You or your relative will not receive any paymefur

participating in this study.

Authorization for publication of aggregated data: Results obtained after processing
of the aggregated data will be published for sdienpurposes and or presented to

scientific groups. However, your relative’s idéytivill never be revealed.
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Questions: In case of any questions with regard to this stydy, are free to contact:

If you have any question or complaints with regardtudy you may contact Dr Harsha

Hegde, Chairperson, Ethical committee of INMC, 08313777 Extension 4052.

Legal rights: By signing this consent form, we are not waving ahyour legal rights
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CONSENT STATEMENT

I am making a voluntary decision to consent touicny relative to participate
in the study FREQUENCY OF RESTRAINTS AND FACTORS ASSOCIATED
WITH RESTRAINTS IN PATIENTS ADMITTED IN GENERAL HOS PITAL
PSYCHIATRY UNIT- A CROSS-SECTIONAL OBSERVATIONAL ST UDY™.
My signature below indicates that | have decideatdosent to recruit my relative to
participate, and | have read the information predidbove or the information provided
above has been read to me in the language thatldrstand best. | was given the

opportunity to ask questions and that they have lb@swered to my satisfaction.

Name of the participant:

Signature or left thumb impression of the partioipa

Name of the witness:

Signature or left thumb impression of the witness:

Name of the investigator:

Signature of the investigator:
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ANNEXURE Il
PROFORMA

SOCIODEMOGRAPHIC DETAILS

IP NUMBER
AGE
GENDER MALE
FEMALE
OTHER
EDUCATION NOT FORMALLY EDUCATED
SECONDARY SCHOOL
GRADUATION
POST GRADUATION
OCCUPATION
RELIGION HINDU
MUSLIM
CHRISTIAN
OTHERS
SOCIOECONOMIC LOWER

STATUS

UPPER LOWER
LOWER MIDDLE
UPPER MIDDLE
UPPER CLASS

LOCALITY URBAN
RURAL
TYPE OF ADMISSON INDEPENDENT
HIGH SUPPORT
ADVANCED PRESENT
DIRECTIVE ABSENT
NOMINAL
REPRESENTATIVE
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CLINICAL DETAILS

PRIMARY DIAGNOSIS

CGI-S SCORI

PAST HISTORY

-PSYCHIATRIC ILLNESS
YES
NO

-TREATMENT DETAIL

-NEUROLOGICAL ILLNESS
YES

NO

-TREATMENT DETAIL

-MEDICAL ILLNESS
YES

NO

-TREATMENT DETAIL

FAMILY HISTORY

-PSYCHIATRIC ILLNESS
YES
NO

-DEGREE RELATION
1ST

2ND
3RD
4TH

-TREATMENT DETAIL

-NEUROLOGICAL ILLNESS
YES
NO

-DEGREE RELATION
1ST

2ND
SRD

4TH
-TREATMENT DETAIL

-MEDICAL ILLNESS
YES NO

-DEGREE RELATION
1ST

2ND
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SRD
4TH

-TREATMENT DETAILS

COMORBID PERSONALITY
DISORDER

YES
TYPE OF PD
NO

H/O VIOLENCE IN THE PAST

YES

NO

ATTEMPT OF SUICIDE/SELF
HARM IN PRESENT

YES

-NUMBER OF ATTEMPTS
-INTENTIONALITY
-LETHALITY

-METHOD

NO ATTEMPTS

PAST H/O SUICIDE YES

ATTEMPT NO

VERBAL DESCALATION YES

ATTEMPTED OR NOT -SUCCESSFUL
-UNSUCCESSFUL
NO

FREQUENCY OF RESTRAIN" |1 0R 2 OR

ABS SCORE EACH TIMI

SOAS-R SCORE EACH TIME
EACH DOMAIN

SUBSTANCE USE DISORDER

YES
-NAME OF SUBSTANCE
-USE PATTERN
(RECREATIONAL/HARMFUL/DEPENDENT)

NO

CLINICAL GLOBAL
IMPRESSIONS SCALE

SEVERITY OF ILLNESS

GLOBAL IMPROVEMENT

EFFICACY INDEX
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Clinical Global Impressions (CGl)

Patient Information
Patient Name Date Time
Day | Month Year Hour Min.
Personal Notes
1.SEVERITY OF ILLNESS
J Normal,not atall ill
1 Borderline mentally ill
Considering your total clinical experience with this | Mildly ill
particular population, how mentally ill is the patient | Moderately ill
at this time? 1 Markedly ill
O Severelyill
1 Among the most extremely ill patients
2,GLOBAL IMPROVEMENT

1 Very much improved
Rate total improvement whether or not in your :’ ijc,h |mp[oved
: o A 1 Minimally improved
judgment it is due entirely to drug treatment. _.
. = W J Nochange
Compared to his condition at admission to the = G
project, how much has he changed? G ety woess
* 1 Much worse
3 Very much worse
3.EFFICACY INDEX
Do not i
significantly Slﬁjfli:;::l:ly Outweigh
None interfere with BatiErts therapeutic
with patient’s | func?l’aonin effect
functioning | 9
Therapeutic Effect 1 2 ' 3 4
4. Marked
Vast improvement. Complete or nearly complete 4.00 2.00 133 1.00
remission of all symotoms.
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SOAS-RE

The Stall Obewervation Aggruaion Sl -
FReyiad - [mergency primary cans

I When was the incident! 1. Staff member exposed
to incident:
Date {ddimm 10yy)
FOREIE [N | S Age
L Oenupation o L

Annexures

The farm & to be completed by the staff member who has esposed io aggressee behaviar defined &

=7y wertad, norverbal or physical bebador that was threatening {io sell, others, propery), or phwscal bebavior

Sex: Female || Male L|

1 Where was the incdent?

At the clinic []
Orver the phone ||
At home wisit [

4. WWere you alone in the sibuation!

Yes [ Me [

Mark at feast one alternatyve n sach of the s columns below

that chd harm (ko el others, prooerty)

5 Aggressor:

Who: Patient [ ] Mest-céekin [ Orher

Sex: Female [ | Male []

6. Dioes the agpressor have 2 lmown mentz| iliness!

Tes [] Mo [ Unknown [

7. Was the aggressor under influence of drugs or alechal?

Yes [ ] Mo [ Unknown [

Pro tl M used by
of aggressive the aggressor
bBehaviour
Mo undersandable Verbal aggression ||
provadation o
Provoked by:
Ordinary objects
Perzon had to wait [
Raom contents!
The person was objects [
denied samething [ ]
The persan disgreed || PAFES of the body
abaut assessment! -
Hand 1}
adwice £ -
Foot [
Irwaluntary
assessment of Oxher, deseribe: ]
Other, describe:  [_]
Dangerous objects
or methods
Attempt of
strangulation H

Usedhad pointed
weapon [
Cther dangerous

objects mcl.syringe [ ]

Targat of
aggression

Mone
Furnitura/chjects
Physician

Murse

Ambulance
personnel

Security guard
Falice
Other patients

Other persons,
describe

|

Consegquence(s)
for victim(s)

Iome O
Objects

Darnaged [
Person
Fsychobagicald
emotional stress ||
Felt threatenad [}
Fain O
Wisile injury O
Meed for treatment
by a physician O
MNeeded to be

taien off duty O
Othier, describe: [

Measure(s) to
stop aggression

Mene

L;-

Talked to persen ]

Took the person

aside £
Withdrew from
situation/

ended call [
Complied with the
persona’s wish [
Ashed the person

to leave the siee |'_i
Forced the person

to leave |
Held the person

by force: |
Medication Il

Oeher deseribe: [

Persans invelved
i measure(s) te
stop aggression
Physician O
Murze |
Ambulance

personnel O
Security guard  [[]
FPolice O
Other patients ||
Mext-ol&in 0
Dthers, deseribe: [
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AGITATED BEHAVIOR 5CALE

Patient Period of Observation:
a.m.

Observ. Environ. From: p.m. ) )
a.m.

Rater/Disc. To: p.m. f /

At the end of the observation period indicate whether the behavior described in
each item was present and, if so, to what degree: slight, moderate or extreme.
Use the following numerical values and criteria for your ratings.

1=absent: the behavior is not present.

2 = present to a slight degree: the behavior is present but does not prevent
the conduct of other, contextually appropriate behavior. (The individual
may redirect spontaneously, or the continuation of the agitated behavior
does not disrupt appropriate behavior. )

3 = present to a moderate degree: the individual needs to be redirected from
an agitated to an appropriate behavior, but benefits from such cueing.

4 = present to an extreme degree: the individual is not able to engage in
appropriate behavior due to the interference of the agitated behavior,
even when external cueing or redirection is provided.

DO NOT LEAVE BLANKS,
_ 1. Shortattention span, easy distractibility, inability to concentrate.
2. Impulsive, impatient, low tolerance for pain or frustration.
3 Uncooperative, resistant to care, demanding.
4. Violent and or threatening violence toward people or property.
5. Explosive and /or unpredictable anger.
6. Rocking, rubbing, moaning or other self-stimulating behavior,
_ 7. Pulling at tubes, restraints, etc.
_ B. Wandering from treatment areas.
9 Restlessmess, pacing, excessive movement.

10. Repetitive behaviors, motor and [ or verbal.
_11. Rapid, loud or excessive talking.

_12. Sudden changes of mood.

_13. Easily initiated or excessive crying and [ or laughter.
_ 14, Self-abusiveness, physical and /or verbal.

Total Score
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SRNO

IPNUMBER

frequency of restraints

AGE

AGE

GENDER
EDUCATION

OCCUPATION

RELIGION

SES

locality

type of admission

PRIMARY DIAGNOSIS

CGI ON ADMISSION
Psychiatric Past History
Family History
Per sonality Disor der
Past Attempt Of Suicide
Past H/O Violence
Verbal Descalation
Frequency Of Restraint
EPS
ECT

Substance Use With Pattern
Orally Accepting M edication

DAY OF ADMSSION

TYPE OF RESTRAINT
SOAR-R: PROVOCATION
SOAR-R: MEANSUSED BY

AGGRESSOR
SOAR-R: TARGET OF
AGRESSION
SOAR-R: CONSEQUENCE FOR
VICTIM
SOAR-R: MEASURESTO STOP
AGGRESSION

SOAR-R: PEOPLE INVOLVED

SOAR-R: TOTAL

ABSSCORE

25

25

Farmer

Lower
Middle

Intellectual Disability
Mod

o

1,2,3,4

STAFF

15

25

Farmer|

Lower
Middle

Intellectual Disability
Mod

1,2,3,4

STAFF

15

25

Farmer|

Lower
Middle

Intellectual Disability
Mod

1,2,3,4

STAFF

17

36

25

Farmer|

Lower
Middle

Intellectual Disability
Mod

1,2,3,4

STAFF

16

31

25

Farmer|

Lower
Middle

Intellectual Disability
Mod

1,2,3,4

STAFF

16

30

30

Unemplo
yed

Lower

High Suppor|

Schizophrenia Con

1231,

STAFF

13

36

30

Unemplog
yed

Lower

High Suppor|

Schizophrenia Con

it

1231,

STAFF

31

30

Unemplo
yed

Lower

High Suppor|

Schizophrenia Con

it

1231,

STAFF

31

30

Unemplo
yed

Lower

High Suppor|

Schizophrenia Con

it

1231,

STAFF

16

2

9

10

30

Unemplog
yed

Lower

High Suppor|

Schizophrenia Con

it

1231,

STAFF

22

11

57

57

ClerK

Lower
Middle

Alcohol Dependence
Alcohol Induced
Psychotic D/C

123

STAFF

18

42

12

57

Clerk

Lower
Middle

Alcohol Dependence,
Alcohol Induced
Psychotic D/O

12,3

STAFF

18

39

13

57

Clerk

Lower
Middle

Alcohol Dependence,
Alcohol Induced
Psychotic D/O

123

STAFF

12

35

14

27

27

Buisnes
man

Upper
Middle

Volatile Inhalant
Induced Psychotic D/

123

STAFF AND
SECURITY

19

45

15

27

Buisnes
man

Upper
Middle

Volatile Inhalant
Induced Psychotic D/

12,3

STAFF AND
SECURITY

19

40

16

27

Buisnes
man

Upper
Middle

Volatile Inhalant
Induced Psychotic D/

123

STAFF AND
SECURITY

19

39

17

23

23

Farmer

Lower|

ipolar Type 1 D/O
%urren Episode Manit

123

STAFF AND
SECURITY

19

45

18

23

Farme:

Lower

Bipolar Type 1 D/O

"Curren Episode Manit

123

STAFF AND
SECURITY

22

40

19

23

Farme!

Lower

. Bipolar Type 1 D/O
E:urren Episode Manit

123

STAFF AND
SECURITY

31

20

71

71

Farmer

Lower|

ort Psycivsss

123

STAFF AND
SECURITY

42

21

71

Farme!

Lower

rt Psychosis Nos|

12,3

STAFF AND
SECURITY

13

39

22

71

Farme:

Lower

rt Psychosis Nos;|

123

STAFF AND
SECURITY

13

36

23

28

28

Farmer

-

Upper Lo

High Support

Alcohol Induced
Delirium

1,12,

STAFF

4§

24

28

Farme:

Upper Lo

Alcohol Induced

ort -
Delirium

11,2,

STAFF

14

41

25

28

Farme!

Upper Lo

Alcohol Induced

ort -
Delirium

1,12,

STAFF AND
SECURITY

15

38

26

28

Farme:

Upper Lo

N

Alcohol Induced

t Delirium

ol

11,2,

STAFF

31

27

23

23

Unemplog
yed

Lower
Middle

Bipolar Type 1 D/O
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. Upper . . . L STAFF AND
30 1000405 33 33 Enginger Middle 2 High Suppor Schizophrenia Con 1 1,23 34 SECURITY 23 47
. Upper . . . L STAFF AND
31 33 Engineer Middle 2 High Suppor Schizophrenia Con 1 12,3 34 SECURITY 23 43
. Upper . . . L STAFF AND
32 33 Engineer Middle 2 High Suppor Schizophrenia Con 1 1,23 03 SECURITY 11 39
. Upper . . . L STAFF AND
33 33 Engineer Middle 2 High Suppor Schizophrenia Con 1 12,3 03 SECURITY 11 39
. Upper . . . L STAFF AND
34 33 Engineer Middle 2 High Suppor Schizophrenia Con 1 1,23 04 SECURITY 6 36
. . ognitive Decline Due STAFF AND
35 1000625. 29 29 Drive Lower 1 High Suppoﬁ To Head Injury 7 1,2,3,4{5 SECURITY 19 48
. . Cognitive Decline Due STAFF AND
36 29 Driver Lower 1 High Support To Head Injury 7 1,2,3,4/5 SECURITY 19 48
. . Cognitive Decline Due STAFF AND
37 29 Driver Lower 1 High Support To Head Injury 7 1,2,3,4|5 SECURITY 11 42
. . Cognitive Decline Due STAFF AND
38 29 Driver Lower 1 High Support To Head Injury 7 1,2,3,4/5 SECURITY 8 45
. . Cognitive Decline Due STAFF AND
39 29 Driver Lower 1 High Support "= 0 Injury 7 1,2,3,45 SECURITY 6 40
40 1003122 22 22 Labourer Lower| 1 High Support  Schizopa Cont 6 1,2,34 6 STAFF 17 4
" . . STAFF AND
41 22 Labourer Lower 1 High Support  Schizophrenia Cont6 1,2,34 SECURITY 17 47
. . . STAFF AND
42 22 Labourer Lower 1 High Support  Schizophrenia Cont6 1,2,34 SECURITY 11 40
" . . STAFF AND
43 22 Labourer Lower 1 High Support  Schizophrenia Cont6 1,2,34 SECURITY 5 37
Upper . . . L STAFF AND
44 1000727 18 18 Student Middle 2 High Support  Schizophrenia Con 5 0 12,4 23 SECURITY 9 45
Upper ) . . | STAFF AND
45 18 Studen Middle 2 High Support{  Schizophrenia Con 0 1,24 23 SECURITY 8 40
Upper . . . L STAFF AND
46 18 Studen Middle 2 High Support  Schizophrenia Con 5 0 12,4 00 SECURITY 4 39
Buisnes Upper " Schizophrenia Multipl STAFF AND
47 1000699 38 38 man Middle 2 High Support Episodes 5 12,3 SECURITY 8 41
Buisnes Upper . Schizophrenia Multipl STAFF AND
48 38 man Middle 2 | High Support Episodes 5 123 SECURITY 3 37
Buisnes Upper " Schizophrenia Multipl STAFF AND
49 38 man Middle 2 | High Support Episodes 5 123 SECURITY 3 i
Amnestic D/O D/IT
Facton Lower Volatile Substance
50 1000802 48 48 Worker Middle 2 High Support Inhalation With Mdd | 7 1,12, STAFF 6 49
With Seizure D/O And
Blindless
Amnestic D/O D/IT
Facto Lower Volatile Substance
51 48 Worke?/ Middle 2 High Support Inhalation With Mdd | 7 1,1,2, STAFF 6 45
With Seizure D/O And
Blindless
Amnestic D/O D/IT
Facton Lower Volatile Substance
52 48 Workef Middle 2 High Support Inhalation With Mdd | 7 1,1,2, STAFF 12 45
With Seizure D/O And
Blindless
Amnestic D/O D/IT
Facto Lower Volatile Substance
53 48 Worke?/ Middle 2 High Support Inhalation With Mdd | 7 1,1,2, STAFF 12 43
With Seizure D/O And
Blindless
Unemplog . Bipolar Type 1 D/O STAFF AND
54 1005762 19 19 ved Lower 1 High Suppor| Curren Episode Mani 6 1,2,34 SECURITY 9 42
Unemplog . Bipolar Type 1 D/O
55 19 ved Lower 1 High Suppor Curren Episode Mani 6 1,2,34 STAFF 13 4Q
Unemplog . Bipolar Type 1 D/O u
56 19 ved Lower 1 High Suppor| Curren Episode Mani 6 1,2,34 STAFF 17 3
Unemplo . Bipolar Type 1 D/O
57 19 ved Lower 1 High Suppor Curren Episode Mani 6 1,2,34 STAFF 16 31
Unemplog . Intellectual Disability 1,1,2,3,3 STAFF AND
58 1005395 26 26 ved Lower 1 High Suppor| Severe 7 4 0 SECURITY 7 47
Unemplog . Intellectual Disability 1,1,2,3,3| STAFF AND
59 26 ved Lower 1 High Suppor] Severe 7 ’ 0 SECURITY 7 47
Unemplog . Intellectual Disability 1,1,2,3,3 STAFF AND
60 26 ved Lower 1 High Suppor| Severe 7 4 3 SECURITY 19 49
Unemplog . Intellectual Disability 1,1,2,3,3| STAFF AND
61 26 ved Lower 1 High Suppor] Severe 7 o™y 3 SECURITY 19 47
Unemplog . Intellectual Disability 1,1,2,3,3 STAFF AND
62 26 ved Lower 1 High Suppor| Severe 7 0 4 0 SECURITY 7 45




Unemplog . Intellectual Disability 1,1,2,3,3 STAFF AND
63 26 ved Lower High Suppor| Severe 7 0 4 0 SECURITY 7 40
64 |1004692 36 | 36 Farmér ;?(;’;T; High Suppor{  Schizophrenia Con 1123 00 STAFF 3 43
65 36 Farmer ,\';I‘I’c‘fé?; High Supporf{ ~ Schizophrenia Con 1123 00 STAFF 3 40
66 36 Farme ;?(;’;T; High Suppor{ ~ Schizophrenia Con 1123 00 STAFF 3 39
Bipolar Type 1 D/O
Upper . Curren Episode Mani STAFF AND
67 1000924 28 28 Actol Middle High Suppor With Psychotic 6 0 14 SECURITY 21 46
Symptoms
Bipolar Type 1 D/O
Upper " Curren Episode Mani
68 28 Actor Middle High Suppor With Psychotic 6 0 14 STAFF 3 41
Symptoms
69 | 1006800 20 | 40 U";Qj”'o Lower High Support ~ Schizophrenia Cont 0 2 1 0 STAFF 6 45
70 20 U“yeézp'o Lower High Support  Schizophrenia Cont 0 2 1 0 STAFF 6 40
Upper . Schizophrenia Cont
71 1158689 18 18 Student Middle High Suppor With Seizure Disordet 7 1 12,3 STAFF 24 41
Upper " Schizophrenia Cont
72 18 Studen Middle High Suppor With Seizure Disorder 7 1 1,2,3 STAFF 24 40
Upper . Schizophrenia Cont
73 18 Studen Middle High Suppor With Seizure Disordet 7 1 12,3 STAFF 22 44
. Lower " Schizophrenia Cont
74 1155275 29 29 Pries) Middle High Supporf With Catatonia 6 1 12,3 STAFF 7 42|
. Lower . Schizophrenia Cont
75 29 Priest Middle High Suppor With Catatonia 6 1 12,3 STAFF 7 40|
76 1159209 54 54 Farmer Lower| 1 High Support  Schizojdn@ont 1 11,2 STAFF 7 4
. . . STAFF AND
77 54 Farme! Lower 1 High Support  Schizophrenia Cont 1 112 SECURITY 4 45
78 54 Farmel Lower 1 High Support  Schizophrenia Cont 1 112 STAFF 4 41
Auto Lower . Alcohol Induced STAFF AND
79 1161653 38 38 Driver Middle High Suppor Delirium 6 0| 112, SECURITY 13 44
Auto Lower . Alcohol Induced STAFF AND
g0 38 Driver Middle High Suppor Delirium N o] 1124 SECURITY 13 40
Auto Lower . Alcohol Induced STAFF AND
81 38 Driver Middle High Suppor Delirium 6 0] 112, SECURITY ’ 37
Auto Lower . Alcohol Induced
82 38 Driver Middle High Supporf Delirium 6 0| 112, STAFF 7 38
Upper . . . 12,3,3,4 STAFF AND
83 1164501 46 46 Farmer Middle High Suppor Schizophrenia Con ]l 5 0 SECURITY 7 47
Upper . . . :2,3,3,4 STAFF AND
84 46 Farmer| Middle High Suppor Schizophrenia Con %L 5 0 SECURITY 7 45
85 46 Farme ,\L/fi"’jzlee' High Suppor{  Schizophrenia Con ]1’2’2’3’4 0 STAFF 8 46
86 46 Farmer| I\L/IJEE?; High Suppor Schizophrenia Con 11'2':'3'4 0 STAFF 6 43
87 46 Farme ,\L/fi"’jzlee' High Supporf{  Schizophrenia Con ]1’2’2’3’4 0 STAFF 6 40
88 46 Farmer| I\L/IJEZ(E High Suppor Schizophrenia Con 11'2':'3'4 0 STAFF 6 39
Bipolar Type 1 D/O
Housewif . Curren Episode Mani STAFF AND
89 1166593 42 42 e Lower High Suppor| With Psychotic 6 1) 112, SECURITY 21 41
Symptoms
Bipolar Type 1 D/O
Housewif . Curren Episode Mani STAFF AND
90 42 o Lower High Suppor} ="\ psychotic 6 1| 112, SECURITY 21 42
Symptoms
Bipolar Type 1 D/O
Housewif . Curren Episode Mani STAFF AND
91 42 e Lower High Suppor| With Psychotic 6 1 1,1,2, SECURITY 10 44
Symptoms
Bipolar Type 1 D/O
Housewif . Curren Episode Mani STAFF AND
92 42 o Lower High Suppor} ="\ psychotic 6 1| 112, SECURITY 9 40
Symptoms
93 1167834 18 18 Student Lower| High Support  SchizsCont l’lézéa"l 3 SS-II-EACFUFRAI"F‘\? 21 47
94 18 Studen Lower 1 High Support  Schizophrenia Cont 1 l'lézés"‘ 3 SS-II—EA(\;:L'J:R/-I\%I() 21 44
95 18 Studen Lower 1 High Support  Schizophrenia Cont 1 l’lézéa"l 3 SS-II-EACFUFRAI"F‘\I(D 21 46
96 18 Studen Lower 1 High Support  Schizophrenia Cont 1 l'lézés"‘ 4 SS-II—EA(\;:L'J:R/-I\%I() 18 43




" . . 1,1,2,3,4] STAFF AND
97 18 Studen Lower 1 High Support  Schizophrenia Cont 1 56 2 6 6 SECURITY 15 43
. . . 1,1,2,3,4 STAFF AND
98 18 Studen Lower 1 High Support  Schizophrenia Cont 1 56 4 0 6 SECURITY 11 42
" . . 1,1,2,3,4] STAFF AND
99 18 Studen Lower 1 High Support  Schizophrenia Cont 1 56 0 0 6 SECURITY 11 40
100 | 1010837 27 | 27 H°“:ew" blm‘?; High Suppor{  Schizophrenia Con 11,23 00 0 2 STAFF 38
101 27 HO“:e‘”" I\I;I?(:I,:; High Supporf{ ~ Schizophrenia Con 1 124 02 6 2 STAFF 40
102 27 H°“:ew" ;‘i’gﬁ; High Suppor{ ~ Schizophrenia Con 1 125 03 6 2 STAFF 38
L Upper . Schizophrenia Cont STAFF AND
103 | 1010256 23 23| Farmer Middle High Suppor With Catatonia 7 1 345 6 SECURITY 40
Upper " Schizophrenia Cont
104 23 Farmel Middle High Supporf With Catatonia 6 1 345 2 STAFF 36|
Upper . Schizophrenia Cont
105 23 Farmel Middle High Suppor With Catatonia 5 1 345 2 STAFF 38|
Housewif Upper . Bipolar Type 1 D/O
106 | 1010400: 31 31 o Middle High Suppor Curren Episode Mani 5 1 12 6 STAFF 36
Housewif Upper . Bipolar Type 1 D/O
107 31 e Middle High Suppor Curren Episode Mani 5 1 1,2 2 STAFF 36
L " ipolar Type 1 D/O STAFF AND
108 | 1010620! 58 58| Farmer Lowel 2 High Sup )(g?men Episode Mani 5 1 12,3 6 SECURITY 42
" Bipolar Type 1 D/O
109 58 Farmel Lower 2 High Suppt r&urren Episode Mani 5 1 12,4 6 STAFF 42|
" Bipolar Type 1 D/O
110 58 Farmel Lower 2 High Supp r&urren Episode Mani 5 1 125 2 STAFF 40|
111 | 10209674 28 | 28 nurse UpperLdwer 1| High SugpoffCuie and transient| - 5 0 1 2 STAFF 36
psychotic disorder
Bipolar Type 1 D/O
Buisnes . Curren Episode Mani STAFF AND
112 |10101762 28 28| man upper 1 High Support =\ psychotic 7 1| 123 6 SECURITY 46
Symptoms
Bipolar Type 1 D/O
Buisnes . Curren Episode Mani STAFF AND
113 28 man upper 1 High Support With Psychotic 7 1 12,3 6 SECURITY 40
Symptoms
Bipolar Type 1 D/O
Buisnes . Curren Episode Mani STAFF AND
114 28 man upper 1 High Support =\ psychotic 7 1| 123 6 SECURITY 40
Symptoms
10(parenteral,
Factory . Alcohol Induced N STAFF AND
115 | 10100389 38 38| Worker Lower High Suppor| Delirium 7 0| 1,234 physma_l and SECURITY 48
seclusion)
10(parenteral,
Factory . Alcohol Induced N STAFF AND
116 38 Worker Lower High Suppor| Delirium 7 0| 1,234 physma! and SECURITY 40
seclusion)
10(parenteral,
Factory . Alcohol Induced N STAFF AND
117 38 Worker Lower High Suppor| Delirium 7 0| 1,234 physma_l and SECURITY 40
seclusion)
Factory . Alcohol Induced STAFF AND
118 38 Worker Lower High Suppor] Deliium 7 0l 1,234 6 SECURITY 38
. Upper . Bipolar Type 1 D/O
119 | 10094964 31 31 Engineer Middle High Suppor Curren Episode Mani 5 0 1,2 2 STAFF 24
. Upper " Bipolar Type 1 D/O
120 31 Enginesr Viiddle High Suppor{ /- - Episode Man 5 0 1.2 2 STAFF 20
Facton Lower Alcohol Dependence,
121 | 10098903 28 28| Y N High Suppor Alcohol Induced 5 0 1,2 2 STAFF 20
Worker Middle .
Psychotic D/O
Facto Lower Alcohol Dependence,
122 28 ry N High Suppor Alcohol Induced 5 0 1,2 2 STAFF 20
Worker Middle N
Psychotic D/O
Buisnes . : STAFF AND
123 | 10099211 31 31 man upper 1 High Support Psychosis Nos 0 1,2 2 49 6 SECURITY 38
Buisnes . .
124 31 man upper 1 High Support psychosis Nos 0 12 0 40 2 STAFF 36
Lower . Alcohol Induced STAFF AND
125 |10100389 41 41| Farmer Middle High Suppor Delirium 6 0 1,1,2, 6 SECURITY 30
Lower . Alcohol Induced
126 41 Farmel Middle High Suppor Delirium 6 0| 112, 2 STAFF 28
Lower . Alcohol Induced
127 41 Farmel Middle High Suppor Delirium 6 0 1,1,2, 2 STAFF 24
Lower . Alcohol Induced
128 41 Farmel Middle High Suppor Delirium 6 0| 112, 2 STAFF 24
Buisnes . Bipolar Type 1 D/O
129 | 10088011 38 38| man upper 1 High Suppol tCurren Episode Mani 5 1 12,3 4 STAFF 24
Buisnes . Bipolar Type 1 D/O
130 38 man upper 1 High Support - - - Episode Man 5 1| 123 2 STAFF 28|




Buisnes . Bipolar Type 1 D/O
131 38 man upper 1 High Suppol tCurren Episode Mani 12,3 0 2 STAFF 22|
Housewif . Bipolar Type 1 D/O
132 |1010437 31 31 o upper 1 High Support - - - Episode Man 11,2 0 6 STAFF 30|
Housewif . Bipolar Type 1 D/O
133 31 e upper 1 High Suppol tCurren Episode Mani 113 6 2 STAFF 24|
Housewif . Bipolar Type 1 D/O
134 31 o upper 1 High Support - - - Episode Man 11,4 6 2 STAFF 20|
Upper . acute and transient
135 | 10010889 20 20| Student 1 Middle 1 High Suppor psychotic disorder 11,2 0 6 STAFF 36|
Upper " acute and transient
136 20 Studen Middle 1 High Suppor psychotic disorder 11,2 0 2 STAFF 36|
Upper . acute and transient
138 20 Studen] Middle 1 High Suppor psychotic disorder 11,2 6 2 STAFF 28|
. Lower . cannabis induced STAFF AND
139 | 10102207 21 21 mechahic 2 Middle 2 High Suppor psychosis 1,12, 0| 6 SECURITY 36
L Lower . cannabis induced
140 21 mechanjc Middle 2 High Suppor psychosis 1,1,2, 0 2 STAFF 37
Lower . cannabis induced
141 21 mechanjc 2 Middle 2 High Suppor psychosis 1,1,2, 0| 2 STAFF 34
L Lower . cannabis induced
142 21 mechanjc 2 Middle 2 High Suppor psychosis 1,1,2, 0 2 STAFF 28
143 | 10027181 28 | 28 Unemplo UpperLowef 1 | High Suppoft 'Mtellectual Disability 1 9 2 STAFF 28
yed Severe
144 | 10011967 18 18| Student 1 uppel 1 High Support  Sdhienja Cont 1 9 2 STAFF 24
Upper " acute and transient
145 | 1010234 21 21 Student 1 Middle 1 High Suppor psychotic disorder 12,3 0 2 STAFF 28
Upper . acute and transient
146 21 Studen] Middle 1 High Suppor psychotic disorder 12,3 0 2 STAFF 30|
Upper " acute and transient
147 21 Studen Middle 1 High Suppor psychotic disorder 1,2,3 0 2 STAFF 24
148 | 1011645 20 | 29 Housewil upper 2 | High Support 20ute and transient 1,12 6 6 STAFF 32
e psychotic disorder
Housewif . acute and transient
149 29 o upper 2 High Support psychotic disorder 11,2 0 2 STAFF 28|
Housewif . acute and transient
150 29 e upper 2 High Support psychotic disorder 11,2 0 2 STAFF 22
151 | 1011590 30 30| Farmer 1 Lower| 2 High Support  Schizojn Cont 1 q 2 STAFF 24
152 | 10115926 23 | 23 mechapic 1 Lowel 2| High Support®@nnabis induced 1 0 2 STAFF 24
psychosis
. Alcohol Induced STAFF AND
153 | 1011578 50 50| Farmer 1 Lowel 2 High Support Delirium 12,3 6 6 SECURITY 38
. Alcohol Induced STAFF AND
154 50 Farmel Lower 2 High Support Delirium 12,3 6 6 SECURITY 30
155 50 Farme Lower 2 | High suppert Alcohol Induced 123 0 2 STAFF 28
Delirium
Lower . Alzheimer's with
156 | 10111605 71 71 Farmer 1] viddie 2 |HighSupport | o isturbances 1 0 2 STAFF 26
. Upper " Alcohol Induced
157 | 1011134 40 40| Engineer 1 Middle 1 High Suppor Delirium 1 0 2 STAFF 24
Lower . Alcohol Induced
158 | 10222451 52 52 Farmer 2 Middle 2 High Suppor Delirium 1 0 2 STAFF 28
159 | 10111522 40 | 40 Farmer 2 Lowel 2| High Sup agﬁh'zogzi'::('jae;"'“"'p' 1 0 2 STAFF 24
Buisnes . Bipolar Type 1 D/O
160 | 10321201 38 38| man upper 1 | High Support o o Episode Mani 12,3 0 4 STAFF 24
Buisnes . Bipolar Type 1 D/O
161 38 man upper 1 High Support - - - Episode Man 123 0 2 STAFF 28|
Buisnes . Bipolar Type 1 D/O
162 38 man upper 1 High Suppol tCurren Episode Mani 12,3 0 2 STAFF 22
10(parenteral,
Factory . Alcohol Induced N STAFF AND
163 | 10118210 38 38| Worker Lower 1 High Suppor| Delirium 1,2,34 6 physma! and SECURITY 48
seclusion)
10(parenteral,
Factory . Alcohol Induced N STAFF AND
164 38 Worker Lower 1 High Suppor| Delirium 1,2,34 9 physma_l and SECURITY 40
seclusion)
10(parenteral,
Factory . Alcohol Induced N STAFF AND
165 38 Worker Lower 1 High Suppor| Delirium 1,2,34 6 physma! and SECURITY 40
seclusion)
Factory . Alcohol Induced STAFF AND
166 38 Worker Lower 1 High Suppor| Delirium 1,2,34 6| 6 SECURITY 38
Lower . Alzheimer's with
167 | 10029831 71 71 Farmer 1 Middle 2 High Supporf behavior disturbances 1 0 2 STAFF 26
. Upper . Alcohol Induced
168 | 10022187 40 40| Engineer 1 Middle 1 High Suppor Delirium 1 0 2 STAFF 24
. L Lower . Alcohol Induced
169 | 1002329 52 52 Farmer 2 Middle 2 High Supporf Delirium 1 0 2 STAFF 28
170 | 1001590 30 30| Farmer 1 Lowel 2 High Support  Schizojén Cont 1 a 2 STAFF 24




cannabis induced

171 | 10118926 23 23| mechahic Lowet 2 High Support y 1 STAFF 24
psychosis
Lower . Alzheimer's with
172 | 1011150! 71 71 Farmer Middle High Suppor behavior disturbances 1 STAFF 26
. Upper . Alcohol Induced
173 |10111380 40 40| Engineer Middle High Suppor Delirium 1 STAFF 24
Facto Lower Alcohol Dependence,
174 | 1009870: 28 28| ry N High Suppor Alcohol Induced 1,2 STAFF 20
Worker Middle .
Psychotic D/O
Facton Lower Alcohol Dependence,
175 28 Y N High Suppor Alcohol Induced 1,2 STAFF 20
Worker Middle .
Psychotic D/O
176 | 1010838 27 | 27 H°“:ew" ;?(;’;T; High Suppor{ ~ Schizophrenia Con 1,23 00 STAFF 38
177 27 Housewil Lower High Suppor{  Schizophrenia Con 1,24 02 STAFF 40
e Middle
178 27 H°“:ew" blm‘?; High Suppor{  Schizophrenia Con 1,25 03 STAFF 38
L Upper . Schizophrenia Cont STAFF AND
179 | 1010156 23 23| Farmer Middle High Suppor With Catatonia 345 SECURITY 40
Upper " Schizophrenia Cont
180 23 Farme Viiddle High Suppory =0 e tonia 345 STAFF 36|
Upper . Schizophrenia Cont
181 23 Farmel Middle High Suppor With Catatonia 345 STAFF 38|
Housewif Upper " Bipolar Type 1 D/O
182 | 10104001 31 31 e Middle High Supporf Curren Episode Mani 12 STAFF 36
Housewif Upper . Bipolar Type 1 D/O
183 31 e Middle High Suppor Curren Episode Mani 1.2 STAFF 36
L " ipolar Type 1 D/O STAFF AND
184 | 1010720! 58 58| Farmer Lowel 2 High Sup J(E?men Episode Mani 12,4 SECURITY 42
" Bipolar Type 1 D/O
185 58 Farmel Lower High Suppt r!:urren Episode Mani 12,4 STAFF 42|
. Bipolar Type 1 D/O
186 58 Farmel Lower High Supp r&urren Episode Mani 12,4 STAFF 42|
Lower . Alzheimer's with
187 | 1012209 71 71 Farmer Middle High Suppor behavior disturbances 1 STAFF 26
. Upper " Alcohol Induced
188 | 10127829 40 40| Engineer Middle High Supporf Delirium 1 STAFF 24
Lower . Alcohol Induced
189 | 10122824 52 52 Farmer Middle High Suppor Delirium 1 STAFF 28
190 | 10122828 30 30| Farmer Lower| 2 High Support  Schizojn Cont 1 STAFF 24
191 | 1022825 23 | 23 mechanic Lowel 2| High Support®@nnabis induced 1 STAFF 24
psychosis
Lower . Alzheimer's with
192 | 10122184 71 71 Farmer Middle High Supporf behavior disturbances 1 STAFF 26
. Upper . Alcohol Induced
193 | 10123524 40 40| Engineer Middle High Suppor Delirium 1 STAFF 24
Lower Alcohol Dependence,
194 | 10197602 57 57 Clerk N High Suppor Alcohol Induced 12,3 STAFF 18 42
Middle N
Psychotic D/O
Lower Alcohol Dependence,
195 57 Clerk N High Suppor Alcohol Induced 1,2,3 STAFF 18 39
Middle .
Psychotic D/O
Lower Alcohol Dependence,
196 57 Clerk N High Suppor Alcohol Induced 12,3 STAFF 12 35
Middle N
Psychotic D/O
Buisnes Upper . Volatile Inhalant STAFF AND
107 | 1018456 ar |z man Middle High Support | 4 ced Psychotic Df 123 SECURITY 19 45
Buisnes Upper " Volatile Inhalant STAFF AND
198 27 man Middle High Suppor Induced Psychotic D/ 123 SECURITY 19 40
Buisnes Upper . Volatile Inhalant STAFF AND
199 2 man Middle High Support |4 ced Psychotic Df 123 SECURITY 19 39
200 | 1009872 34 34 teacher Upper High Suppor Schizophrenia Con

Middle




