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1 Introduction

A recent report1 suggested that staff �n care homes for older people are often 
confused as to what const�tutes restra�nt, and unsure how to balance the�r 
respons�b�l�t�es to look after res�dents w�th the r�ghts of res�dents to make the�r own 
dec�s�ons. Author�tat�ve vo�ces from the voluntary sector2 have commented on the 
lack of ev�dence about the extent of use of restra�nt �n care homes for older people 
�n the UK, and our l�m�ted understand�ng of how, when and why �t �s used. Th�s report 
�s based on read�ng l�terature that addresses these �ssues. The relevant l�terature 
has been searched, and brought together, by the Soc�al Care Inst�tute for Excellence 
(SCIE). The methodology for th�s �s deta�led �n Append�x 1. G�ven the concerns of 
staff, and the broad range of �ssues of concern, the report g�ves prom�nence to 
conceptual d�scuss�ons and descr�pt�ve art�cles as well as spec�f�c ev�dence from 
systemat�c rev�ews and evaluat�ve stud�es. In read�ng the l�terature, pr�or�ty was 
g�ven to ev�dence and d�scuss�on that was rooted �n the UK context, but some 
�nternat�onal ev�dence was also �ncluded (and �dent�f�ed as such) �f �t was thought 
that �t m�ght be of relevance to the UK, part�cularly �f the stud�es conta�ned pr�mary 
ev�dence not ava�lable �n the UK. A number of UK gu�del�nes on restra�nt were also 
read for th�s study, and have been summar�sed �n Append�x 2.

The report beg�ns w�th the �ssue of def�n�t�on, argu�ng that �t may be helpful 
to recogn�se that the term ‘restra�nt’ has a range of related mean�ngs, and that 
d�fferent k�nds of def�n�t�ons are needed for d�fferent purposes. The cons�derat�on 
of def�n�t�ons �s followed by a general comment on the qual�ty and nature of the 
ava�lable ev�dence, �nd�cat�ng that there are certa�nly many gaps �n our knowledge, 
but also that there are some k�nds of ev�dence that �t would be unreasonable to 
expect.

The report does not follow the pract�ce, found �n some of the l�terature, of 
structur�ng d�scuss�on around a l�st of methods of restra�nt. It �s argued that the 
cho�ce of restra�nt method relates as much to legal, profess�onal and cultural 
contexts as to spec�f�c behav�ours or problemat�c �ssues that may challenge staff, 
or the�r ways of work�ng. In contrast, the reasons for us�ng restra�nt seem to rema�n 
more cons�stent across d�fferent countr�es and a var�ety of sett�ngs, even �f the 
prevalence of restra�nt use �s very d�fferent. Therefore the cho�ce has been made to 
beg�n w�th the reasons g�ven for the use of restra�nt, and to cons�der alternat�ves 
to restra�nt that m�ght address the problems and concerns wh�ch emerge from 
cons�derat�on of those reasons. Th�s more general approach br�ngs the focus closer to 
the real�ty of care pract�ce, and seems preferable to �ntroduc�ng deta�led d�scuss�on 
of methods of restra�nt that staff may never have seen.

F�nally, the l�m�ted, but generally cons�stent, ev�dence on staff tra�n�ng and 
organ�sat�onal �ssues �s summar�sed. Ma�n po�nts are summar�sed at the end of each 
sect�on throughout.
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2 What is restraint?

Th�s sect�on d�scusses three d�fferent k�nds of def�n�t�on of restra�nt that occur �n the 
l�terature. These def�n�t�ons are all useful, but they have d�fferent purposes:

	 	 Broad	everyday	definitions, wh�ch a�m to generate an understand�ng of the var�ous 
poss�ble mean�ngs and �nterpretat�ons of the concept of restra�nt, and are useful as 
an entry �nto d�scuss�on.

	 	 Scientific	definitions that are des�gned to be the bas�s of data collect�on, and are 
used for �dent�fy�ng and count�ng �nstances of restra�nt that meet the spec�f�ed 
def�n�t�on.

	 	 Legal	definitions, wh�ch a�m to set out what �s, and �s not, perm�tted by law, and 
wh�ch vary from country to country, perhaps depend�ng on the part�cular concerns 
that underp�nned the �ntroduct�on of the leg�slat�on at the t�me �t was made.

Each k�nd of def�n�t�on w�ll now be d�scussed �n turn.

 2.1 Broad everyday definitions

Most gu�dance and d�scuss�on documents �nclude, as a start�ng po�nt, a pla�n Engl�sh 
def�n�t�on of restra�nt that serves as an or�entat�on to fundamental aspects such as 
restr�ct�ng freedom of movement, or act�vely try�ng to prevent people from behav�ng 
�n a part�cular way:

  Depr�vat�on or restr�ct�on of l�berty or freedom of act�on or movement.3

  E�ther stopp�ng people from do�ng what they want or do�ng th�ngs aga�nst the�r 
w�ll.1

  ... anyth�ng wh�ch �nterferes w�th, or stops, a res�dent do�ng what they appear to 
want to do.2

These last two def�n�t�ons may appear s�m�lar at f�rst s�ght, but the add�t�on of 
‘appear to’ �n the second �s s�gn�f�cant because �t recogn�ses that �n a care context 
there may be some d�ff�culty �n be�ng sure about what the person ‘wants’ to do. 
Broad def�n�t�ons l�ke these are useful for an �n�t�al or�entat�on but they need to 
be expanded for a full understand�ng of the complex�t�es surround�ng the use of 
restra�nt w�th older people �n care homes. Most gu�del�nes, and some d�scuss�on 
papers, l�st a var�ety of restra�nt methods �n order to �llustrate the ways �n wh�ch 
the global def�n�t�on – stopp�ng people from do�ng th�ngs they appear to want to do, 
or restr�ct�ng the�r movement – may be translated �nto pract�ce. L�sts of methods 
of restra�nt usually �nclude, among others: d�rect phys�cal �ntervent�on by staff 
(or manual restra�nt); phys�cal or mechan�cal restra�nt us�ng dev�ces or furn�ture; 
chem�cal restra�nt; env�ronmental restra�nt; and soc�al/psycholog�cal restra�nt. (L�sts 
are not summar�sed here but may be found �n the follow�ng references:1, 2, 4, 5.)
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Such l�sts �nd�cate that there are many ways �n wh�ch to prevent people from do�ng 
what they appear to want to do, or to restr�ct the�r movement, but cons�derat�on 
of the �tems �n these l�sts also makes �t clear, to quote the Royal College of Nurs�ng 
(RCN) gu�dance:

  A p�ece of equ�pment, phys�cal hold, or med�cat�on may equal restra�nt �n some 
c�rcumstances, but not others.4

The d�fference between whether a g�ven method of �ntervent�on �s, or �s not, 
restra�nt, �s to be found �n the concepts of user control, consent and �ntended 
purpose. Much of the US l�terature for example, rel�es on a def�n�t�on of phys�cal 
restra�nt (from US regulat�ons) that clearly excludes �nstances where the person �s �n 
control:

Any dev�ce, mater�al or equ�pment attached to or near a person’s body which	
cannot	be	controlled	or	easily	removed	by	the	person and wh�ch del�berately 
prevents or �s �ntended to prevent a person’s free body movement to a pos�t�on of 
cho�ce and/or a person’s normal access to the�r body.6 (emphas�s added)

There �s very l�m�ted ev�dence reflect�ng the v�ews of older people who have 
exper�enced restra�nt, but the responses g�ven by older people �n one UK study 
�ncluded7 conf�rmed the �mportance of user control �n affect�ng people’s sense of 
whether they felt restra�ned or not. For example, a preference was expressed for 
user-controlled s�de ra�ls for beds, and a person who was pos�t�ve (and most people 
were not) about the use of a dev�ce that restr�cted the�r movement, stated that staff 
would remove the dev�ce whenever requested.

As an example of the �mportance of �ntended purpose, the d�fference between 
chem�cal restra�nt and treatment has been descr�bed as centred on the extent 
to wh�ch the pat�ent has been assessed and med�cat�on prescr�bed as part of a 
treatment plan, or whether �t has been g�ven spec�f�cally and solely to control the 
pat�ent’s behav�our.8

Conceptually, Counsel and Care9 make a useful d�st�nct�on between:

  D�rect phys�cal restra�nt on a s�ngle person (for example arrangement of furn�ture, 
bedra�ls, drugs)

  Restra�nt that l�m�ts an �nd�v�dual’s freedom (tagg�ng, alarms, surve�llance)

  Restra�nt that affects all res�dents (locks, rules, fences).

Th�s d�st�nct�on makes �t clear that �t �s poss�ble for all res�dents to be restra�ned by 
safeguards for the person most at r�sk.10

We are unl�kely to be able to use everyday def�n�t�ons to f�nally and def�n�t�vely 
dec�de what act�ons should or should not be called restra�nt �n every poss�ble case. 
There are l�kely to be ‘fuzzy edges’ where a degree of uncerta�nty has to be accepted. 
Th�s fuzz�ness may even be useful �n generat�ng debate about good pract�ce. One 
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example of an �ssue �n the ‘fuzzy zone’ would be the constra�nts on l�festyle �mposed 
by communal l�v�ng, such as hav�ng to eat at certa�n t�mes or share a d�n�ng room,1, 

2 wh�ch, some have reportedly argued, m�ght be seen as restra�nt, wh�le others 
d�sagree.

 2.2 Scientific definitions

In contrast to the broad-rang�ng def�n�t�ons found �n gu�dance or d�scuss�on papers, 
research �nvest�gat�ons often use a more prec�se and l�m�ted def�n�t�on, wh�ch has 
been framed so that, for example, �nstances of a part�cular form of restra�nt can be 
observed and counted:

  Any dev�ce appl�ed to the body or �mmed�ate personal env�ronment to l�m�t 
freedom of voluntary movement.11

  Restra�nts were def�ned as mechan�cal dev�ces/barr�ers that restr�ct the movement 
of a person �n a cha�r, wheelcha�r, or bed.12

In a research context, fuzzy edges to def�n�t�ons are not helpful. If researchers are 
seek�ng to make a compar�son between the amount of use of restra�nt �n d�fferent 
sett�ngs (or �n one sett�ng before and after an �ntervent�on such as staff tra�n�ng), 
then the dec�s�on about whether or not an �nstance of restra�nt use has been 
�dent�f�ed has to be cons�stently made every t�me, w�th as l�ttle scope for doubt as 
poss�ble. As a consequence, these def�n�t�ons are usually narrow and t�ghtly drawn, 
so they often do not reflect the full range of types and methods of restra�nt that 
m�ght fall under the broader everyday def�n�t�ons. Mak�ng the d�st�nct�on between 
restra�ned or not restra�ned, w�thout any graduat�on of the amount or sever�ty of 
the restr�ct�on �nvolved, has been �dent�f�ed as a problem �n research �nvest�gat�ng 
restra�nt reduct�on. If the s�mple d�chotomy ‘restra�ned/not restra�ned’ �s used as 
an outcome measure, then th�s may mean that a move towards less restr�ct�ve 
alternat�ves, or towards us�ng restra�nt for shorter per�ods, would not be counted as 
restra�nt reduct�on.13

Because a number of commentators have called for survey of the prevalence of 
the use of restra�nt,2 or at least expressed concern at our lack of ev�dence on th�s 
subject,1 �t may be �nstruct�ve to cons�der here the �mportance of def�n�t�ons �n 
collect�ng and us�ng prevalence data. A systemat�c rev�ew of stud�es of phys�cal 
restra�nt6 (wh�ch was def�ned to mean the use of dev�ces to restr�ct movement, 
rather than manual �ntervent�on), found that some stud�es had counted the use of 
bedra�ls as restra�nt, but other stud�es had not �ncluded these �n the�r count. Th�s 
s�mple d�fference meant that rates of prevalence could not eas�ly be compared. 
Any survey of prevalence would have to g�ve a great deal of attent�on to the �ssue 
of def�n�t�on so as to be sure that �ts results would reflect the �nterests of potent�al 
�nformat�on users.

 2.3 Legal definition

The most relevant legal def�n�t�on of restra�nt for care homes �n England �s that found 
�n the Mental Capac�ty Act (2005) and �ts amendments:
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Sect�on 6(4) of the Act states that ‘someone �s us�ng restra�nt �f they:

 • use force – or threaten to use force – to make someone do someth�ng that they 
are res�st�ng, or

 • restr�ct a person’s freedom of movement, whether they are res�st�ng or not.’ (14 
Sect�on 10.4)

The def�n�t�on �s decept�vely short, but �s supported by extens�ve gu�del�nes to ass�st 
�n �ts �nterpretat�on, and �t �s, or w�ll be, ult�mately �nterpreted through the dec�s�ons 
of the courts �n spec�f�c cases. The br�ef outl�ne that follows �s not �ntended as a 
subst�tute for the code of pract�ce but merely to �nd�cate some of �ts sal�ent features.

It �s legal to use restra�nt only �f certa�n cond�t�ons are sat�sf�ed:

In an emergency: �f a person who lacks capac�ty to consent has challeng�ng 
behav�our, or �s �n the acute stages of �llness caus�ng them to act �n way wh�ch 
may cause harm to others, staff may, under the common law, take appropr�ate and 
necessary act�on to restra�n or remove the person, �n order to prevent harm, both 
to the person concerned and to anyone else. (Sect�on 6.43)

Any act�on �ntended to restra�n a person can be legal �f the person consents (as 
long as there has been no coerc�on), but restra�nt of a person who lacks capac�ty to 
consent has to meet two cond�t�ons:

 • the person tak�ng act�on must reasonably bel�eve that restra�nt �s necessary	to 
prevent harm	to the person who lacks capac�ty, and

 • the amount or type of restra�nt used and the amount of t�me �t lasts must be a 
proportionate	response	to the l�kel�hood and ser�ousness of harm. (Sect�on 6.41; the 
terms �n �tal�cs are further elaborated �n the code)

In add�t�on, the person’s lack of capac�ty cannot be assumed s�mply because 
they have some cogn�t�ve �mpa�rment or �llness. The person who �s cons�der�ng 
undertak�ng restra�nt should take reasonable steps to establ�sh whether the 
�nd�v�dual lacks capac�ty �n relat�on to the matter �n quest�on, and should reasonably 
bel�eve that �t w�ll be �n the best �nterests of the person to use restra�nt, bear�ng �n 
m�nd poss�ble benef�ts, r�sks and consequences. There �s a process (that �s, a set of 
�nd�cat�ve quest�ons) outl�ned �n the code of pract�ce to establ�sh whether someone 
has capac�ty to make a part�cular dec�s�on (see the Qu�ck summary �n Chapter 414).

 2.4 Summary

 • The l�terature conta�ns everyday, sc�ent�f�c and legal def�n�t�ons. These types of 
def�n�t�ons are related, but are useful for d�fferent purposes.

 • The def�n�t�on ‘stopp�ng people from do�ng th�ngs they appear to want to do, or 
restr�ct�ng the�r movement’ g�ves a general �dea of restra�nt.

 • The same �ntervent�on m�ght, or m�ght not, be def�ned as restra�nt depend�ng on 
whether:
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 > a person consents or has control; or
 > there �s a purpose for the �ntervent�on other than the control of behav�our, for 

example postural support or treatment of a med�cal cond�t�on.
 • Sc�ent�f�c def�n�t�ons tend to be relat�vely narrow and prec�se so that they can be 

used unamb�guously to count th�ngs.
 • The legal def�n�t�on may be short but requ�res substant�al gu�del�nes for 

�nterpretat�on. Very br�efly:
 > It �s poss�ble to restra�n a person lawfully, legally and just�f�ably, e�ther by the 

res�dent g�v�ng clear and �nformed consent or because the restra�nt �s just�f�ed 
by law. (2 page 15)

 > Restra�nt can be just�f�ed �n law:
	 –	In an emergency, under common law, �f �t �s used to prevent harm to the 

person or others, or to prevent a cr�me. (14 Sect�on 6.43)
	 –	If �t �s used �n a planned way ‘to prevent harm to a person lack�ng capac�ty, 

�nvolves the m�n�mum force necessary, and �s used for the shortest 
durat�on poss�ble’.15
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3 Expectations of the evidence and the 
structure for the review

In mov�ng on from conceptual �ssues to cons�der the ava�lable ev�dence, �t may 
be useful to beg�n w�th a br�ef cons�derat�on of what can, and perhaps cannot, be 
expected from the ev�dence �n th�s area. It w�ll be argued that there are reasons 
why �t may not be reasonable to expect the effect�veness of spec�f�c alternat�ves to 
restra�nt to have been sc�ent�f�cally evaluated, but, �n contrast, restra�nt reduct�on 
programmes can be evaluated. F�nally, �n th�s sect�on, the structure for the 
subsequent rev�ew of the ev�dence w�ll emerge from cons�derat�on of some var�at�ons 
and cons�stenc�es �n the �nternat�onal l�terature.

 3.1 Can alternatives to restraint be evaluated?

It �s probably unreasonable to expect spec�f�c alternat�ves to restra�nt to have 
been evaluated �n the same way that one m�ght evaluate a new drug. Assum�ng 
that alternat�ves are dec�ded on �n the l�ght of exam�nat�on of the funct�on of the 
behav�our, or the r�sks, for that person, and development of personal�sed alternat�ve 
�ntervent�ons appropr�ate for that part�cular person, then there �s not go�ng to be 
a one-to-one match between a method of restra�nt (wh�ch can often take many 
forms) and a spec�f�able alternat�ve wh�ch can sens�bly be subst�tuted �n every case, 
and thereby evaluated. In the l�ght of these �ssues about ev�dence, alternat�ves to 
restra�nt that have been descr�bed �n the l�terature by �nformed profess�onals, or 
researchers, but not necessar�ly demonstrated by a random�sed controlled tr�al (RCT) 
to be successful, are �ncluded �n th�s report. When there �s no RCT that proves the�r 
usefulness they are usually descr�bed as suggest�ons. Often there are log�cal reasons 
to suppose that these �ntervent�ons may work �n some cases, depend�ng on the 
causes for the behav�our, or the r�sks that staff are attempt�ng to amel�orate.

In cons�der�ng an �nd�v�dual older person �n the�r context, research and �nformed 
profess�onal knowledge can supply a reperto�re of poss�ble alternat�ves to restra�nt 
that m�ght work, but the development of a su�table alternat�ve to restra�nt for a 
spec�f�c �nd�v�dual older person �s also l�kely to requ�re �nformed knowledge from, or 
about, the older person, as well as from the�r relat�ves, fr�ends and care staff. Even 
then, tr�al and error may be needed.

 3.2 Can restraint reduction programmes be evaluated?

It is poss�ble to test whether the amount of restra�nt (prec�sely def�ned) that �s 
used �n a g�ven sett�ng can be reduced w�thout deleter�ous consequences for the 
�nd�v�duals prev�ously restra�ned. Generally, as demonstrated �n a systemat�c 
rev�ew of the l�terature, reduct�ons can be ach�eved6 but most of the exper�ments 
were done �n the USA �n the 1990s when �n�t�al levels of phys�cal (mechan�cal) 
restra�nt use were h�gh and there were funds ava�lable as a consequence of new 
leg�slat�on to reduce these levels. The �ntervent�ons cons�sted of some comb�nat�on 
of staff educat�on events and consultancy, together w�th �nd�v�dual reassessment 
and �mplementat�on of new care plans, as well as organ�sat�onal �nvolvement and 
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manager�al comm�tment. Substant�al reduct�ons were often ach�eved. Unfortunately, 
even where demonstrable reduct�ons �n restra�nt use occurred, �t can be d�ff�cult to 
draw out prec�se �mpl�cat�ons for pract�ce because rev�ewers6, 16, 17 found �t d�ff�cult 
to d�sentangle prec�sely wh�ch elements of mult�method �ntervent�ons were actually 
the ones that brought about the changes observed (or, �ndeed whether comb�n�ng 
methods was the necessary factor). In read�ng study reports there can be a problem 
that the def�n�t�on of the �ntervent�on �s not clear: the reader �s left uncerta�n as 
to what was the content, length and nature of the educat�onal �ntervent�on, the 
consultant’s �nput or the extent of adm�n�strat�ve or �nst�tut�onal support, and any 
other �nputs. As a consequence ‘�t �s d�ff�cult to �dent�fy … wh�ch �ntervent�ons would 
be appropr�ate for res�dents w�th spec�f�c character�st�cs or behav�ours’.16 Fortunately, 
�n the case of phys�cal restra�nt reduct�ons, there �s some good qual�ty ev�dence 
from one study18 show�ng that better results, �n develop�ng alternat�ves to restra�nt 
for �nd�v�dual older people, were ach�eved by coupl�ng staff tra�n�ng w�th external 
consultancy to ass�st staff �n the process, rather than by staff tra�n�ng alone.

Care �s needed �n assum�ng that these results are transferable to a d�fferent nat�onal 
context. A caut�onary tale �s prov�ded by an account of an �ntervent�on, apparently 
based on the US model, des�gned to reduce the use of phys�cal (mechan�cal) restra�nt 
�n a care home for older people �n Hong Kong. Staff educat�on and the establ�shment 
of a restra�nt rev�ew comm�ttee fa�led to reduce restra�nt use below the ex�st�ng low 
levels. The authors concluded that only 3 of 90 res�dents m�ght have benef�ted from 
restra�nt removal, but they were unable to �mplement th�s �n the face of res�stance 
from relat�ves, staff, and, �n some cases, the older people themselves.13 The 
exper�ence from th�s study suggests that �t would be w�se to have an accurate sense 
of the extent of a perce�ved problem before sett�ng out to tackle �t.

The ma�n research ev�dence about attempts to reduce the use of chem�cal restra�nt 
can be found �n a systemat�c rev�ew17 of non-pharmacolog�cal �ntervent�ons to 
control wander�ng, and a UK-based cluster random�sed tr�al19 to �nvest�gate whether 
the levels of prescr�b�ng of such drugs could be reduced �n care homes (nurs�ng 
homes). Th�s tr�al was broadly successful �n �ts attempt to reduce prescr�b�ng levels, 
and w�ll be d�scussed later. The rev�ew of non-pharmacolog�cal �ntervent�ons17 was 
rather �nconclus�ve, for prec�sely the k�nds of reasons that have been outl�ned. There 
�s no s�ngle def�n�t�on of wander�ng, and s�nce �ntervent�ons should be ta�lored to 
�nd�v�dual causes, character�st�cs and h�stor�es, the chances of one part�cular method 
such as an exerc�se programme, or aromatherapy, produc�ng an �mprovement �n large 
numbers of d�ffer�ng cases are sl�m. The ev�dence of success �n tr�als was very weak. 
Fortunately, th�s rev�ew also �nvest�gated the acceptab�l�ty of spec�f�c alternat�ve 
�ntervent�ons from the perspect�ve of carers, and d�scussed the assoc�ated eth�cal 
�ssues, so �ts usefulness as a resource �s enhanced. It w�ll be further d�scussed �n the 
sect�on on wander�ng (4.1.2).

 3.3 Can we assess the prevalence of restraint use?

A few stud�es wh�ch offer �nternat�onal compar�sons suggest a cons�derable degree of 
var�at�on �n rates of use of phys�cal restra�nts, from use w�th less than f�ve per cent of 
res�dents �n care homes �n Denmark6 and Scotland,11 to 40 per cent �n care homes �n 
Spa�n.6 (The study �n Scotland was reportedly based on n�ne Scott�sh fac�l�t�es w�th 
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826 beds, and was conducted �n the late 1980s.) More recent ev�dence quotes rates 
of 52 per cent, 40 per cent and 26 per cent of res�dents �n Dutch, Sw�ss and German 
nurs�ng homes respect�vely.20 These comparat�ve stud�es are often l�m�ted �n the�r 
usefulness by the var�at�ons of def�n�t�on that have been d�scussed. However, across 
the board, the ev�dence cons�stently �nd�cates that phys�cal restra�nts are more l�kely 
to be used w�th res�dents who are more phys�cally fra�l, and have lower levels of 
cogn�t�ve funct�on�ng.6 Preva�l�ng profess�onal op�n�on, certa�nly �n the US l�terature,11 
seems to be that the use of phys�cal restra�nts �s relat�vely lower �n the UK, but we 
do not have comprehens�ve data on the extent of use of phys�cal restra�nts �n UK 
care sett�ngs for older people. There �s some ev�dence, from staff reports and stud�es 
�n spec�f�c sett�ngs, that phys�cal restra�nt �s, at least somet�mes, used �n the UK �n 
soc�al care21 and, poss�bly to a greater extent, �n NHS wards for older people.22, 
23 However, �n the UK context, profess�onal and pol�t�cal concern2, 24 seems to 
centre more on the over-prescr�pt�on of ant�psychot�c drugs to control behav�our, 
rather than the over-use of phys�cal restra�nt. As w�th phys�cal restra�nt there �s no 
comprehens�ve ev�dence about rates of prevalence of the prescr�pt�on of neurolept�cs, 
and some prescr�pt�ons are appropr�ate, of course, but rates of 50 per cent have been 
reported �n nurs�ng homes19, 25 and 38 per cent �n care homes,25 and profess�onal 
op�n�on �s that these rates are too h�gh.24

 3.4 The structure for discussing the evidence

Th�s overv�ew of nat�onal var�at�ons suggests that the restra�nt method of cho�ce, 
and the l�kel�hood of restra�nt use, var�es across �nternat�onal contexts. In contrast, as 
w�ll be outl�ned �n more deta�l later, the reasons that are g�ven for the use of restra�nt 
are more cons�stent across the l�terature. If our a�m �s to reduce restra�nt use, then 
�t �s �mportant that more �s ach�eved than s�mply the subst�tut�on of one form 
of restra�nt for another. Therefore, th�s report w�ll be structured �n relat�on to the 
reasons why restra�nt �s used, rather than �n relat�on to spec�f�c methods of restra�nt. 
It �s argued that th�s approach w�ll mean that the knowledge from the l�terature 
w�ll be more obv�ously relevant to staff, �rrespect�ve of the part�cular methods of 
restra�nt that m�ght be employed �n the care sett�ng where they work. A second 
advantage �s that a focus on reasons leads more d�rectly �nto d�scuss�on of the search 
for alternat�ve, less restr�ct�ve, ways to address those problems and concerns wh�ch 
�n�t�ally g�ve r�se to the use of restra�nt. F�nally, cons�derat�on of reasons takes us 
beyond factors related to �nd�v�dual older people to �nclude cons�derat�on of the 
funct�ons of restra�nt for the organ�sat�on and for staff.
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4 Why restraint is used: problems, 
concerns and alternative solutions

 4.1 Classification of reasons for the use of restraint

In 2002 a systemat�c rev�ew of the l�terature on the use of phys�cal restra�nt 
�dent�f�ed 10 stud�es �n care home sett�ngs (as opposed to hosp�tal sett�ngs) that 
reported reasons for �n�t�at�ng the phys�cal (mechan�cal) restra�nt of older people. 
None of these were conducted �n the UK.6

The reasons �dent�f�ed for the use of phys�cal (mechan�cal) restra�nt were:

  Safety (9/10 stud�es) (for example fall prevent�on, �njury prevent�on, safety and 
protect�on)

  Manag�ng ag�tat�on (9/10 stud�es) (for example to prevent d�srupt�ve behav�our or 
manage ag�tated behav�our, or prevent harmful consequences)

  Prevent�on of wander�ng (6/10 stud�es)

  Controll�ng behav�our (2/10 stud�es)

  Phys�cal support (3/10 stud�es) (for example postural support, ass�st�ng balance)

  For the benef�t of staff or the organ�sat�on (5/10 stud�es) (for example to reduce 
legal l�ab�l�ty, compensate for understaff�ng, to enable work schedules to be 
completed)

  Soc�al group reasons (3/10 stud�es) (for example prevent�ng �nterference w�th other 
res�dents, ma�nta�n�ng peace and harmony of the l�v�ng and work env�ronment)

Treatment related (2/10 stud�es) (for example prevent�ng �nterference w�th 
med�cal dev�ces – more common �n a hosp�tal sett�ng)

Reasons were somet�mes collected from records and somet�mes ascerta�ned from 
quest�onna�re surveys, so the results may not be str�ctly comparable, but the l�st does 
g�ve an overv�ew of the k�nd of reasons found for us�ng phys�cal restra�nt across a 
fa�rly sparse l�terature, and so prov�des a start�ng po�nt for the d�scuss�on of reasons 
for restra�nt �n general. No comparat�ve UK stud�es have been found, although one 
study �nvolv�ng 102 older pat�ents �n rehab�l�tat�on wards �n Northern Ireland23 found 
that nurses were most l�kely to use phys�cal (mechan�cal) restra�nt as a response to: 
wander�ng, confus�on or a need for pos�t�onal support (categor�es for them to choose 
were pre-suppl�ed but do not seem to have �ncluded staff conven�ence). However, a 
l�nked study of 17 older people who had been restra�ned �n these sett�ngs d�d �dent�fy 
staff conven�ence as one reason, c�t�ng, for example: ‘eas�ng the�r m�nds’ and ‘keep�ng 
th�ngs t�dy, cover�ng the�r backs’.7 Cont�nu�ng to focus on UK data, the Comm�ss�on 
for Soc�al Care Inspect�on (CSCI) report1 was based on data from a range of �nformed 
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sources (group d�scuss�ons w�th 76 older people and the�r carers and fam�l�es; 253 
responses to an onl�ne non-random survey, mostly staff and managers; a follow-
up study of a sub-sample us�ng v�gnettes; a survey of care home pol�c�es; and two 
stakeholder sem�nars). The report �nd�cated that:

The overr�d�ng reason people th�nk that restra�nt �s used �s to protect older people, 
part�cularly those who are confused, ag�tated, threaten�ng or pers�stently walk�ng.

But also:

There �s w�despread susp�c�on that act�ons expla�ned as be�ng for the safety and 
well-be�ng of res�dents are actually des�gned to help staff manage workloads, 
espec�ally where there are staff�ng and resource pressures. (1 page 34)

It seems reasonable, then, to argue that the same k�nd of reasons apply to the use 
of phys�cal restra�nt �n the UK, as have been shown to apply �nternat�onally. Reasons 
g�ven for us�ng chem�cal restra�nt fall w�th�n s�m�lar categor�es. Organ�sat�ons and 
profess�onals g�v�ng ev�dence to the All Party Parl�amentary Group on Dement�a 
�nd�cated that chem�cal restra�nt was used for the control and management of 
behav�our that challenges serv�ces.24 The themes of safety and protect�on for 
those who may fall or wander �nto danger, and the safe management of d�sturbed 
or challeng�ng behav�our, are real areas of concern for staff �n care homes (and 
relat�ves of res�dents), part�cularly g�ven that two th�rds of res�dents have some 
form of dement�a,24 wh�ch can be assoc�ated w�th behav�oural symptoms that 
are challeng�ng to staff.26 At the same t�me, �t �s �mportant to look beyond the 
�mmed�ate just�f�cat�ons for restra�nt use that m�ght be g�ven by staff, to cons�der 
organ�sat�onal or cultural factors �n the care home context that may also �nfluence 
the use of restra�nt.

 4.1.1 Safety: falling over and falling out of bed

 4.1.1.1 Evidence on mechanical restraint and safety

It �s easy to make assumpt�ons about safety, and about what m�ght cause harm, that 
are not based on good ev�dence. For example, �t �s somet�mes assumed that w�thout 
phys�cal restra�nt, people w�ll be at greater r�sk of fall�ng. A systemat�c rev�ew of 
strateg�es to prevent falls and fractures �ncluded f�ve stud�es on restra�nt removal and 
concluded:

The ava�lable ev�dence �nd�cates that the removal of phys�cal restra�nt has no 
s�gn�f�cant effect on falls or fractures �n e�ther d�rect�on.27

However, one should str�ke a note of caut�on that the �ncluded stud�es probably 
�nvolved subst�tut�ng phys�cal restra�nt w�th some other (hopefully less restr�ct�ve) 
�ntervent�on, and were mostly conducted �n the US where the �n�t�al levels of use 
of phys�cal restra�nt w�ll have been much h�gher than those �n the UK (accord�ng to 
�nformed profess�onal op�n�on �n the UK4 and the US11). Therefore �t may be (but 
we have no research ev�dence) that the use of restra�nt to prevent falls �n the UK �s 
already more appropr�ately targeted.
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The use of bedra�ls, ostens�bly to prevent people fall�ng out of bed, was once a taken 
for granted precaut�on. However, there �s ev�dence that the�r use can be harmful. 
Th�s �ssue has been subject to some d�scuss�on �n the occupat�onal therapy l�terature 
�n the UK,28 and a study �n Austral�a found that reasons g�ven by staff for restra�nt 
use were not usually based on actual �nc�dents of comprom�sed res�dent safety, 
but reflected only the ‘ant�c�pated preventat�ve funct�on’ of bedra�ls.29 Stat�st�cs 
on the Health and Safety Execut�ve (HSE) webs�te suggest about two fatal�t�es a 
year �nvolv�ng bedra�ls, and the HSE s�te prov�des pract�cal gu�dance and adv�ce on 
appropr�ate use.30 The Nat�onal Pat�ent Safety Agency undertook a systemat�c 
rev�ew31 on the use of bedra�ls. Key po�nts from �ts conclus�on were:

 • The r�sk of fatal bedra�l entrapment �s not random, and can be reduced further by 
follow�ng adv�ce on us�ng bedra�ls safely.

 • Bedra�l reduct�on programmes may result �n �ncreases �n falls.
 • Pat�ents w�th bedra�ls appear less l�kely to fall, and less l�kely to be �njured �f they 

fall.
 • Ne�ther el�m�nat�on of bedra�ls, nor rout�ne bedra�l use, �s appropr�ate. Dec�s�on 

mak�ng on bedra�ls needs to be based on an assessment of r�sks and benef�ts as 
they apply to �nd�v�dual pat�ents.

Th�s l�terature suggests that an �ntervent�on wh�ch may be a genu�ne way to reduce 
the r�sk of harm �n some �nd�v�dual cases can be unth�nk�ngly extended to other cases 
where �t may be of no use, or even pos�t�vely dangerous. Th�s must re�nforce calls for 
careful �nd�v�dual assessment of r�sks, �n order to dec�de on appropr�ate �ntervent�ons 
a�med at reduc�ng the r�sk of fall�ng over or fall�ng out of bed. There �s no equ�valent 
ev�dence on other mechan�cal dev�ces used for restra�nt �n the UK such as ‘t�pp�ng 
cha�rs, wheelcha�rs w�th belts, cha�rs w�th belts, table tops, use of blanket, sheets and 
man�pulat�on of furn�ture’ (quoted �n,23 referr�ng to rehab�l�tat�on wards �n Northern 
Ireland), but �t seems plaus�ble that these �ntervent�ons may also somet�mes be over-
used.

 4.1.1.2 Alternatives

For the res�dent who �s judged to be at r�sk of �njury from fall�ng, many strateg�es 
other than restra�nt have been suggested.6, 11, 32 It �s argued �n NICE gu�del�nes on 
fall prevent�on that as a f�rst step the use of psychotrop�c med�cat�on should be 
rev�ewed and d�scont�nued �f poss�ble.32 If no med�cally treatable cause of fall�ng can 
be found then there are many suggest�ons �n the l�terature, for example adaptat�ons 
to the �nd�v�dual env�ronment (r�ght down to su�table footwear, the arrangement 
of furn�ture to su�t �nd�v�duals and bed he�ght adjustment, bed alarm systems or 
protect�ve floor pads), as well as more general (phys�cal or soc�al) env�ronmental 
changes such as grab bars, non-sl�p str�ps, mon�tor�ng alarms and l�ght�ng, or changes 
�n the da�ly rout�ne, for example to�let schedules, da�ly walks, t�mes for sleep, 
observat�on and track�ng.11, 33 NICE cl�n�cal gu�del�nes on fall prevent�on are shortly 
due for rev�ew and update.32
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 4.1.2 Safety: wandering and the promotion of safe walking

	 4.1.2.1 Definitions and evidence

The term ‘wander�ng’ encompasses a range of d�fferent behav�ours, mostly shown by 
people w�th dement�a (part�cularly, some ev�dence suggests, people w�th Alzhe�mer’s 
d�sease rather than vascular dement�a34). A recent systemat�c rev�ew17 that 
evaluated the effect�veness and acceptab�l�ty of non-pharmacolog�cal �ntervent�ons 
to prevent, or reduce, wander�ng �n people w�th dement�a, l�sted the follow�ng terms 
that had been used �n the l�terature: wander�ng, walk�ng, pac�ng, ambulat�on, escape, 
elopement, or�entat�on, ag�tat�on, restlessness and sundown�ng. G�ven the var�ety 
of behav�ours subsumed under th�s head�ng, �t �s not surpr�s�ng that the prevalence 
of wander�ng behav�our �s d�ff�cult to measure. One paper reports est�mates vary�ng 
between 17 per cent and 63 per cent of people w�th dement�a �n the commun�ty and 
from 11 per cent up to ‘all those capable of walk�ng’ �n �nst�tut�ons.34 Such behav�our 
�s not necessar�ly assoc�ated w�th gett�ng lost, and the exerc�se thus ga�ned may 
even be benef�c�al, but �t can undoubtedly pose d�ff�cult�es for staff �n care homes, 
espec�ally �f people appear to w�sh to leave the prem�ses and are thought to be �n 
danger �f unaccompan�ed, or �f the walk�ng �s accompan�ed by s�gns of ag�tat�on 
or d�stress. A survey �n 1998 suggested that up to 40 per cent of �nd�v�duals w�th 
dement�a become lost at some po�nt dur�ng the�r �llness and f�ve per cent get lost 
repeatedly over many months. Over 70 per cent of those who get repeatedly lost are 
adm�tted �nto �nst�tut�onal care.35

Reasons why wander�ng may occur are many, and some �deas can only be 
speculat�on, but suggest�ons �nclude fam�l�ar�s�ng self w�th new env�ronment; 
d�sor�entat�on; look�ng for bedroom or lavatory; phys�cal d�scomfort or pa�n; 
boredom; restlessness; seek�ng reassurance; commun�cat�on d�ff�cult�es; escap�ng 
stress; or follow�ng an act�v�ty pattern �n prev�ous employment.11, 36

 4.1.2.2 Alternatives

As we have seen, wander�ng �s g�ven as a reason for phys�cal restra�nt,6, 37 but 
ev�dence from the systemat�c rev�ew of �ntervent�ons to address wander�ng17 
suggested that carers, where the�r v�ews were reported, found d�rect phys�cal 
restra�nts an unacceptable response, except poss�bly �n the short term �n an 
emergency (there were no reports of the v�ews of people w�th dement�a, and the 
rev�ew �s not ent�rely clear whether the carers, �n those stud�es that �ncluded the�r 
v�ews, were �nformal carers, profess�onal carers or both). In contrast to the v�ew of 
phys�cal restra�nts, some alternat�ve �ntervent�ons were seen as acceptable and not 
pos�ng eth�cal �ssues. These were: walk�ng/exerc�se (�ntervent�ons of th�s k�nd showed 
sl�ght ev�dence of �mpact �n the effect�veness study), mus�c therapy, mult�-sensory 
env�ronments, massage/touch therapy (some ev�dence that �t could reduce pac�ng) 
and aromatherapy (ev�dence of �mpact �n one study). Some other �ntervent�ons were 
seen as acceptable but ra�s�ng eth�cal �ssues. These were: electron�c dev�ces, phys�cal 
barr�ers and env�ronmental mod�f�cat�on. The reasons why the ev�dence for the 
general effect�veness of alternat�ves �s l�kely to be weak have already been d�scussed. 
The systemat�c rev�ew concluded:
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Acknowledgement that wander�ng encompasses a range of behav�ours, wh�ch 
occur for a var�ety of reasons, should be m�rrored �n the management approach. 
A range of �ntervent�ons, that can be ta�lored to �nd�v�dual need and the spec�f�c 
behav�our �n quest�on are requ�red, together w�th the underly�ng reasons for these.

Why d�d electron�c dev�ces, phys�cal barr�ers and env�ronmental mod�f�cat�on ra�se 
eth�cal quest�ons? One reason �s that �t seems that they carry connotat�ons of the 
tagg�ng of cr�m�nals5 and B�g Brother surve�llance.38 There are also concerns that 
they should not be used as a subst�tute for d�rect personal care from staff.2 The 
Scott�sh Mental Welfare Comm�ss�on have co�ned the term ‘wander�ng technolog�es’ 
as a less emot�ve term than tagg�ng,5 just as the systemat�c rev�ew argued that ‘the 
promot�on of safe walk�ng’ has more pos�t�ve connotat�ons than ‘reduc�ng wander�ng’. 
Tagg�ng, pressure pads, closed c�rcu�t telev�s�on or door alarms can be used to alert 
staff that the person �s try�ng to leave, or to mon�tor the�r movement. Th�s, �n �tself, 
does not const�tute restra�nt, but �f �t �s go�ng to tr�gger restra�nt, �t should therefore, 
accord�ng to several ava�lable gu�del�nes,4, 35 only be used after: a careful assessment 
of the causes of the behav�our; assessment of r�sks; cons�derat�on of alternat�ves; 
consultat�on of the person, relat�ves and staff; legal and eth�cal �mpl�cat�ons; and as 
part of a regularly rev�ewed and agreed care plan. However, prov�ded the potent�al for 
restra�nt �s recogn�sed, wander�ng technology to �mprove the qual�ty of l�fe of older 
people does seem to be �ncreas�ngly accepted, as �t has some advantages over baffle 
locks and other dev�ces wh�ch restr�ct the movements not only of those who are 
at r�sk but also of others. Nevertheless, the Mental Capac�ty Act code of pract�ce14 
recogn�ses that �n some c�rcumstances a locked door may be a proport�onate 
response to the r�sk of harm:

It may be appropr�ate to have a secure lock on a door that faces a busy road, but �t 
would not be a proport�onate response to lock someone �n a bedroom all the t�me 
to prevent them from attempt�ng to cross the road. (Sect�on 6.47)

Alternat�ve suggested ways of tackl�ng the causes of wander�ng or promot�ng safe 
walk�ng �nclude the development of a safe garden area; prov�d�ng broad-based or 
stat�onary rock�ng cha�rs; �ncreased act�v�ty and st�mulat�on dur�ng the day; creat�ng 
a calm env�ronment; and a var�ety of cue�ng dev�ces, for example remov�ng coats, 
hats and umbrellas from ex�t areas to avo�d prompt�ng res�dents to ex�t.39 If some 
of these suggest�ons seem to confl�ct – �ncreased st�mulat�on and prov�d�ng a calm 
env�ronment, for example – that �s prec�sely because the causes of wander�ng may 
d�ffer, and a person who walks away to seek escape from over-st�mulat�on w�ll need 
a d�fferent response from a person who may be bored and restless. There have been 
a var�ety of attempts to l�m�t, or d�rect, wander�ng through the use of subject�ve 
barr�ers such as floor patterns. There are �nterest�ng papers on the subject, for 
example,40 wh�ch suggest th�s may be an area worthy of development and test�ng, 
but a systemat�c rev�ew (recently updated)41 concluded that there was as yet no f�rm 
ev�dence for the effect�veness of such approaches.

F�nally, a number of sources �nclude profess�onally �nformed adv�ce to tra�n staff 
�n techn�ques for appropr�ate management of res�dents who may wander, for 
example how to avo�d host�le react�ons by commun�cat�ng reassurance and avo�d�ng 
confrontat�on or argument; gently re-d�rect�ng to an alternate act�v�ty, based on 
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knowledge of what m�ght �nterest the person; accompany�ng the person on the�r 
walk; and welcom�ng people back rather than be�ng pun�t�ve.11, 36, 39 Suggest�ons 
for the organ�sat�on �nclude: develop�ng �n advance a plan for what w�ll be done �f a 
person gets lost;39 techn�ques of room management36 and dement�a-fr�endly des�gn 
(avo�d�ng corr�dors �f poss�ble, clear d�st�nct�on of lavator�es, bedrooms and other 
rooms to ass�st or�entat�on).35

 4.1.3 Disturbed and challenging behaviour

 4.1.3.1 Definitions and evidence

There �s ev�dence that restra�nt, of all k�nds – manual, mechan�cal, chem�cal and 
soc�al/env�ronmental – �s used �n response to d�sturbed and challeng�ng behav�our 
by older people �n res�dent�al sett�ngs. There �s l�m�ted ev�dence of the prevalence �n 
the UK of challeng�ng behav�our �n care sett�ngs, although one study suggests that 
cl�n�cally s�gn�f�cant behav�oural symptoms are qu�te common among people �n care 
homes, although of course not all such �nstances are perce�ved as challeng�ng. A 
study �n s�x homes �n Newcastle found:

… cl�n�cally s�gn�f�cant symptoms ar�s�ng �n more than 70 per cent of res�dents. 
The most common �nd�v�dual symptoms were ag�tat�on, �rr�tab�l�ty and aberrant 
motor behav�our, wh�lst depress�on occurred �n 25 per cent of res�dents and 
delus�ons were present �n almost 20 per cent. The overall frequency … was s�m�lar 
�n soc�al and nurs�ng care. The h�gh level … �nd�cates the cons�derable mental 
health care needs of res�dents �n these establ�shments, and the range of sk�lls 
requ�red by staff.25

In relat�on to d�fferent k�nds of restra�nt, there �s ev�dence, already c�ted, about the 
use of ant�psychot�c drugs.24, 25 L�ttle was found �n the l�terature about deal�ng w�th 
d�rect phys�cal v�olence and aggress�on �n care homes for older people, although 
there �s more �n relat�on to �n-pat�ent sett�ngs (not �ncluded �n th�s rev�ew). It may be 
that d�rect aggress�on and v�olence �s not a frequent problem, but th�s assumpt�on �s 
not based on ev�dence about prevalence, and some profess�onal ev�dence suggests 
that staff need to be able to deal w�th th�s behav�our. 24, 26 Counsel and Care2 
observe that most care staff are younger and f�tter than the older people �n the�r 
care, and so advocate w�thdrawal from aggress�on, together w�th removal of any 
other res�dent at r�sk of harm. Th�s may be suff�c�ent, although �n contrast, �n the 
l�terature on learn�ng d�sab�l�ty, there �s cons�derable d�scuss�on of techn�ques for 
break�ng away from phys�cal attack, and safely restra�n�ng people show�ng v�olent 
behav�our.42, 43 Such tra�n�ng �s certa�nly ava�lable, and �n the context of serv�ces 
for people w�th learn�ng d�sab�l�ty and challeng�ng behav�our, staff tra�n�ng �n these 
techn�ques �s advocated. However, there �s also some ev�dence, �n the learn�ng 
d�sab�l�ty l�terature, that tra�n�ng based on reported �nc�dents, and staff bel�efs about 
what m�ght occur, �s somewhat ‘over the top’ �n compar�son w�th what actually 
occurs �n pract�ce. That �s, staff were be�ng tra�ned to use many more techn�ques 
than they actually used �n pract�ce,44 because both wr�tten reports and staff 
percept�ons tended to over-concentrate on rare but more extreme behav�ours. 
Th�s ev�dence should lead us to treat w�th caut�on any call for staff tra�n�ng �n the 
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management of d�rect v�olence by older people �n care homes, w�thout any sense of 
the scale and nature of any such �nc�dents.

There are, however, many forms of behav�our that prov�de a challenge to serv�ces �n 
care homes for older people. A recent ed�tor�al �n the British	Medical	Journal gave a 
l�st of examples of such behav�ours: ‘ag�tat�on, shout�ng, wander�ng, b�t�ng, throw�ng 
objects, repet�t�ve talk�ng, destroy�ng personal possess�ons and other objects, 
ag�tat�on, general anger, phys�cal attacks, wak�ng others at n�ght’.45 One part�cular 
d�ff�culty for care staff �s res�stance to personal care,1 w�th staff responses def�ned, 
for example, �n a study �n Norway as ‘hold�ng of hands, legs or head for wash�ng or 
dress�ng, shower�ng or bath�ng when res�dents res�st verbally or phys�cally’.46

	 4.1.3.2 Causes and alternative responses

In a m�nor�ty of �nstances, challeng�ng behav�our �s a cont�nuat�on of a l�felong 
pattern, reflect�ng factors such as endur�ng mental �llness or alcohol abuse,2 but, 
g�ven the nature of the populat�on �n care homes, behav�oural and psycholog�cal 
symptoms assoc�ated w�th dement�a are a more prom�nent �nfluence. A gu�del�ne 
on support�ng people w�th dement�a26 descr�bes behav�oural and psych�atr�c 
d�sturbances often seen �n the later stages of dement�a as l�nked to symptoms 
�nclud�ng ‘depress�on, apathy, ag�tat�on, d�s�nh�b�t�on, psychos�s (delus�ons and 
halluc�nat�ons), wander�ng, aggress�on, �ncont�nence and altered eat�ng hab�ts’ 
(Sect�on 4.1.2). However, the gu�del�ne makes �t clear that there can be many other 
causes of such behav�our apart from the d�rect effects of the d�sease upon the bra�n. 
Among causes that should be �nvest�gated the gu�del�ne �ncludes pa�n, d�stress, s�de-
effects of med�cat�on, boredom and a w�sh to escape the sett�ng.

To s�mply see such behav�our as a symptom of dement�a would be to m�ss the 
ev�dent psychosoc�al factors, wh�ch �nteract w�th b�olog�cal factors and �nfluence 
greatly the present�ng p�cture. Rather than cluster�ng symptoms together, the key 
to �nd�v�dually ta�lored �ntervent�ons w�ll be to del�neate the factors lead�ng to a 
part�cular behav�our �n a part�cular context – whether these be phys�cal, soc�al, 
env�ronmental or psycholog�cal. (Sect�on 8.1)

Other profess�onally �nformed l�terature from the US11 �s also clear about the 
�mportance of �nvest�gat�ng causes:

When a res�dent falls, pulls out a catheter, becomes restless and ag�tated, or 
beg�ns to wander off, staff must ask the quest�on, “What �s the mean�ng of th�s 
behav�our?” Effects of a med�cat�on, dehydrat�on, onset of acute �llness, d�scomfort 
of full bladder, boredom, homes�ckness, frustrat�on, or des�re to feel secure or �n 
control may each produce what may appear to be “unsafe”, “noncompl�ant”, or 
“troublesome” behav�ours.

There �s a stream of arguments �n the l�terature, wh�ch, wh�le acknowledg�ng the 
role of neurolog�cal factors �n some challeng�ng behav�our, argues strongly for the 
�mportance of attempt�ng to apprec�ate the world of the person w�th dement�a,47, 48 
so as to see, for example how a person’s past h�story, or the�r fa�lure to understand 
the �mmed�ate mot�vat�ons of others, may prov�de an explanat�on for apparently 
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d�ff�cult behav�our, as well as suggest�ng poss�ble alternat�ves to restra�nt. Stokes 
argues compell�ngly:

People w�th dement�a are struggl�ng to surv�ve beh�nd a barr�er of cogn�t�ve 
destruct�on �n a world they often do not know, attempt�ng to commun�cate need 
that �s rarely acknowledged….

and urges that:

�f mean�ngful contact �s made w�th the person, the�r world apprec�ated, the�r 
r�ghts acknowledged and the�r needs met, a s�gn�f�cant proport�on of challeng�ng 
behav�ours can be resolved.47

The adv�ce feels eth�cally r�ght, and on the face of �t, plaus�ble, but much of the 
ev�dence �s based on case stud�es w�th very spec�f�c contextual factors, or on 
�nformed profess�onal op�n�on.49 Case stud�es can be useful �n �llustrat�ng the ways 
�n wh�ch a personal�sed approach can be �mplemented, and some of the poss�b�l�t�es 
of success, but on occas�on they can also �nd�cate the �ntens�ty of the effort that 
may be requ�red �f part�cular patterns of behav�our and the restra�nt response have 
become �ngra�ned over a long t�me.50, 51 The latter paper d�scusses forced bath�ng 
and conta�ns many useful suggest�ons for mak�ng bath t�me more pleasant and 
acceptable for res�dents. A systemat�c rev�ew52 of the effect�veness of psycholog�cal 
therap�es �n the management of neuropsych�atr�c symptoms of dement�a �llustrated 
the d�ff�cult�es of reach�ng def�n�t�ve conclus�ons from the large range of stud�es that 
have addressed th�s problem area. They found that:

Only behav�or management therap�es, spec�f�c types of careg�ver and res�dent�al 
care staff educat�on, and poss�bly cogn�t�ve st�mulat�on appear to have last�ng 
effect�veness for the management of dement�a-assoc�ated neuropsych�atr�c 
symptoms.

However, the authors �mmed�ately add: ‘Lack of ev�dence regard�ng other therap�es �s 
not ev�dence of lack of eff�cacy’.

As w�th phys�cal restra�nt, there �s ev�dence (although �n a smaller quant�ty)19 that 
the overall �nappropr�ate use of ant�psychot�c drugs can be reduced to levels that 
are more consonant w�th gu�del�nes about good pract�ce.26 In the one UK-based 
study on reduc�ng drug use the �ntervent�on followed the successful model from 
phys�cal restra�nt reduct�on programmes �n the US: that �s, �t �ncluded both staff 
tra�n�ng and external support (del�vered to nurs�ng home staff over 10 months), all 
of wh�ch focused on alternat�ves to drugs for the management of ag�tated behav�our 
�n dement�a. Of course, �t was not thought des�rable to reduce drug prescr�pt�ons to 
zero; some res�dents had cond�t�ons that precluded the w�thdrawal of neurolept�cs, 
and others m�ght appropr�ately be tak�ng ant�-depressants. It m�ght be felt that the 
levels of drug prescr�pt�on are the respons�b�l�ty of med�cal staff only, but, �n th�s 
study, psych�atr�sts rev�ewed prescr�pt�ons and made recommendat�ons about best 
cl�n�cal pract�ce �n both �ntervent�on and control homes, but s�gn�f�cantly fewer 
res�dents �n the �ntervent�on homes rema�ned on the drugs at the end of the tr�al.19
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 4.2 Summary

Ev�dence from a range of stud�es suggests that restra�nt �s used for:

 • safety and protect�on of those who may fall or wander �nto danger
 • safe management of other d�sturbed and challeng�ng behav�our
 • conven�ence of staff and the organ�sat�on.

Safety: protect�on aga�nst fall�ng

 • Ev�dence suggests that some restra�nt methods have been over-used, part�cularly:
 > mechan�cal restra�nts �n the US
 > bedra�ls.
 • Many alternat�ves are ava�lable, but because the�r appropr�ate use depends on 

�nd�v�dual assessments, and �nd�v�dual c�rcumstances, ev�dence of demonstrable 
success �n RCTs may not be ava�lable.

Safety: wander�ng and promot�ng safe walk�ng

 • The term ‘wander�ng’ encompasses a range of d�fferent behav�ours w�th d�fferent 
causes.

 • There are many alternat�ve less restr�ct�ve methods to address the �ssue. Ev�dence 
�s aga�n weak but walk�ng/exerc�se, massage/touch therapy and aromatherapy 
show some ev�dence that they may be effect�ve for some �nd�v�duals.

 • Other suggest�ons �nclude: a safe garden area; �ncreased st�mulat�on; avo�d cue�ng 
ex�ts; �ncreased ease of �dent�f�cat�on of fac�l�t�es that the person m�ght be seek�ng; 
tra�n�ng staff �n how to avo�d host�le react�ons, and gently d�vert�ng people to 
other preferred act�v�t�es.

 • Some of the methods used, such as phys�cal restra�nt and real�ty or�entat�on, are 
felt to be unacceptable by carers.

 • Electron�c surve�llance and other wander�ng technology can be of value but should 
not be a subst�tute for d�rect staff attent�on.

 • If technology �s l�kely to tr�gger restra�nt then restra�nt gu�del�nes should be 
consulted before �t �s ut�l�sed.

D�sturbed and challeng�ng behav�our

 • The l�m�ted ev�dence ava�lable �nd�cates that people �n care homes often show 
behav�oural and psycholog�cal symptoms assoc�ated w�th dement�a. These can be 
challeng�ng to staff and serv�ces.

 • In contrast to the l�terature on learn�ng d�sab�l�ty, there �s l�ttle ev�dence on the 
prevalence of d�rect phys�cal v�olence or the response, �f any, �t evokes �n care 
homes.

 • Behav�oural and psycholog�cal symptoms assoc�ated w�th dement�a are not always 
d�rectly a result of d�sease processes. There are many poss�ble causes that should 
be �nvest�gated �nclud�ng, for example, pa�n, dehydrat�on, d�stress, other �llness, 
boredom and homes�ckness.
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 • Suggested pos�t�ve responses from staff �nclude attempt�ng to apprec�ate and 
understand the world of the person w�th dement�a, the�r h�story and the�r current 
percept�ons of the act�ons of others. There are useful �llustrat�ve case stud�es.

 • There �s some ev�dence for the effect�veness of behav�our management therap�es, 
spec�f�c types of careg�ver and res�dent�al staff educat�on and poss�bly cogn�t�ve 
st�mulat�on.

 • There �s concern, and some ev�dence, about chem�cal restra�nt, �n part�cular the 
�nappropr�ate prescr�pt�on of ant�psychot�c drugs to control behav�our. There �s 
some l�m�ted ev�dence that rates of prescr�b�ng �n care and nurs�ng homes can be 
reduced, but �ntens�ve mult�d�sc�pl�nary �ntervent�on would be requ�red.

 • RCTs have not yet been able to demonstrate pos�t�ve �mpacts on older people’s 
well-be�ng from the removal of chem�cal restra�nt.
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5 Staff training and organisational 
issues

Th�s sect�on focuses f�rst on knowledge from staff and organ�sat�ons work�ng �n 
the UK. The ev�dence �s not very extens�ve, but �t �nd�cates that at least some staff 
recogn�se that restra�nt �s used, and �dent�f�es a perce�ved need for clear local pol�cy 
frameworks, appropr�ate tra�n�ng and gu�dance (or access to ex�st�ng gu�dance). 
Follow�ng th�s, the focus �s broadened to cons�der the ev�dence on factors �mportant 
�n mak�ng a d�fference to levels of restra�nt use. To support th�s d�scuss�on the 
sources of ev�dence are w�dened, to �nclude �nternat�onal l�terature, as well as UK 
l�terature, relevant to organ�sat�onal change and restra�nt use.

 5.1 UK-based studies that report staff and organisational views

Among the l�terature rev�ewed, there was no comprehens�ve or demonstrably 
representat�ve survey of staff v�ews on restra�nt, or the prevalence and pract�ce 
of restra�nt, �n care homes �n the UK. The sources of ev�dence �n th�s sect�on 
are profess�onal (der�ved from �nd�v�duals, organ�sat�ons and surveys where the 
respondents were self-selected).

A survey of 170 qual�f�ed nurses work�ng �n elderly care �n var�ous sett�ngs was 
conducted at a Nursing	Times l�ve event �n September 1998.22 Th�s ev�dence �s now 
more than 10 years old, but the results suggested that the respondents had rece�ved 
�nadequate tra�n�ng �n the use of restra�nt, and that some of the restra�nt methods 
that nurses were us�ng were �n the author’s op�n�on, quest�onable – morally, legally 
and profess�onally. Methods c�ted �ncluded: manual restra�nt, cot s�des and removal 
of walk�ng a�ds. At the same t�me �t was made clear that these members of staff 
d�d exper�ence aggress�on and even assault from some of the older people �n the�r 
care. Profess�onal knowledge suggests that these �ssues pers�st:24 recent NICE-SCIE 
gu�del�nes recommend that:

Health and soc�al care staff should be tra�ned to ant�c�pate behav�our that 
challenges and how to manage v�olence, aggress�on and extreme ag�tat�on, 
�nclud�ng de-escalat�on techn�ques and methods of phys�cal restra�nt. (26 
paragraph 1.7.3.2)

In relat�on to care homes, Br�ght reported examples g�ven by care home staff who 
had attended tra�n�ng courses �n the 1990s.2, 21 These reports �llustrate a var�ety of 
�ntervent�ons that staff perce�ved to be restra�nt, and const�tute further ev�dence, 
from profess�onal sources, that these methods have been used w�th at least some 
older people �n care homes, at some po�nt. Methods l�sted �ncluded the use of 
furn�ture; lock�ng people up; cot s�des; restr�ct�ng freedom of movement; buzzers; 
alarms; locks; pressure pads; and remov�ng walk�ng a�ds. Also ment�oned were 
med�cat�on and restr�ct�ng how people spend the�r money.

Subsequently, responses to an onl�ne survey by CSCI, �n wh�ch respondents were 
self-selected, �ncluded the v�ews of around 200 profess�onals from a var�ety of soc�al 



21

Knowledge review 24

care and health organ�sat�ons.1 L�ke prev�ous ev�dence, the CSCI survey aga�n prov�des 
examples, th�s t�me �n the form of quotes, that �llustrate that restra�nt does occur, 
w�th the add�t�on that there �s ev�dence from carers and a small number of older 
people as well as staff. It seems that 74 per cent of respondents knew of at least one 
�nstance of restra�nt, although not necessar�ly one that �nvolved them personally. 
Of course th�s �s not a cred�ble est�mate of prevalence, nor was �t reported as such. 
CSCI argued that �nspectors’ reports revealed that levels of restra�nt were much 
h�gher than those recorded by staff �n care homes, but d�d not g�ve f�gures for the 
recorded ep�sodes. Exam�nat�on of �nspectors’ reports for the year 2006-07 found 
ment�on of restra�nt �n 610 reports (the total number of reports was not g�ven, 
although there are around 10,000 care homes for older people). In add�t�on, 0.6 
per cent of compla�nts and allegat�ons rece�ved between Apr�l 2004 and February 
2007 were �dent�f�ed as relat�ng to restra�nt. Th�s latter f�gure does not �mmed�ately 
suggest that th�s was an �ssue of relat�vely great prom�nence among poss�ble areas of 
d�ssat�sfact�on w�th res�dent�al serv�ces.

The above survey, and w�der consultat�ons publ�shed �n 2007, led CSCI to conclude 
that staff are confused as to what const�tutes restra�nt, and often unsure how to 
balance the r�ghts of res�dents w�th the�r own duty to care. Restra�nt was a top�c that 
gave r�se to d�fferences of op�n�on between staff, and between staff and res�dents, 
and thus there was a need for adv�ce on pol�c�es that m�ght be helpful �n the day-
to-day s�tuat�ons that occur �n care homes. Respondents thought that pol�c�es 
should cover: def�n�t�on of restra�nt; know�ng when �t �s appropr�ate to use restra�nt; 
c�rcumstances when restra�nt �s never allowed; legal �mpl�cat�ons; management of 
certa�n behav�ours; tra�n�ng and safety for staff; res�dents’ r�ghts; dec�s�on mak�ng 
and whom to �nvolve; d�fferences between types of restra�nt; ethos/ph�losophy, for 
example ‘restra�nt only as a last resort’; and good and safe pract�ce. Append�x 2 on 
gu�dance �nd�cates that these �ssues are broadly covered �n ex�st�ng gu�dance.

In 2002 Counsel and Care argued:

We do not know how w�despread �s the use of restra�nt �n care homes for older 
people. We do not know who uses �t, why they use �t and how. (2 page 23)

Th�s rev�ew of l�terature suggests that the above rema�ns broadly true, although from 
the CSCI survey there �s now some sense of the areas of confus�on for staff, and the 
des�red coverage of pol�c�es for local use.

 5.2 Making a difference to levels of restraint use: the wider 
literature

As we have seen, the ev�dence does �nd�cate that staff tra�n�ng, and some k�nd of 
external expert support w�th the assessment of �nd�v�duals and the analys�s of the�r 
behav�our, are both requ�red (together) to make a d�fference to the overall levels 
of use of chem�cal and/or phys�cal restra�nt. At the same t�me, �n the�r day-to-day 
work, staff need to have an understand�ng of the legal pos�t�on on restra�nt, wh�ch 
�s set out �n a number of ava�lable gu�del�nes, so that they see the value of careful 
record�ng and the �mportance of search�ng for less restr�ct�ve alternat�ves.1
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Deta�led accounts of, and commentary on, the process of �mplementat�on of 
restra�nt reduct�on programmes �n the US33, 53 make �t clear that support and 
comm�tment from adm�n�strat�on and managers was essent�al for success and 
longer-term ma�ntenance of change. Equally, much of the ev�dence about the �mpact 
of staff tra�n�ng comes from the US, from stud�es conducted �n the late 1980s and 
through the 1990s. A l�ttle h�story �s �mportant to understand the context �n wh�ch 
these stud�es took place. In the 1980s the pos�t�on �n nurs�ng homes �n the US was 
def�n�tely �n need of reform. Prevalence of the use of phys�cal restra�nts �n nurs�ng 
homes at th�s t�me was reported to vary, from 19 per cent of res�dents to 85 per 
cent. From th�s era came ev�dence that phys�cal restra�nts were used w�th older 
people who had lower levels of cogn�t�ve and phys�cal funct�on�ng, and the �mpact 
of prolonged use was such as to actually cause �ncont�nence, �ncrease ag�tat�on and 
decrease soc�al�sat�on.6, 12, 33 A reform movement to ‘unt�e the elderly’ developed. 
The �mpetus for change brought about, and was re�nforced by, the Nurs�ng Home 
Reform Act passed �n 1987 (part of the Omn�bus Budget Reconc�l�at�on Act and 
usually referred to as OBRA-87), wh�ch �ncluded new regulat�ons stat�ng that nurs�ng 
home res�dents had the r�ght to be free of restra�nts, and that phys�cal restra�nts 
could be used only �f requ�red for treatment and not for the purpose of d�sc�pl�ne 
or the conven�ence of staff. The �mplementat�on of OBRA regulat�ons (wh�ch came 
�nto force �n 1990) tr�ggered a number of stud�es a�m�ng to evaluate programmes 
des�gned to ach�eve reduct�ons �n the amount of phys�cal restra�nt used �n nurs�ng 
home sett�ngs. A systemat�c rev�ew of these stud�es6 d�d demonstrate that var�ous 
comb�nat�ons of staff tra�n�ng, expert consultancy and �nd�v�dual reassessment 
could substant�ally reduce the amount of phys�cal restra�nt used, w�thout the 
negat�ve consequences that some feared such as �ncreased numbers of falls or 
�njury from falls. The sc�ent�f�c qual�ty was var�able: there was only one RCT, but all 
the ev�dence po�nted �n the same d�rect�on. The one RCT18 �nd�cated that although 
educat�on alone had an effect on the amount of phys�cal restra�nt used, th�s effect 
was far greater when educat�on was comb�ned w�th consultat�on to ass�st staff 
�n prov�d�ng �nd�v�dual�sed, h�gh-qual�ty care for cl�n�cally challeng�ng res�dents. 
In add�t�on, restra�nt removal was safer (fewer �njur�es) �n the �ntervent�on group 
w�th consultat�on than the �ntervent�on group w�th tra�n�ng only. Common �ssues 
covered �n staff tra�n�ng were: res�dents’ r�ghts and autonomy; the negat�ve �mpacts 
of phys�cal restra�nts; myths and m�sconcept�ons about the benef�ts of restra�nt 
use; legal aspects of restra�nt use; spec�f�c behav�oural problems (reasons and 
management); and alternat�ves to restra�nt.6

G�ven our d�fferent context �n the UK, and relat�vely lower levels of phys�cal restra�nt 
use, �s the ev�dence from these stud�es of use to us? These stud�es are a m�ne of 
�nformat�on on alternat�ves to phys�cal restra�nt, on poss�ble causes of behav�our 
wh�ch �s troubl�ng to staff, on env�ronmental and other alternat�ves and on the v�ews 
and att�tudes of staff �n relat�on to restra�nt use.6, 11, 12, 33 Much of th�s knowledge 
�s reflected �n gu�del�nes, although not always �n such deta�l. In add�t�on, there are 
some general messages about change: f�rst, that change �n pract�ces wh�ch have 
pers�sted because they are conven�ent for staff, and embedded �n the culture of the 
organ�sat�on, w�ll requ�re support at every level and, second, that pol�cy can be a 
dr�ver of change �n pract�ce.
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One must be caut�ous about whether these changes �n pract�ce always lasted, once 
the �ntervent�on was over. There �s some ev�dence of the way �n wh�ch at least 
some organ�sat�ons abandoned �mproved technology and stuck w�th mere paper 
compl�ance to new care standards (that �s, they recorded that th�ngs had been 
done, such as release from restra�nts at regular �ntervals, wh�ch had not been done) 
because th�s meant less work for staff, and prov�ded the appearance of qual�ty care 
for state �nspectors.54 A recent commentary53 on the barr�ers wh�ch have h�ndered 
the �mplementat�on of restra�nt el�m�nat�on processes �n the US l�sted the follow�ng: 
trad�t�onal th�nk�ng that �t �s more �mportant to keep people phys�cally safe than 
emot�onally secure; �neffect�ve organ�sat�onal leadersh�p and the �nappropr�ate 
deployment of resources �n the face of compet�ng demands and an alleged lack of 
staff t�me; lack of management and human resource sk�lls among superv�sory staff 
whose qual�f�cat�ons were cl�n�cally based; h�gh levels of staff turnover, �nadequate 
tra�n�ng and rotat�ng ass�gnments for frontl�ne staff that m�l�tated aga�nst gett�ng 
to know res�dents; phys�c�ans who have not changed the�r pract�ce; fam�ly members 
who �ns�st that restra�nt �s best; ant�c�pat�on of h�gher �nsurance rates �f r�sks are 
taken; (m�staken) bel�efs that state �nspectors w�ll prefer restra�nts to be �n use; and 
fear of lawsu�ts. Th�s paper53 emphas�sed the effort and resources needed to br�ng 
about culture change when people (managers, staff, phys�c�ans, �nformal carers) (a) 
bel�eve themselves to have always been act�ng �n the�r res�dents’ �nterests, and (b) are 
attached to long-establ�shed pract�ce and wary about untr�ed (�n the�r exper�ence) 
new approaches. Many of these barr�ers sound fam�l�ar, and some w�ll assuredly 
operate also �n the UK (although there �s l�ttle ev�dence on such �ssues). Even so, the 
ex�stence of these barr�ers does not obv�ate the f�nd�ng that levels of restra�nt use 
could be, and were, reduced through staff tra�n�ng and �nd�v�dual reassessment, �n the 
US context at least.

Reduct�on of the use of phys�cal restra�nts �n the US d�d not seem to be assoc�ated 
w�th an �ncrease �n the use of chem�cal restra�nt. Indeed, �t seemed that a reduct�on 
�n chem�cal restra�nt went along w�th the reduct�on �n phys�cal restra�nts.55 Certa�nly, 
the OBRA-87 regulat�ons were framed �n such a way as to guard aga�nst such a 
subst�tut�on. Th�s �s of �nterest because there �s concern �n the UK that �n some cases 
ant�psychot�c drugs are be�ng used �nstead of phys�cal restra�nt, and so to reduce 
one m�ght �ncrease the other. The US exper�ence suggests that attempts to reduce 
restra�nt use need not lead to the subst�tut�on of one form of restra�nt for another.

The more l�m�ted UK ev�dence already c�ted demonstrates that change can be 
ach�eved �n levels of ant�psychot�c drug prescr�pt�on to people w�th dement�a 
w�thout worsen�ng behav�oural symptoms (and thereby, presumably, w�thout 
creat�ng any need for other forms of restra�nt). However, there rema�ns a d�ff�culty 
�n demonstrat�ng measurable �mpacts on the well-be�ng of the older res�dents.19 
There were no �mpacts on res�dent well-be�ng ev�dent �n th�s tr�al, apart from a 
sl�ght decrease �n the amount of t�me spent �n a state class�f�ed as ‘w�thdrawn’. After 
survey�ng ava�lable ev�dence the NICE-SCIE gu�del�ne26 concluded:

Changes �n staff behav�our (for example, avo�d�ng use of restra�nts and reduc�ng 
med�cat�on use) may be eas�er to ach�eve than changes �n res�dents’ patterns of 
behav�our and funct�on but are, arguably, an �mportant part of enhanc�ng qual�ty 
of care and well-be�ng. Input to care homes from mult�d�sc�pl�nary teams prov�d�ng 
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tra�n�ng, support and adv�ce on management of res�dents �s assoc�ated w�th 
favourable outcomes, but �t appears that the �nput may have to be more �ntens�ve 
than has typ�cally been the case �n the past and should address the needs of all 
res�dents w�th dement�a, not s�mply those who currently present “problems”. (page 
279)

To �llustrate the �ntens�ty of �ntervent�on, and the mult�d�sc�pl�nary �nvolvement that 
may be needed �n relat�on to chem�cal restra�nt, �t may be worth quot�ng here the 
full descr�pt�on of the �ntervent�on by Fossey and colleagues, �n the tr�al to reduce 
ant�psychot�c drug use:

The package �nvolved a system�c consultat�on approach. Th�s tackled “whole 
home” �ssues, such as env�ronmental, care pract�ce, and att�tud�nal factors. The 
cl�n�c�ans started and supported the use of act�v�t�es through d�dact�c tra�n�ng, 
sk�lls modell�ng, and superv�s�on of groups and �nd�v�dual staff. Key elements �n the 
programme �nvolved �n�t�al sk�lls tra�n�ng, behav�oural management techn�ques, 
and ongo�ng tra�n�ng and support. In�t�al sk�lls tra�n�ng for care staff �nvolved 
the ph�losophy and appl�cat�on of person centred care, pos�t�ve care plann�ng, 
awareness of env�ronmental des�gn �ssues, the use of antecedent behav�our 
consequence models, development of �nd�v�dual�sed �ntervent�ons, act�ve l�sten�ng 
and commun�cat�on sk�lls, rem�n�scence techn�ques, and �nvolvement of fam�ly 
carers. Behav�oural management techn�ques �ncluded tra�n�ng �n the Cohen-
Mansf�eld approach. Ongo�ng tra�n�ng and support �ncluded group superv�s�on and 
further development of sk�lls �nvolv�ng �nd�v�dual case superv�s�on and superv�s�on 
of �ssues requ�r�ng organ�sat�onal change w�th�n the home.19

Cohen-Mansf�eld and colleagues, ment�oned above, have developed an approach 
that they call Treatment Routes for Explor�ng Ag�tat�on (TREA), des�gned to develop 
non-pharmacolog�cal �ntervent�ons w�th�n a larger framework of human factors: 
address�ng the needs of res�dents and staff members, and us�ng env�ronmental 
factors as well as human factors analys�s. The approach �s �llustrated �n a recent 
paper us�ng a case study of a res�dent who strongly res�sted bath�ng. The paper 
�s worthy of ment�on for �ts emphas�s not only on staff tra�n�ng but also on the 
resource support and emot�onal support that �s needed for staff.50 Resource support 
for staff does not just mean ‘more resources’ but a w�ll�ngness to prov�de �tems that 
enhance the care exper�ence where there may be problems, for example: soft towels, 
pleasant l�ght�ng and qual�ty soaps to make bath�ng a more pleasant exper�ence for 
all. Although �t does not seem to have been �nvest�gated �n the UK, there �s some 
ev�dence from a study �n Norway that a successful programme of restra�nt reduct�on 
can �mprove staff job sat�sfact�on and reduce rates of turnover.56
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 5.3 Summary

 • Most ev�dence �s from the US but seems to be consonant w�th the more l�m�ted UK 
l�terature.

 • Tra�n�ng should a�m to generate the sk�lls and understand�ng requ�red to respond �n 
the least restr�ct�ve way to behav�our that challenges.

 • Staff tra�n�ng alone �s not enough: ongo�ng expert adv�ce and consultancy are also 
needed to change pract�ce.

 • Staff may also need
 > resource support
 > emot�onal support.
 • Comm�tment and effort throughout the organ�sat�on �s essent�al to susta�n and 

ma�nta�n �mprovements �n pract�ce.
 • Change may be needed not just �n the pract�ce of �nd�v�dual staff, but also �n areas 

such as env�ronmental des�gn and organ�sat�onal pol�c�es.
 • Research m�ght valuably �nvest�gate �mpacts on staff as well as res�dents of 

attempts at restra�nt reduct�on.
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6 Conclusion

The bas�c concept of restra�nt �s not d�ff�cult to grasp, but there w�ll be occas�ons 
when �ts �mplementat�on �n pract�ce can be subject to a range of �nterpretat�ons. In 
pract�ce these d�fferences w�ll usually be resolved through negot�at�on and d�scuss�on. 
The legal framework and assoc�ated gu�dance related to the Mental Capac�ty Act 
(2005) �s, �n general, helpful �n clar�fy�ng the �mportance of the r�ghts of �nd�v�dual 
serv�ce users (even �f the�r capac�ty to make some dec�s�ons �s l�m�ted), as well 
as the c�rcumstances �n wh�ch staff are legally protected �f they take act�on to 
restra�n someone. There are gu�del�nes ava�lable (see Append�x 2 for deta�ls), wh�ch 
prov�de �mportant �ngred�ents for local pol�c�es. These �ngred�ents �nclude: the legal 
framework; a�ms and values (�nclud�ng respect for autonomy and pos�t�ve r�sk tak�ng); 
understand�ng ‘best �nterests’ of res�dents; and how the organ�sat�on ensures �ts 
pol�cy �s �mplemented. There �s no research on the �mpact of these gu�del�nes, nor 
on the extent to wh�ch staff �n care homes for older people have access to them, but 
there �s some ev�dence that staff and managers perce�ve a need for such documents.

The ev�dence about what happens �n pract�ce �n the UK �s very l�m�ted. Staff and 
carers report that phys�cal restra�nt �s somet�mes used, but there �s no ev�dence 
that reveals the extent of such restra�nt use w�th older people �n care homes �n 
England, nor �s there representat�ve UK-based research ev�dence that would enable 
us to understand how �t �s used, nor how older people, or staff, perce�ve �ts use. 
Knowledge from profess�onal sources, and a small amount of research, suggests that 
ant�psychot�c drugs are currently over-prescr�bed to older people �n care homes �n 
the UK. Evaluat�ve research �nd�cates that, �f h�gh, these levels of prescr�b�ng can be 
reduced w�th staff tra�n�ng, organ�sat�onal comm�tment and expert support from 
psycholog�cal and psychoger�atr�c serv�ces.

Cons�der�ng the l�terature as a whole, all demonstrably successful models for 
reduc�ng overall levels of restra�nt use �n care sett�ngs �nvolve both staff tra�n�ng 
and ongo�ng expert support, w�th the development of alternat�ve strateg�es for 
�nd�v�duals. Organ�sat�onal comm�tment �s also regarded as �mportant, and as an 
obstacle to success �f lack�ng. Restra�nt reduct�on �s valued for eth�cal reasons, but 
the d�rect �mpact on older people of us�ng alternat�ves to restra�nt has not been easy 
to demonstrate. Th�s may be an area for research to develop su�table measures.

Case stud�es and descr�pt�ve research prov�de �nformat�on about a range of d�fferent 
�ntervent�ons and approaches wh�ch may be successful �n reduc�ng the amount of 
restra�nt used �n �nd�v�dual cases, depend�ng on the h�story and character�st�cs of the 
person, the reasons underly�ng the�r behav�our and the capac�ty of the organ�sat�on 
and �ts staff to make the responses that are needed to prov�de a less restr�ct�ve 
alternat�ve. The sk�lls requ�red should not be underest�mated.

F�nally, a h�stor�cal perspect�ve �nd�cates that the h�story of restra�nt use often 
features the over-general�sat�on of solut�ons to genu�ne problems that can ar�se �n 
the care of older people. The r�ght solut�on for some people becomes unth�nk�ngly 
adopted as the answer for everyone, w�th deleter�ous effects on the care of many. 
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Research on how organ�sat�onal cultures ar�se and pers�st m�ght valuably be appl�ed 
�n the area of restra�nt �n order to understand better how to address the �ssue of 
over-use of restra�nt, �f �t occurs. The �mpacts of restra�nt reduct�on programmes on 
staff sat�sfact�on and job turnover �s s�m�larly an area worthy of further research.
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Appendix 1: Methodology

To support th�s rev�ew, l�terature and relevant resources were searched and gathered 
dur�ng three background and research scopes. The scop�ng methods draw on the 
Soc�al Care Inst�tute for Excellence’s (SCIE’s) approach to systemat�c mapp�ng and 
rev�ews, �nclud�ng pre-determ�ned cr�ter�a for search�ng and for �nclud�ng mater�al 
�n the scope. However, the search was select�ve, rather than exhaust�ve, and full 
systemat�c rev�ew methods of qual�ty rat�ng and double data extract�on were not 
employed. The work �s therefore a select�ve scop�ng rev�ew.

The scopes were carr�ed out �n February, May and October 2008. Each scope bu�lt 
on prev�ous work and was developed as themes emerged for further �nvest�gat�on, 
and as experts prov�ded �nput by suggest�ng further top�cs and resources. Top�cs 
�nvest�gated �ncluded:

 • types of restra�nt (for example phys�cal, chem�cal and other barr�ers such as 
language)

 • wander�ng �n dement�a
 • the eth�cs of restra�nt (for example r�sk management)
 • gu�dance and legal �ssues such as the Mental Capac�ty Act 2005, Protect�on of 

Vulnerable Adults and Depr�vat�on of L�berty Safeguards
 • manag�ng aggress�on.

On scann�ng output from broad exploratory searches on restra�nt, mater�al emerged 
on �ssues such as the v�ews of staff and serv�ce users, and on assessment and rev�ew. 
The l�terature also revealed overlapp�ng top�cs that were cons�dered outs�de the 
rem�t of th�s rev�ew – these �ncluded stud�es on abuse of adults, l�terature cover�ng 
the full range of people w�th learn�ng d�sab�l�t�es (but not focus�ng on older people) 
and research based �n hosp�tal sett�ngs. Wh�le assess�ng the relevance of search 
output, we looked for systemat�c rev�ews spec�f�c to restra�nt.

Resources drawn on for the scopes �ncluded:

 • Recent SCIE work on d�gn�ty �n care, and recent work by the Inst�tute for Ev�dence-
based Soc�al Work Pract�ce, Sweden, on the �mpact of carer tra�n�ng on the qual�ty 
of older people’s serv�ces

 • B�bl�ograph�c databases of publ�shed research:
 > AgeInfo
 > Appl�ed Soc�al Sc�ence Informat�on Abstracts (ASSIA)
 > Cumulat�ve Index to Nurs�ng and All�ed Health L�terature (CINAHL)
 > EMBASE
 > Health Management Informat�on Consort�um (HMIC)
 > Medl�ne
 > Soc�al Care Onl�ne
 > Soc�al Work Abstracts
 > Zetoc
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 • Portals and resource collect�ons, �nclud�ng:
	 >	Community	Care webs�te (www.commun�tycare.co.uk)
 > The Br�t�sh L�brary Welfare Reform on the Web (www.bl.uk/welfarereform/)
 > Intute (www.�ntute.ac.uk/)
 > B�oeth�csWeb (www.�ntute.ac.uk/healthandl�fesc�ences/b�oeth�csweb/)
 • Webs�tes of organ�sat�ons such as government agenc�es, academ�c centres, 

research networks, profess�onal bod�es, th�rd sector organ�sat�ons
 • Research journal contents
 > The	Journal	of	Dementia	Care
 • Expert op�n�on

B�bl�ograph�c databases were searched us�ng a m�xture of �ndex (or keyword) and 
free text search terms. Portals and webs�tes were browsed for relevant resources. 
Publ�cat�on date for relevant mater�al was l�m�ted to 1990–2008. All the mater�al 
gathered �n th�s way was checked for relevance to the rev�ew top�c by SCIE 
researchers, e�ther by read�ng the abstract or by read�ng the full text of the record.
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Appendix 2: Overview of guidelines

Guidance specific to the use of restraint in care homes for older people

Counsel and Care (2001) Residents	taking	risks:	Minimising	the	use	of	restraint:	A	guide	
for	care	homes, London: Counsel and Care.

These gu�del�nes are �ntended to ass�st managers and staff to th�nk about the�r 
pract�ce, the process of deal�ng w�th r�sks to res�dents and the�r own responses 
to r�sk. It takes the pos�t�on that respons�ble r�sk tak�ng �s part of normal l�fe and 
emphas�ses the �mportance of str�k�ng a balance between safety and qual�ty of l�fe. 
A suggested format for mak�ng and record�ng a r�sk assessment �s prov�ded. The 
gu�del�nes, wh�ch have been w�dely d�str�buted, are backed up by a further booklet 
wh�ch �s �ntended to d�scuss the �ssues �n more depth and prov�des an extended 
d�scuss�on of the def�n�t�on of restra�nt and more references: Clarke, A. and Br�ght, 
L. (2002) Showing	restraint:	Challenging	the	use	of	restraint	in	care	homes, London: 
Counsel and Care.

Although these publ�cat�ons were wr�tten before recent changes �n the law – �n 
part�cular the 2005 Mental Capac�ty Act– reference �s made to Law Comm�ss�on 
reports that �nfluenced that leg�slat�on and the adv�ce �s generally consonant w�th 
the pr�nc�ples now enshr�ned �n law.

Guidance specific to the use of restraint but covering other user groups in 
addition to older people, and other settings as well as care homes

RCN (Royal College of Nurs�ng) (2008) “Let’s	talk	about	restraint”	–	Rights,	
risks	and	responsibility, London: RCN (www.rcn.org.uk/__data/assets/pdf_
f�le/0007/157723/003208.pdf)

These gu�del�nes apply to all nurs�ng sett�ngs and all user groups but the examples 
and case stud�es are part�cularly geared towards the care of older people. Although 
�t �s pr�mar�ly a�med at nurses and healthcare ass�stants, the summar�es of the 
legal pos�t�on (�ncorporat�ng more recent legal changes s�nce the Counsel and Care 
gu�dance �n 2002), def�n�t�onal �ssues and employer and �nd�v�dual respons�b�l�t�es 
are all relevant to soc�al care and to care homes. Useful case stud�es are prov�ded to 
�llustrate the �ssues.

CSCI (Comm�ss�on for Soc�al Care Inspect�on) (2007) Guidance	for	inspectors:	How	to	
move	towards	restraint	free	care

Th�s �s gu�dance for �nspectors a�m�ng to help them understand why �t �s �mportant to 
l�m�t the use of restra�nt, how �t should be managed and what they should look for. 
Def�n�t�onal and legal �ssues are covered but the gu�dance would benef�t from some 
correct�ons to �mprove clar�f�cat�on (part�cularly of def�n�t�ons on pages 3 and 7 and 
of the law, �n part�cular the statement of Mental Capac�ty Act pr�nc�ples on page 5, �n 
wh�ch some of the pr�nc�ples seem unnecessar�ly truncated �n a way wh�ch probably 
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�s not helpful), and there are a few typograph�cal errors. Also the tone, or framework, 
of d�scuss�on about restra�nt �s perhaps too negat�ve: the �dea of a framework for 
us�ng restr�ct�ve phys�cal �ntervent�ons pos�t�vely (see sect�on below on learn�ng 
d�sab�l�ty) does not come across.

CSCI (Comm�ss�on for Soc�al Care Inspect�on) (2007) Rights,	risks	and	restraints:	An	
exploration	into	the	use	of	restraint	in	the	care	of	older	people (www.cambr�dgesh�re.
gov.uk/NR/rdonlyres/46979CAB-51B2-4305-B64B-E5201D56D7/0/Restra�nt.pdf)

A further CSCI publ�cat�on, wh�ch does not present �tself as gu�del�nes but as an 
explorat�on of the �ssue, prov�des more deta�led but broad-rang�ng d�scuss�on w�th a 
large number of quotes from CSCI datasets and �nspectors, group d�scuss�ons w�th 
older people and carers and a non-random survey of staff. In terms of gu�dance, 
Append�x 1 prov�des a summary of the relevant regulat�ons from the 2001 Care 
Homes regulat�ons (as amended) and the 2002 Dom�c�l�ary Care regulat�ons (as 
amended). These regulat�ons refer to phys�cal restra�nt and phys�cal �ntervent�ons 
only. Append�x 3 sets out const�tuents of good restra�nt pol�c�es under the head�ngs: 
pr�nc�ples, procedures, pol�cy documents.

DH (Department of Health) (2007) Independence,	choice	and	risk:	A	guide	to	best	
practice	in	supportive	decision	making, London: DH

Th�s a�ms to promote a culture of cho�ce that enta�ls respons�ble, supported dec�s�on 
mak�ng, but the only expl�c�t ment�on of restra�nt �s �n relat�on to a case study 
�nvolv�ng forced med�cat�on. It �s not the most useful gu�dance for the part�cular 
context of restra�nt �n care homes for older people.

Guidelines with a focus on people with dementia

NCCMH (Nat�onal Collaborat�ng Centre for Mental Health) (2007) Dementia:	The	
NICE-SCIE	guideline	on	supporting	people	with	dementia	and	their	carers	in	health	and	
social	care, London: NCCMH

Th�s �s a gu�del�ne developed spec�f�cally to adv�se on support�ng people w�th 
dement�a and the�r carers �n health and soc�al care. It �ncludes ev�dence-based 
recommendat�ons for the treatment and management of the care of people w�th 
dement�a. The sect�on most relevant to restra�nt �s 8.6 on responses to non-cogn�t�ve 
symptoms and challeng�ng behav�our �n people w�th dement�a. Th�s �ncludes adv�ce 
on the use of ant�psychot�c drugs to address behav�oural symptoms (chem�cal 
restra�nt), assessment and alternat�ve �ntervent�ons and d�scuss�on of the need for 
staff tra�n�ng �n how to ant�c�pate behav�our that challenges and how to manage 
v�olence, aggress�on and extreme ag�tat�on, �nclud�ng de-escalat�on techn�ques and 
methods of phys�cal restra�nt (Sect�on 8.6.3.2).

http://nccmh.claroment�s.com/�ntranet/documents/2031/15950/CG042fullgu�del�ne.
pdf
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Mental Welfare Comm�ss�on for Scotland (2002) Rights,	risks	and	limits	to	freedom:	
Principles	and	guidance	on	good	practice	in	caring	for	residents	with	dementia	and	
related	disorders	and	residents	with	learning	disabilities	where	consideration	is	
being	given	to	the	use	of	physical	restraint	and	other	limits	to	freedom, Ed�nburgh: 
Mental Welfare Comm�ss�on for Scotland (http://www.mwcscot.org.uk/web/FILES/
Publ�cat�ons/R�ghts_R�sks_web.pdf)

These are gu�del�nes based on the bel�ef that restra�nt should be seen as a ‘last resort’ 
�ntervent�on, used only where there �s absolutely no alternat�ve that would reduce an 
�dent�f�ed, spec�f�c r�sk to the person concerned to an acceptable level. The gu�del�nes 
a�m to help staff str�ke the r�ght balance between freedom and r�sk of harm so as to 
dec�de when they should �ntervene. The legal pos�t�on �s outl�ned w�th reference to 
Scott�sh law. Methods of restra�nt and alternat�ves to restra�nt are outl�ned.

Legal position in England

DCA (Department for Const�tut�onal Affa�rs) (2007) Mental	Capacity	Act	2005:	Code	
of	practice	(www.just�ce.gov.uk/gu�dance/mca-code-of-pract�ce.htm)

Sect�ons 6.40-6.48 set out the def�n�t�on of restra�nt and the cond�t�ons that have 
to be sat�sf�ed �n order for �t to be legally just�f�ed, part�cularly �f the person be�ng 
restra�ned does not have the capac�ty to consent. Elsewhere �n the code �t expla�ns 
the pr�nc�ples that have to be followed �n establ�sh�ng whether or not a person has 
capac�ty �n relat�on to a part�cular dec�s�on. The code �s clear and helpful.

M�n�stry of Just�ce (2008) Mental	Capacity	Act	2005	–	Deprivation	of	Liberty	
Safeguards	code	of	practice	(www.dh.gov.uk/en/Publ�cat�onsandstat�st�cs/
Publ�cat�ons/Publ�cat�onsPol�cyAndGu�dance/DH_085476)

Reflect�ng an amendment to the Mental Capac�ty Act, th�s code of pract�ce prov�des 
safeguards for people who lack capac�ty spec�f�cally to consent to treatment or 
care �n e�ther a hosp�tal or a care home that, �n the�r own best �nterests, can only be 
prov�ded �n c�rcumstances that amount to a depr�vat�on of l�berty (as opposed to a 
restr�ct�on of l�berty), and where detent�on under the 1983 Mental Health Act �s not 
appropr�ate for the person at that t�me. They were �ntroduced to prevent breaches 
of the European Convent�on on Human R�ghts (ECHR) such as the one �dent�f�ed by 
the judgment of the European Court of Human R�ghts (ECtHR) �n the case of HL	v	
the	United	Kingdom (commonly referred to as the ‘Bournewood’ judgment), when 
a person was adm�tted to hosp�tal on an �nformal bas�s under common law �n h�s 
best �nterests, but th�s dec�s�on was challenged by h�s carers. The European court 
found that the depr�vat�on of l�berty had not been �n accordance w�th ‘a procedure 
prescr�bed by law’ and that he had no means of apply�ng qu�ckly to a court to see �f 
the depr�vat�on of l�berty was lawful. These safeguards prov�de the legal structure to 
protect people, who lack the capac�ty to consent, from be�ng depr�ved of the�r l�berty 
w�thout recourse to law, and come �nto force �n 2009.
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Guidelines that relate to people with a learning disability but contain material 
that may be relevant to older people

Harr�s, J. et al (2008) Physical	interventions:	A	policy	framework (rev�sed edn), 
K�dderm�nster: Br�t�sh Inst�tute of Learn�ng D�sab�l�t�es

Th�s publ�cat�on appl�es to people w�th a learn�ng d�sab�l�ty, but prov�des useful 
�nformat�on on the nature of pol�c�es to deal w�th phys�cal �ntervent�ons, the 
law (�n more deta�l than the RCN gu�dance), common values, prevent�on, how to 
analyse behav�our, promot�ng the best �nterests of serv�ce users, r�sk assessment, 
m�n�m�s�ng r�sk, management respons�b�l�t�es, employers’ respons�b�l�t�es to staff 
and staff tra�n�ng. The emphas�s �s on planned rather than emergency �ntervent�ons. 
In contrast to much work on restra�nt and older people, �t �s taken for granted 
that there w�ll be t�mes when restr�ct�ve phys�cal �ntervent�ons are necessary, 
�ndeed helpful. Therefore a d�st�nct�on �s made between emergency or unplanned 
�ntervent�ons and planned �ntervent�ons. The latter �nvolve �mplement�ng agreed 
procedures �n response to ant�c�pated �nc�dents and clearly def�ned behav�ours. 
The emphas�s of the book �s on preparat�on and plann�ng to ensure that as far as 
poss�ble restr�ct�ve phys�cal �ntervent�ons are always used �n the best �nterests of the 
serv�ce user. There are useful sect�ons on behav�our analys�s. The�r spec�f�c adv�ce 
on contra�nd�cat�ons for restr�ct�ve phys�cal �ntervent�ons �ncludes the statement 
that the organ�sat�on should take med�cal adv�ce on the use of restr�ct�ve phys�cal 
�ntervent�ons �f the serv�ce user �s an older person. An evaluat�on of an earl�er pol�cy 
framework from the same organ�sat�on �nd�cated that staff and managers valued 
a pol�cy framework produced by a profess�onal body, �f they knew about �t, but 
staff �n non-spec�al�st fac�l�t�es were less l�kely to know of �t. Th�s result may not 
be general�sable to work w�th older people, but �t suggests that the product�on of 
gu�del�nes should be coupled w�th ways of ensur�ng they get to people at the front 
l�ne, �n all sett�ngs where they m�ght be needed. (Murphy, G. et al [2003] ‘Phys�cal 
�ntervent�ons w�th people w�th �ntellectual d�sab�l�t�es: staff tra�n�ng and pol�cy 
frameworks’, Journal	of	Applied	Research	in	Intellectual	Disabilities, June, vol 16, no 2, 
pp 115–25.)

Paley, S. and Brooke, J. (2006) Good	practice	in	physical	interventions:	A	guide	for	staff	
and	managers, K�dderm�nster: Br�t�sh Inst�tute of Learn�ng D�sab�l�t�es

Th�s gu�de was wr�tten to support pract�t�oners us�ng phys�cal �ntervent�ons �n the�r 
workplace. The focus �s on adults and ch�ldren who have a learn�ng d�sab�l�ty. It 
�ncludes a profess�onal, eth�cal and legal perspect�ve for use of phys�cal restra�nt, 
cons�derat�on of r�sk and a code of pract�ce for tra�ners. Most �mportantly from 
the po�nt of v�ew of the present l�terature rev�ew, and g�ven the s�gn�f�cant lack of 
ev�dence about the perspect�ves of people who are restra�ned, there �s a chapter 
wr�tten by a serv�ce user, who �s a person w�th aut�sm w�th exper�ence of phys�cal 
�ntervent�on. W�thout suggest�ng that the subject�ve world of a person w�th aut�sm 
�s s�m�lar to the subject�ve world of an older person w�th cogn�t�ve d�sab�l�ty, �t does 
seem poss�ble that there are commonal�t�es �n terms of fear, confus�on, lack of 
understand�ng of the �ntent�ons of others and not be�ng g�ven the t�me and space to 
work out what �s happen�ng �n a s�tuat�on where there are too many external st�mul�.
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Both of these publ�cat�ons are stronger on how to analyse behav�our that challenges 
than much of the gu�dance on work�ng w�th older people. Some of the frameworks 
for look�ng at tr�ggers to challeng�ng behav�our m�ght be helpful.

Overview of commonalities

Ethical	foundation

Most gu�dance �s expl�c�tly based on a ph�losophy/value pos�t�on that older people 
l�v�ng �n care homes or nurs�ng homes reta�n the same r�ghts to make cho�ces and 
dec�s�ons about the�r l�ves as people l�v�ng �n the�r own homes; and, at the same t�me, 
workers car�ng for older people have a duty to protect them from harm and to act �n 
the�r best �nterests, rather than for the conven�ence of staff or the serv�ce.

It �s usually acknowledged these two pr�nc�ples can somet�mes generate d�ff�cult 
dec�s�ons for staff �f they perce�ve that a res�dent �s act�ng, or seems to w�sh to act 
(M�tchell and Glend�nn�ng, 2007), �n a way that puts h�m or herself, or others, at 
r�sk, part�cularly �f �t �s poss�ble that the res�dent’s capac�ty to make dec�s�ons may 
be comprom�sed by cogn�t�ve �mpa�rment or �llness. The a�m of most gu�dance �s to 
ass�st staff �n negot�at�ng the�r way through the process of dec�s�on mak�ng about 
restra�nt �n an eth�cal and legal way.

There �s ev�dence pert�nent to the pr�nc�ples, although, of course, as statements of 
values, they cannot be ‘proved’. For example, �t �s clear that older people l�v�ng w�th 
�llness or �mpa�rment at home do choose to engage �n behav�our wh�ch carr�es r�sks 
�n order to l�ve �n the way that they w�sh as well as ev�dence that restra�nt has at 
t�mes (and �n var�ous sett�ngs and countr�es) been used �n ways that have not been �n 
res�dents’ best �nterests, �ndeed have been demonstrably harmful (see the l�terature 
rev�ew for deta�ls).

Principles	for	using	restraint	found	in	guidance

Restra�nt �s usually descr�bed as ‘a last resort’, to be used only �f there �s no 
alternat�ve way to prevent the r�sk of harm, when �t should be used for the shortest 
v�able length of t�me �n the least restr�ct�ve way. It should not occur for staff 
conven�ence, or for the smooth runn�ng of the sett�ng.

The management of behav�our that challenges serv�ces should beg�n w�th a full 
assessment to try and establ�sh a cause, and �ncorporate attempts to understand the 
world of the person concerned.

As well as mak�ng every effort to ascerta�n the w�shes of the res�dent, consultat�on 
w�th relat�ves �s often urged, but only the Counsel and Care document (2002) 
suggests that ‘carers and relat�ves have the r�ght to see the�r loved one respons�bly 
cared for’. However, the same document makes �t clear that the v�ews of ‘relat�ves, 
fr�ends and carers of the res�dent must never overr�de the best �nterests, cho�ce, 
v�ews and needs of the res�dent’ (Counsel and Care, 2002, p 13).
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The �mportance of respons�ble but not over-defens�ve r�sk-tak�ng pol�c�es and 
pract�ces �s recogn�sed, as �s the need to support staff �n �mplement�ng them, �f 
alternat�ves to restra�nt that may �nvolve some r�sk are to be �mplemented. Counsel 
and Care (2001) offers a template for a r�sk assessment format.

The �mportance of careful record�ng of reasons, consultat�ons, agreements, r�sk 
assessments, t�me l�m�ts and rev�ew per�ods �s often emphas�sed. CSCI, at the end 
of �ts exploratory study, offers some �nd�cat�ons as to what m�ght be covered �n a 
wr�tten pol�cy.

Gu�del�nes var�ously summar�se the legal pos�t�on �n relat�on to the use of restra�nt 
w�th older people �n care homes or nurs�ng homes. The most up-to-date and conc�se 
�n th�s respect at the t�me of wr�t�ng are the RCN gu�del�nes, but a broader and more 
deta�led approach �s to be found �n the Harr�s et al pol�cy framework above; however, 
the code of pract�ce to the Mental Capac�ty Act �s, wh�le lengthy and comprehens�ve, 
�n general clear and helpful. Engl�sh gu�dance wr�tten after the Mental Capac�ty 
Act 2005 usually �ncorporates the Act’s def�n�t�on of restra�nt (see the sect�on on 
legal def�n�t�ons for expos�t�on of th�s). Gu�dance wr�tten before the Act �s usually 
cons�stent w�th th�s def�n�t�on, and may �ndeed have �nfluenced the draft�ng of the 
Act. Employers, too, have legal respons�b�l�t�es around safety of the workplace.

The RCN gu�dance prov�des some useful case stud�es �n relat�on to restra�nt and 
med�cal treatment, wh�ch �llustrate the �mportance (legal and eth�cal) of mak�ng 
an attempt to �nvolve the person �n dec�s�on mak�ng, for example by prov�d�ng 
�nformat�on and explanat�ons, before tak�ng any act�on to restra�n.

In add�t�on to nat�onal law, Care Homes �n England are also subject to regulat�ons, 
some of wh�ch repeat, or pref�gure, the current law, but that, �n add�t�on, requ�re 
certa�n records to be kept �f a person �s subject to phys�cal restra�nt (these are 
outl�ned �n the CSCI 2007 publ�cat�on, Rights	risks	and	restraints, as descr�bed above).

Other legal requ�rements, �nclud�ng the obl�gat�on to observe the human r�ghts 
of serv�ce users, are, or w�ll be, embod�ed �n Regulat�ons and M�n�mum Standards 
for Care Homes. A paper by Sm�th (2008) d�scusses the relevance of art�cles �n the 
Human R�ghts Act wh�ch relate to: the r�ght to l�fe (art�cle 2), the proh�b�t�on of any 
�nhuman or degrad�ng treatment or pun�shment (art�cle 3), the r�ght to respect for 
pr�vate and fam�ly l�fe, home and correspondence (art�cle 8), and freedom from 
d�scr�m�nat�on (art�cle 14). In part�cular, he po�nts to the fact that Art�cle 3 of th�s 
Act �ncludes anyth�ng wh�ch arouses ‘fear, angu�sh or hum�l�at�on’ under the head�ng 
of degrad�ng treatment, and suggests that �nstances where care workers threaten 
to w�thdraw pr�v�lege from res�dents they f�nd uncooperat�ve m�ght be an example 
of th�s. He also suggests that ser�ous phys�cal restra�nt, or chem�cal restra�nt, 
should be condemned under th�s art�cle. However, apart from the Bournewood 
case, already ment�oned, there �s l�ttle case exper�ence to go on as yet, and �t may 
be that prov�ders who reportedly feel that ex�st�ng arrangements for regulat�on 
already prov�de plenty of protect�on for serv�ce users w�ll be shown to be correct, and 
recourse to th�s law w�ll rarely be necessary.
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Evidence of impact

No stud�es were found that �nvest�gated the �mpact of any of the above restra�nt-
related gu�del�nes on staff att�tudes or pract�ce.
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