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ABSTRACT

Restrictive practices — physical restraint, seclusion, and rapid tranquilisation —
remain prevalent in acute mental health inpatient settings despite compelling evid-
ence of psychological, physical, and relational harm. The Care Quality Commission
(2022) documented 46,654 uses of physical restraint in English mental health ser-
vices in 2021/22, with disproportionate impact on racialised minorities. This report
critically evaluates the consequences of restrictive practices, examines evidence-
based alternatives including the Safewards model (Bowers et al., 2015), de-escala-
tion training (Price et al., 2018), and sensory modulation, and analyses the policy and
legal frameworks governing their use. Grounded in the CHIME personal recovery
framework (Leamy et al., 2011) and trauma-informed care principles (Sweeney et al.,
2018), five recommendations are advanced for reducing restrictive practice use within
a recovery-oriented, least restrictive nursing culture.

| 1. Introduction

The use of restrictive practices in acute mental health inpatient
settings constitutes one of the most ethically contested areas of
contemporary nursing. Restrictive interventions — encompassing
physical restraint, seclusion in a locked room, mechanical re-
straint, and rapid tranquilisation — are employed when acute agit-
ation or aggression is assessed as posing risk of harm to the pa-
tient or others. Yet the evidence base consistently demonstrates
that these interventions carry their own significant physical, psy-
chological, and relational harms (Sailas & Fenton, 2000), and that
their use frequently reflects systemic and organisational factors
as much as individual clinical need (Bowers et al., 2015). For men-
tal health nurses practising at Level 7, the ability to critically ap-
praise this evidence, understand the legal and ethical frameworks
that govern restrictive practice, and champion least restrictive,
recovery-oriented alternatives constitutes a core professional and

leadership competency.

This report critically evaluates the evidence base for restrictive
practices in acute adult mental health nursing, examines least re-
strictive alternatives and their empirical support, analyses relev-
ant policy and legal frameworks, and offers five evidence-based

recommendations for advancing least restrictive, recovery-ori-



ented practice. The CHIME personal recovery framework (Leamy
et al.,, 2011) — identifying Connectedness, Hope, Identity, Mean-
ing, and Empowerment as the five processes of personal recovery
— provides the overarching conceptual orientation, positioning
each clinical decision as an intervention either in support of or in

opposition to a patient's recovery journey.

| 2. Background

The Department of Health (2014) defines restrictive practices as
"interventions used to prevent people who might harm themselves
or others from doing so." They span a spectrum from the least in-
trusive — verbal redirection and environmental adjustment — to
the highly intrusive: physical immobilisation by staff, emergency
pharmacological sedation, and seclusion in a segregated environ-
ment. Intermediate measures include mechanical restraint and
prone restraint, the latter carrying documented mortality risk
(Royal College of Psychiatrists, 2019). Despite the designation of
all these measures as exceptional, the Care Quality Commission
(2022) reported that physical restraint was used 46,654 times
across NHS inpatient mental health services in 2021/22 — a fig-
ure that almost certainly underestimates true prevalence due to

reporting inconsistencies.

The Mental Health Act 1983 (as amended by the Mental Health
Act 2007) provides the primary legal framework authorising de-
tention and compulsory treatment in England and Wales. The
Mental Capacity Act 2005 governs best-interests decision-making
for those lacking capacity. Both statutes operate within the rights-
based framework of the Human Rights Act 1998, which incorpor-
ates Articles 3 (freedom from torture and degrading treatment), 5
(right to liberty), and 8 (right to private life and dignity) of the
European Convention on Human Rights. These provisions create a
clear legal presumption against coercive intervention: any restric-
tion of liberty must be proportionate, necessary, and the least

restrictive option available in the circumstances.



| 3. Evidence: Consequences of Restrictive Practices

The foundational evidence on restrictive practices is sobering.
Sailas and Fenton's (2000) Cochrane systematic review — the first
rigorous synthesis in this domain — found no randomised con-
trolled trial evidence supporting therapeutic benefit from either
seclusion or physical restraint, concluding that these practices
lack a credible evidence base and may function as punitive rather
than therapeutic responses to distress. Two decades of sub-
sequent research has consistently reinforced this finding. The
Royal College of Psychiatrists (2019) acknowledges documented
risks including fractures, asphyxia, cardiac arrest, and death asso-
ciated with physical restraint — with prone (face-down) restraint

carrying particularly elevated mortality risk.

Psychological consequences are equally well evidenced. Wyder et
al. (2013) found that involuntary admission — particularly the ex-
perience of coercive physical intervention — consistently dam-
aged therapeutic relationships, heightened distress and fear, and
significantly diminished engagement with subsequent treatment.
Parti-

cipants across qualitative accounts most frequently identified loss
of control as the most harmful aspect of restrictive intervention, a
finding with particular resonance in the context of trauma preval-
ence among mental health service users. Sweeney et al. (2018) ar-
gue that acute inpatient mental health environments frequently
replicate the relational dynamics of trauma — helplessness, coer-
cion, loss of agency, and unpredictability — in ways that actively
retraumatise patients whose histories include abuse, neglect, or
prior coercive care experiences. Given that trauma prevalence
among adult mental health service users is estimated at 70-80%,
this is not a peripheral concern but a central feature of the

clinical landscape (Sweeney et al., 2018).

The Care Quality Commission (2022) additionally documents a
persistent and troubling racial disparity: patients from Black, Asi-
an, and minority ethnic backgrounds are significantly more likely

to be subjected to restraint, seclusion, and compulsory treatment



than White patients presenting with comparable clinical profiles.
This pattern reflects systemic bias that cannot be accounted for
by clinical variables alone, representing both a patient safety is-
sue and a racial justice imperative requiring urgent address at

ward, organisational, and national levels.

Staff consequences reinforce the case for systemic change.
Duxbury et al. (2019) report elevated rates of staff injury, emo-
tional distress, and moral injury among nursing staff who particip-
ate in physical restraint — with nurses frequently describing re-
straint as ethically troubling and inconsistent with their values as
care professionals. This moral injury, left unaddressed, contrib-
utes to workforce attrition and burnout in an already pressured

mental health nursing workforce.

| 4. Least Restrictive Alternatives: Evidence and Application

The Safewards model (Bowers et al.,, 2015) constitutes the most
rigorously evidenced single intervention package for reducing re-
strictive practice use in acute inpatient settings. The model com-
prises ten nurse-led interventions targeting modifiable conflict
risk factors on acute psychiatric wards (see Table 1). In a cluster
randomised controlled trial across 31 acute psychiatric wards in
England, Safewards produced a 26.4% reduction in conflict events
and a 54% reduction in containment use in intervention wards
compared to controls — effect sizes that are substantial and clin-
ically significant at Level II evidence. Crucially, these improve-
ments were achievable within existing NHS resources, without
additional staffing, through structured training and implementa-
tion support. The Safewards interventions act as a collective clin-
ical and cultural intervention: they signal to patients that the
ward is a place of safety, mutual respect, and shared humanity,

directly addressing the psychosocial antecedents of escalation.



Intervention Key Study Primary Outcome

Safewards Model (10 Bowers et al. Cluster RCT, 31 26.4% | conflict; 54% |
interventions) (2015) wards containment use
De-escalation Training Price et al. RCT, 89 NHS + Staff knowledge,
(2018) wards confidence; | restraint use
Sensory Modulation Stewart et al. Systematic | Seclusion rates; 1 Patient-
(2010) review rated comfort
RESTRAIN YOURSELF Duxbury et al. Pre-post, 5 NHS 55% | physical restraint over
(2019) Trusts 12 months

Table 1. Evidence summary for least restrictive alternatives to physical restraint and seclusion in acute
inpatient mental health nursing. All studies conducted in UK or comparable healthcare systems. RCT =
randomised controlled trial.

De-escalation — the structured use of verbal communication, non-
verbal attunement, and environmental modification to defuse es-
calating distress before physical intervention becomes necessary
— is endorsed as the primary management strategy by NICE
(2015) guideline NG10. Price et al.'s (2018) RCT demonstrated
that structured de-escalation training across 89 NHS mental
health wards significantly improved staff knowledge, confidence,
and technique, with downstream reductions in restraint use. The
evidence supports training that includes deliberate practice, simu-

lation, and reflective debrief as superior to didactic-only formats.

Sensory modulation approaches — sensory rooms equipped with
calming stimuli, weighted blankets, calming music, and occupa-
tional therapy input — have demonstrated effectiveness in redu-
cing agitation and seclusion use (Stewart et al.,, 2010), and are
now recommended as a standard facility in acute inpatient set-
tings by the Royal College of Psychiatrists (2019). The RESTRAIN
YOURSELF programme (Duxbury et al., 2019), combining organ-
isational leadership engagement, staff training, policy reform, and
incident audit across five NHS trusts, achieved a 55% reduction in
physical restraint over 12 months — demonstrating that meaning-
ful change requires system-level intervention, not only individual
nurse behaviour. Figure 1 situates these approaches within a

hierarchy of least-to-most restrictive responses.



LAST RESORT

® PHYSICAL RESTRAINT / SECLUSION

Last resort only — documented, reviewed, time-limited

PID TRANQUILISATION (IM) — Emergency pharmacological sedg
Only when levels 1-3 have failed or harm is imminent

SORY MODULATION / ORAL PRN — Sensory room, weighted blankets, oral medi|
To be offered before pharmacological / physical intervention

@ DE-ESCALATION — Verbal communication, positive engagement, calm-down methods
NICE NG10 (2015) recommended first-line response to agitation

@® PREVENTION — Therapeutic milieu, Safewards, sensory environment, therapeutic relationships
Most preferred - Addresses conflict antecedents before escalation occurs

Figure 1. Hierarchy of least-to-most restrictive responses to agitation and conflict in acute
inpatient mental health settings. Adapted from Department of Health (2014), NICE (2015), and
Duxbury et al. (2019). All interventions beyond Level 1 require clinical justification,
documentation, and post-incident review.

| 5. Policy and Legal Framework

The policy landscape unambiguously endorses least restrictive
practice as a core principle. The Department of Health's (2014)
Positive and Proactive Care guidance mandated that all NHS men-
tal health providers implement restraint reduction strategies, re-
port data on restrictive intervention use, and work towards cul-
tures of positive behaviour support. The NHS England (2019)
Mental Health Implementation Plan identifies reduction in re-
strictive practices as a key quality indicator for the transformation

of inpatient services over its five-year planning horizon.

The Royal College of Psychiatrists (2019) National Minimum
Standards for inpatient services require that all mental health
units maintain restraint reduction policies, train staff in de-escala-
tion to a standardised competency framework, and provide access
to sensory modulation facilities. The NMC Code (NMC, 2018) fur-
ther requires that nurses respect patient autonomy, prioritise per-
son-centred care, use the least restrictive means available, and
challenge practice that does not meet safety and professional
standards — professional obligations that are directly engaged in

every decision about restrictive intervention.



| 6. Implications for Mental Health Nursing Practice

Recovery-oriented mental health nursing requires a fundamental
reorientation — from a risk-management, containment-centred
paradigm to one grounded in therapeutic alliance, self-determina-
tion, and psychological safety. Leamy et al.'s (2011) CHIME
framework provides a clinically actionable structure for this reori-
entation: every clinical interaction — including decisions about re-
strictive practice — either advances or erodes a patient's Connec-
tedness (to staff, peers, and community), Hope (for a better fu-
ture), Identity (as a person beyond their diagnosis), Meaning (in
their experience), and Empowerment (in their recovery). Unneces-
sary or disproportionate restrictive intervention undermines all
five CHIME processes simultaneously and may entrench the very

distress and distrust it aims to contain.

Mental health nurses at Level 7 are positioned not only as skilled
clinicians but as transformational leaders with responsibility for
the practice culture of their teams and the quality of care experi-
enced by patients on their wards. This requires the moral courage
to challenge institutional norms that normalise restrictive prac-
tices; the analytical competence to lead clinical audit of restrictive
intervention data and use findings for quality improvement; and
the relational skill to facilitate reflective practice, clinical supervi-
sion, and team-based learning about the ethical complexity of in-
patient mental health work. Slade (2009) argues that recovery-ori-
ented practice is not a programme to be implemented but a set of
values to be enacted — values that require consistent, visible
leadership at individual, team, and organisational levels to embed

durably in ward culture.

| 7. Recommendations

Implement the Safewards model across all acute adult mental health wards, with
structured staff training, implementation fidelity monitoring, and regular team review
of conflict and containment data against pre-implementation baselines.



a Embed de-escalation training as a mandatory, simulation-based annual
competency for all inpatient nursing staff, supplemented by quarterly reflective
debrief linked to real incident review.

e Provide sensory modulation facilities — including sensory rooms, weighted
blankets, and noise-reduction resources — as standard across all NHS acute
inpatient mental health environments, with occupational therapy-led staff training in
their therapeutic use.

0 Implement trauma-informed care frameworks across inpatient settings, including
staff training, environmental redesign, and care planning processes that routinely
assess and respond to trauma histories in partnership with service users.

e Adopt transparent restrictive intervention reporting — including disaggregation
by ethnicity — within all trust governance structures, with reduction targets set
annually and progress reviewed by patient safety boards with service user
representation.

| 8. Conclusion

This report has demonstrated that restrictive practices in acute
mental health inpatient settings carry well-documented risks of
physical harm, psychological retraumatisation, and relational
damage — with consequences that are disproportionately borne
by already marginalised patient groups. The evidence base for
least restrictive alternatives — Safewards, de-escalation, sensory
modulation, and systemic restraint reduction programmes — is ro-
bust, practical, and applicable within existing NHS resources. Re-
covery-oriented nursing, anchored in the CHIME framework and
trauma-informed values, provides the conceptual foundation from
which meaningful cultural change in inpatient settings can be ad-

vanced.

Mental health nursing at Level 7 demands the integration of crit-
ical evidence appraisal, ethical reasoning, policy literacy, and
transformational leadership. The challenge is not solely to avoid
restrictive practices in individual encounters but to create the
ward cultures, organisational structures, and professional values
that render them genuinely exceptional — interventions of abso-
lute last resort rather than routine responses to the ordinary dis-

tress of people in crisis. The recommendations advanced in this
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report offer a structured, evidence-based pathway towards that

goal.
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