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Is it time for international guidelines on physical restraint in 
psychiatric patients?
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Introduction 

The ethical and legal issues concerning Involuntary 
Health Treatment (IHT) for psychiatric treatment are well 
described in European studies (1,2). 

The freedom-restraining measures used during involun-
tary medical treatment are highly criticized in the medical 
community (3). The main critics are directed especially to 
“physical” restraint that may result in severe complications 
for the patient. Physical restraint techniques are currently 
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largely used worldwide in Psychiatry, albeit with conside-
rable differences in duration and frequency (4,5).  

In the Italian jurisdiction, the consent of the patient is 
required in order to make the restrains legally possible (6). 
The use of restraints against the patient’s will can be consi-
dered a serious intrusion of basic human rights and even an 
act of violence against the patient. However, in situation of 
effective necessity, restraint without explicit consent may 
occur (7). 

In these cases, in Italy, IHT is ordered by the mayor or by 
a delegate and it is authorized by the tutelary judge who is 
entrusted with the jurisdictional safeguard of such treatment. 
Involuntary treatment can be done in the General Hospital 
Psychiatric Stations and also in the Mental Health Centres. 
The maximum duration of a standard IHT is 7 days, unless 
the mental capacity of the patient is restored. In these cases, 
the physician may interrupt the IHT after specific request 
by the patient. Conversely, an IHT may exceed 7 days, and 
in these cases as well as in cases of further extensions, the 
psychiatrist must follow the above-mentioned procedure 
(mayor + judge) and give a written explanation for any 
such extension.

In all cases, the restraint should not lead to injuries or 
damage to the patient’s health and should be implemented 
with respect of human rights and dignity (8,9,10). Generally, 
the use of restraint should be considered as a last resource, 
when all the other methods have failed. Since it represents 
the principal freedom-limitation measure, it should be con-
stantly monitored by physicians who apply these methods.

Case presentation

We present a case of a 58 years-old white male, affec-
ted by chronic schizoaffective disorder and cannabinoid 
dependence, who was under involuntary medical treatment 
as a consequence of antisocial behavior. During the IHC he 
suffered firstly a pharmacological restraint and then a phy-
sical restraint in order to suppress a slight state of agitation. 
The mechanism of physical restraint concerned the use of 
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bed-sealed straps and belts that blocked the patient’s wrists 
and ankles. During the physical restraint the patient tried 
several times to get free, removing medical infusion drip 
and urinary catheter. The medical devices were repositioned 
by physicians several times, and a periodic control of the 
straps and belts was performed too. Approximately 2000 cc 
of intravenous glucose and saline solution were administered 
to the patient in three days of hospitalization: three 500 cc 
of saline solution and one 500 cc of intravenous glucose, 
resulting in progressive dehydration, breathing problems 
and deterioration of health conditions. In addition, despite 
the high ambient temperature (since it happened in August), 
the patient’s room was devoid of air conditioning system, 
resulting in a serious threat to the patient’s health. The patient 
was completely blocked to the bed for more than 80 hours 
and died after three days of hospitalization. At the external 
examination, on the body multiple widespread bruises and 
abrasions were present, especially on the wrists and the 
ankles as result of the long-term mechanical restrains. At the 
autopsy, no injuries were present. The death was due to an 
electrolytical imbalance caused by an extreme dehydration, 
which led to a fatal cardiac arrhythmia. Sudden deaths in 
psychiatric patients are described in literature (11,12,13), 
but no suggestive features were found in our case.

A full video recorded by a security camera placed inside 
the patient’s room for the entire period of the hospitaliza-
tion is available online on several Italian National news 
channels, showing the complete neglect of medical care of 
the patient.

Discussion

The case we reported represents a unique case of restrain 
related death. The peculiarity of the case is the extreme 
duration of the physical restraint suffered by the patient, far 
greater than the national and international average. In our 
case, the duration of the restrains was of 84 hours, which 
appears to be the longest restraint period ever reported in 
the literature. 

Severe injuries and even death may be caused by physical 
restrains (14,15), usually due to deep venous thrombosis 
resulting in pulmonary embolisms (16) as consequence of 
long-term immobilization. Direct injuries from physical re-
strain are usually due to the action of the not properly secured 
straps, that lead to abrasions, bruising, hematomas, ischemic 
injuries, and nervous system injuries (e.g. brachial plexus). 
Less commonly, death occurs due to chest compression or 
strangulation by straps or belts badly positioned (17,18). 
Severe injuries and fatal events occur also when the straps 
and belts are correctly secured. In these cases, injuries result 
from fall or blunt trauma as consequence of release from 
restraints, and inappropriate monitoring of the patient by 
doctors is the main problem. Moreover, psycho-emotional 
stress from an involuntary restrains may arise, resulting in 
severe impact on the patient’s social life, and even increasing 
the risk of a post-traumatic stress disorder (19). 

No guidelines about restraint of psychiatric patients are 
currently available, but local recommendations advise to use 
it only in exceptional cases, advising physicians to firstly use 
the less restrictive alternatives (20,21). The criteria for using 

involuntary treatment are well described in the White Paper 
of the Council of Europe. This Recommendation  identifies 
criteria for involuntary treatment (e.g. the person’s behavior 
must represent a significant risk of harm to him/herself or to 
others; the treatment should include a therapeutic purpose; 
no less restrictive therapeutic alternatives are available; the 
person’s opinion has been taken into consideration, etc.), for 
administering such treatment (e.g. the treatment should be 
proportionate to the person’s state of health; it should form 
part of a written protocol; it should be documented; it should 
aim to enable earliest standard treatment of the patient; etc.) 
and the rights that must be guaranteed (e.g. provision of 
information to the person and to his/her legal representati-
ve, right to communication and visits, etc.) (22). However, 
despite these recommendations, the decision concerning 
the Involuntary Health Treatment is left to individual care 
institutions and the reaction of society to the needs of the 
mentally ill remains at best grudging and inadequate and is 
often abusive and humiliating. 

An interesting reduction of 50% of the restrain episo-
des in the US was observed between 1999 and 2002, after 
the implementation of the rules issued by the Health Care 
Financing Administration (HCFA). These rules require that 
a physician or a licensed independent practitioner makes a 
face-to-face assessment of a patient within one hour of the 
initiation of restraint or reclusion (23).

 

Conclusions

Currently, the use of physical restraint may lead to an 
abuse of these mechanical methods by doctors or, converse-
ly, to a carelessness of the health conditions of the patient. 
Guidelines should concern the health care of the patient, 
with special regard to the duration of the restrains and to 
the effective necessity of these methods, in order to prevent 
undesirable consequences for the patient. It’s time to esta-
blish specific rules to prevent abuse of restraint techniques 
and even to help physicians to treat psychiatric patients. 
In our case the fatal event could have been prevented by 
an appropriate medical conduct based on the fundamental 
ethical rules and the respect of human rights. 
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