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Editorial: Fit to be Tied

constructed building, with a sufficient number of suitable 
attendants, restraint is never necessary, never justifiable, 
and always injurious, in all cases of lunacy whatever” (5). 
Since then the issue has periodically risen to the aware-
ness of the general public, and engendered discussions 
amongst practitioners. 

Our local legal sources are laconic in this area. The 
1991 Israeli Mental Health Act, 34:b, states that a hospi-
talized psychiatric patient may be secluded or restrained 
“only to the extent necessary for purposes of medical care 
or to prevent a danger to oneself or to others” (6). The law 
does not direct that the least coercive form of restraint be 
used, nor does the law specify what measures be taken 
to seek less harsh alternatives for controlling the patient, 
though these would presumably be mandated by the 
Patients’ Rights Law of 1996.

This issue of the Israel Journal of Psychiatry features 
an article which turns a spotlight on this dark area of the 
psychiatric hospital experience. Vishnvetsky and col-
leagues (7) asked hospitalized adolescents whether they 
would prefer to be secluded, meaning locked in a room, 
or restrained, meaning tied to a bed. Unsurprisingly, 
most preferred the former, which was also reported to 
produce less anger and shame.

The authors are to be commended for investigating 
this difficult area. Still, one wonders what the results 
would have been had the respondents been able not 
only to compare seclusion and restraint with each 
other, but with neither as well. Qualitative approaches 
to research in this area have revealed that patients con-
sider physical restraints to be demeaning and stigmatiz-
ing, and a form of punishment rather than therapy (8).

We still have little knowledge about the extent and 
effectiveness of physical restraints. Only two countries, 
Norway and Finland, bother to maintain a registry of 
restraints (9). The others do not have clear records of 
how often and under which circumstances restraints are 
used. Israel is not alone in this unhappy situation.

A 2000 Cochrane review yielded no careful research 
about the benefits and effects of restraints (10). Subsequent 
reports and research have been meager and produced 
mixed results. In some places, like the state of Pennsylvania 
in the United States, the practice has been virtually elimi-
nated (11), with an unanticipated reduction in the use of 
medication (12). In the Netherlands, on the other hand, an 

The psychiatric inpatient unit is generally not a place 
one would choose to spend time. For people struggling 
with severe emotional distress or cognitive aberra-
tions, admission to the psychiatric ward may need to 
take place against their will. The reasons for this are not 
hard to fathom. Many psychiatric institutions feature 
inpatient units that are understaffed, offer too few thera-
peutic activities, and provide an atmosphere where the 
threat of coercion is ever present. Over half a century 
after Erving Goffman (1) described a total institution 
as a place where the lives of people interned therein 
are fully controlled by the administering staff, many 
psychiatric wards continue to fit the description. This 
can lead to a deep sense of disempowerment and self-
stigmatization which can haunt the patient long after 
his release and hamper subsequent efforts to seek care 
and achieve rehabilitation or even recovery (2).

The potential of the psychiatric institution’s control 
over people confined within its walls is exemplified by 
its legal right to lock someone in a room (seclusion) or 
even to tie her or him to a bed (restraint). To work in 
such a ward and to speak with its inmates is to realize 
that the availability of this “treatment” option, even when 
not applied, presents an ever-present threat, which staff 
may permit themselves to express in their efforts to instill 
compliance (“stop that or we’ll put you in seclusion!”). 
The adverse effects of physical restraints range from stig-
matization and post-traumatic stress disorder to physical 
injury and, on rare occasion, death (3).

Various methods for restraining those perceived as 
mentally aberrant have been employed for thousands 
of years; indeed, restraints may be the single constant, 
unvarying feature of psychiatric “treatment” throughout 
history. The prophet Jeremiah, whose diatribes were not 
appreciated by the powers that be and led to his own 
incarceration, records government policy towards the 
insane as follows: “For every man that is mad, and acts 
the prophet, that thou shouldst put him in the stocks, 
and in the collar” (Jeremiah 29:26) (4).

Some date the start of psychiatry as a separate specialty 
to Philippe Pinel’s liberation of inmates from restraints in 
1793. In the United States, in 1838, Robert Gardener Hill, 
a proponent of moral therapy, proudly announced that 
in his asylum he had succeeded in eliminating all coer-
cive measures. He further declared that “in a properly 
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ambitious program failed to meet the modest goal of a 10% 
reduction in physical restraints (13).

Restraints , of course, can take many forms besides 
shackles and barricaded doors, prominent amongst them 
today  the chemical restraints (i.e. neuroleptic medica-
tion), which can also be perceived as more efficient 
and less labor-intensive than alternatives.  Yet chemical 
restraints are not necessarily morally or therapeutically 
superior to physical restraints, and are considered by 
some to be more invasive and degrading (9). (Personally, 
I have left instructions with the staff in my department 
that were it ever to come to that, I would prefer that they 
tie me down rather than come at me with a haloperidol-
filled syringe). 

Through all this uncertainty, a consensus emerges 
from efforts to reduce the use of restraints that it requires 
personnel (14), and they need to be motivated and well 
trained to identify and defuse incipient sources of tension 
before they turn violent. The prevention of overcrowding 
and the provision of private space are also helpful (15).

The person pinned down to a bed in a psychiatric 
hospital is the outcome of a long and complex chain of 
causality, of which his aggression is only one link. To see 
only that patient’s aggression is to willfully use tunnel 
vision. Before that comes an understaffed, undertrained 
department. And long before that come bureaucratic 
decisions about what the staffing needs are for inpatient 
departments, with the concomitant funding, which falls 
deplorably short of what would be necessary to produce 
an environment which respects human rights and dignity.

To better understand this complex situation, the 
Ministry of Health would be well advised, as a first step, 
to establish a registry which would record the use of 
physical restraints. For every such incident, data would 
be provided about the demographics, diagnosis, cause 
for restraint, form of restraint, duration of restraint, con-
comitant medication, number of patients present in the 
unit, number of staff on duty, and their level of training. 
This initiative, which might in itself lead to a reduction in 
the use of physical restraints, would also reveal disparities 
between institutions, which might provide clues about 
how some manage to use these measures less frequently. 
Subsequently, it would be possible to gauge the effect of 
initiatives to reduce the use of physical restraints.

It is disheartening to see how little things have 
changed. While Robert Gardener Hill, the progressive 
19th century reformer referred to earlier, trumpeted his 
accomplishments in eliminating coercive practices in his 
asylum, a contemporary visitor was less sanguine, and 

wrote why he doubted the program which succeeded in 
Hill’s asylum would be adopted elsewhere: 

…for not only must the premises be enlarged in 
consequence, and much of the interior localities 
altered; but the number of keepers must be aug-
mented, and all of them must be better paid, in order 
that they may be obtained from among a far better 
class of people than that which has hitherto supplied 
this order of attendants in a lunatic asylum (16).

One would hope that almost two centuries later, we 
have progressed far enough to provide the means to 
treat without the resort to violence.
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