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SUMMARY

Introduction Attitude about physical restriction has been changing through history. It has always been
multidimensional approach, including ethic, medical and judicial aspect.

Objective The main aim was establishing distribution of physical restrictions of patients for the follow-
ing years: 2006/07, 2007/08, 2008/09, 2009/10 and 2010/11.

Methods The research included patients that were hospitalized in the Special Hospital for Psychiatric
Disorders “Dr. Laza Lazarevic¢” in Belgrade from June 1, 2006 to June 1, 2011. Retrospective review of ill-
ness history of hospitalized female patients was done (350 in total) and records were formed containing
data on physically restrained patients.

Results The largest number of referral diagnoses belonged to groups F20, F23 and F29; it was established
that the number of physical restrictions was associated with referral diagnoses on the level of highly
statistically significant difference (p<0.001). The average number of restrainees per hospitalized patient
which was growing in the studied period, which was also shown by the trend line (y=0.5x+1.06; R*=0.7242).
Conclusion Physical restrictions of psychiatric patients must backed up by benevolence, and it is not by
any means the doctor’s arbitrariness, which is strongly criticized and represents breach of ethical norms,
human rights and the rights of the patient as guaranteed by law. This topic, which, indeed, refers to
modern psychiatry, deserves more attention by public discussions, as well as by legislative regulations.
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INTRODUCTION

Attitude about physical restriction has been
changing throughout history. It has always been
multidimensional including ethic, medical and
judicial aspect, as well as unavoidable attitude
of the community and individuals.

Asklepiad, in the first century has advo-
cated that the attitude toward mentally ill pa-
tients should change and that human methods
should be employed [1, 2]. During that time
three mental illnesses were recognized: mania,
melancholy and febrile delirium, also known
as phrenitis. In the 2nd century Galen and his
contemporary, Areateus, engaged in questions
of the mind trying to give those illnesses a sci-
entific dimension too [3, 4].

The name Paracelzus is significant for the
history of psychiatry and for the topic presented
in this paper; he was the last remarkable medi-
eval doctor and the first modern doctor (16"
century) who has claimed that mental illnesses
are “natural illnesses” and that they do not have
anything to do with devils, but that they are a
consequence of chemical disorders [5]. The end
of the 18" century brought a modern era that
starts with humane reform of Philippe Pinel,

who in 1793 freed all mentally ill patients of
chains in which they were bound in the Bicetre
hospital [6]. Some of them were bound up to
30 years. Fricke in Germany and William Tuke
in England followed his example. At that time,
in 1801 it was recognized that a mental illness
involved a number of factors, from hereditary,
social to biological.

The period of abolishment of bounding is
connected with the work of Gardener Hill,
whose involvement contributes to mechanical
restriction became rarely employed, but this
does not mean that the patients were com-
pletely freed of every mechanical restriction
[7]. In Broiler’s time physical restriction was
done using wet sheets and it was limited to half
an hour [8].

Physical restriction exists today in modern
urgent psychiatry, but this topic is intentionally
or unintentionally avoided at scientific meet-
ings and discussions. In the attempt to find the
literature or any other document that could
explain this practice we can only come across
negative connotations and attempts claiming
that this act falls under the doctor’s own will.
National strategy for mental illnesses is being
prepared for proposing a bill on the right pro-
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tection of person with mental disabilities [9]. This paper is
an attempt to enlighten this topic and to show that physical
restrictions do exist in urgent psychiatry.

Physical restriction and any manual method involves
the use of physical or mechanical resources, materials or
equipment which paralyses or lessens patients’ ability to
freely move their arms, legs, or whole body [10].

In some countries physical restriction is seen as a part
of treatment, but modern psychiatry considers that it is
certainly not so. This is an intervention in behaviour con-
trol when the patient is in immediate danger of harming
himself and others [11, 12, 13].

At the plenary meeting of the United Nations held in
1991 the Principle 11 was adopted stating that the physical
restriction or enclosure of patients is not allowed to be used
unless in accordance with formally established procedures
of mental institutions and just if it is the only available way
to prevent an immediate or subsequent damage to the pa-
tient or others. These measures ought not to be prolonged
after the period that is strictly necessary for this purpose.
All the cases of physical restriction or involuntary enclo-
sure, reasons for that and their nature and extent must be
recorded into the patient’s medical records. The patient
who is physically restrained or enclosed must be kept under
human conditions and under the care of regular supervi-
sion of qualified members of stuff. Personal representative
if he exists and if relevant, should be urgently informed on
any restrain or enclosure of the patient [14].

With reference to this declaration we can see that this
treatment is officially regulated. In the Helsinki declaration
from 1964 it is stated that doctors must have freedom in
using diagnostic and therapeutic measures only if, to their
opinion, this could provide hope for survival, cure or al-
leviation of pain, as well as that every treatment must be
done for the sake of the patient [15].

Physical restriction can be instructed only by a doctor;
some of the most common indications are: 1) endanger-
ing the person’s or other persons’ lives; 2) minimization
of agitation until the first effects of applied therapy can be
seen; 3) resistance to psychopharmaceuticals combined
with creating problems for themselves or the environment;
4) serious cognitive deficit (dementia); 5) prevention of fall;
6) applying i.v. therapy in extremely agitated patients; and
7) unresponsive to verbal warning and inability to account
for or change the existing therapy for whatever reason.

Physical restriction in urgent psychiatry is limited to
two hours in continuity. After that period there must be
at least 15 minutes during which the patient has to be

Table 1. Sample distribution by years, physical restraint and hospitalization

free. During the period of restriction vital signs need to
be checked every 15 minutes, and if required by the condi-
tion of the patient, even more often. It is necessary to take
care of physiological needs of the patient, as well as a special
physical state that this kind of treatment can cause. If the
treatment is incorrectly conducted there are consequences
that may arise [16].

OBJECTIVE

The aims of the study were: 1) establishing distribution
of physical restrictions of patients for the years 2006/07,
2007/08,2008/09, 2009/10 and 2010/11, and 2) establishing
weather there is a connection between the number of physi-
cal restrictions of patients and number of hospitalizations,
referral diagnosis, discharge diagnosis and patients’ age.

METHODS

The research included patients hospitalized at the Spe-
cial Hospital for Mental Disorders “Dr. Laza Lazarevi¢” in
Belgrade from June 1, 2006 to June 1, 2011. Retrospective
review of illness history of the hospitalized female patients
was done (350 in total) and data were recorded about physi-
cally status of the restrained patients, according to which
a database was formed in Microsoft Excel-Windows 2007.
Then the database was imported into SPSS 12.0, where the
data were statistically processed. Microsoft Excel 2007 was
used for graphic display.

For the analysis of the obtained data descriptive statistic
methods were used, and for testing of the difference, x*-test
contingency tables and coefficient of association between
the two categories.

RESULTS

A sample encompassed 350 patients; according to years the
sample number was not uniform: the largest (88) was in
2006/7 and the smallest (49) in 2010/11. The average age of
the patients was uniform, total average age being 40 years
and 5 months. The number of hospitalizations observed
according to ages was quite uniform (except in 2007/08
when the smallest was 293, and in 2009/10 when the larg-
est was 330); the absolute number of physical restrains
in the observed age groups increased in the first year of

earsof N;;gigt;;gf Avi;aegfs)age SE Physical restraint (n) | Average ggpggg;gi Hospitalization (n)
2006/07 88 42.20 1.48 153 (18.0%) 1.7 305 (19.7%)
2007/08 57 39.09 1.57 133 (15.7%) 24 293 (18.9%)
2008/09 78 41.38 1.33 155 (18.2%) 2.0 302 (19.5%)
2009/10 78 40.76 1.47 205 (24.2%) 2.6 330(21.3%)
2010/11 49 39.14 1.77 203 (23.9%) 4.1 318 (20.6%)

Total 350 40.51 1.52 849 (100.0%) 24 1548 (100.0%)

SE - standard error; n - number of patients



Srp Arh Celok Lek. 2011;139(Suppl 1):65-71

observation, as well as the average of physical restrictions
per patient (from 1.7 in the first year of observation to 4.1
in the last year of observation), which can be related to
better records, i.e. when every order for physical restriction
was disrupted after 15 minutes, and repeated restrain was
recorded as the next started physical restriction (Table 1).

On Graph 1 shows the distribution of hospitalizations
and physical restrictions (in percentages), as well as the av-
erage number of retrainees per hospitalized patient which
was increasing in the studied periods, as also shown by
trend line (y=0.5x+1.06; R*=0.7242).

Graph 2 also shows the distribution of hospitalizations
and physical restrictions, but in absolute numbers, were the
trend line of trend of physical restrictions (y=17.2x+118.2;
R?=0.7049) also shows also the increasing number of physi-
cal restrictions.

The most common referral diagnoses in physically re-
stricted patients, observed by years are schizophrenia, acute
and transitory psychotic disorder, unspecified nonorganic
psychoses and bypolar disorder; other diagnoses are rep-
resented by lower percentages. Graphs 3-7 show referral

diagnoses according to years, and diagnoses represented
by lower percentage.

In order to determine in which cases there is a statisti-
cally significant deviation of frequency distribution that
we expect, referral diagnoses, discharge diagnoses and age
for every year of observation was recorded.

Year 2006/07

The number of hospitalizations: association was not ac-
quired, in other words the number of restrictions does
not correlate with the number of hospitalizations, there-
fore does not have statistical significance (x*=14.8; df=18;
p=0.677).

Referral diagnoses (the largest number of referral di-
agnoses belongs to groups F20, F23 and F29); it was es-
tablished that the number of physical restrictions was
associated with referral diagnoses on the level of highly sta-
tistically significant difference (x*=117.5; df=66; p=0.000;
p<0.001); or since value of the coefficient of correlation
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Graph 1. Distribution of hospitalizations and physical restraint (%) and average of physical restraint per patient
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is very high (p=0.751; p=0.000) it can be concluded that
there is a very close dependence between the linear form
of physical restrictions of patients and referral diagnosis.

Discharge diagnoses (the largest number of discharged
diagnoses belongs to groups F20, F23, F29) are also associ-
ated with the number of physical restrictions on the level of
highly statistically significant difference (x>=119.3; df=78;
p=0,000; p<0,001).

Age: there was no established association, i.e. there is no
statistical significance (y*=214.4; df=240; p=0.882; p>0.05).

Year 2007/08

The number of hospitalizations: there was no established
association, i.e. the number of physical restrictions asso-
ciation was not acquired, in other words the number of
restrictions did not correlate with the number of hospitali-
zations, therefore does not have a statistical significance
(x?=20.7; df=18; p=0.296).

Referral diagnoses (the largest number of referral di-
agnoses belongs to groups F20, F23 and F29); it was es-
tablished that the number of physical restrictions was
associated with referral diagnoses on the level of highly sta-
tistically significant difference (x*=120,5; df=86; p=0.000;
p<0.001); or since the value of the coefficient of correlation
is very high (p=0.436; p=0.001) it can be concluded that
there is a very close dependence between the linear form of
the physical restrictions of patients and referral diagnosis.

Discharge diagnoses (the largest number of discharged
diagnoses belongs to groups F20, F23, F29) are also associ-
ated with the number of physical restrictions on the level of
highly statistically significant difference (x>=115,3; df=78;
p=0,000; p<0,001).

Age: there was no established association, i.e. there is no
statistical significance (x*=201.4; df=198; p=0.418; p>0.05).

Year 2008/09

The number of hospitalizations: association was not ac-
quired, i.e. the number of restrictions does not correlate
with the number of hospitalizations, therefore does not
have a statistical significance (x*=17.7; df=18; p=0.477).
Referral diagnoses (the largest number of referral di-
agnoses belongs to groups F23, F29 and F31); it was es-
tablished that the number of physical restrictions was
associated with referral diagnoses on the level of highly
statistically significant difference (x*=39.9; df=60; p=0.978;
p>0.05); or since the value of the coefficient of correlation
is very high (p=0.022; p=0.852) it can be concluded that
there is a very close dependence between the linear form
of physical restrictions of patients and referral diagnosis.

(Diagnosis F78 and F84 1.8% each)
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Graph 4. Distribution of diagnosis — year 2007/08 (%)
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Discharge diagnoses (the largest number of discharged
diagnoses belongs to groups F20, F23, F31) are also as-
sociated with the number of physical restrictions on the
level of highly statistically significant difference (x*=70.5;
df=78; p=0.713; p>0.05).

Age: there was no established association, i.e. there is no
statistical significance (x*=239.3; df=216; p=0.132; p>0.05).

Year 2009/10

Then number of hospitalizations: association was not ac-
quired, i.e. the number of restrictions does not correlate

(Diagnosis: F06=2.6%; FO7 and F11, 1.3% each; F19=2.6%; F32=5.2%;
F33=2.6%; F60=2.6%; F61, F66, F70 and F84, 1.3% each)
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Graph 6. Distribution of diagnosis — year 2009/10 (%)
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Graph 7. Distribution of diagnosis — year 2010/11 (%)

with the number of hospitalizations, therefore does not
have statistical significance (x’=20.4; df=24; p=0.674).

Referral diagnoses (the largest number of referral diag-
noses belongs to groups F20, F23 and F29): it was estab-
lished the that number of physical restrictions is associated
with referral diagnoses on the level of highly statistical
significant difference (x’=181.2; df=128; p=0.000; p<0.001);
or since value of the coefficient of correlation is very high
(p=0.375; p=0.001) it can be concluded that there is a very
close dependence between the linear form of physical re-
strictions of patients and referral diagnosis.

Discharge diagnoses (the largest number of discharged
diagnoses belongs to groups F20, F22, F29) are also as-
sociated with the number of physical restrictions on the
level of highly statistically significant difference (x>=185.1;
df=136; p=0.003; p<0.01).

Age: there was no established association, in other
words there is no statistical significance (x’=382.2; df=312;
p=0.004; p<0.01).

Year 2010/11

The number of hospitalizations: association was not ac-
quired, i.e. the number of restrictions does not correlate
with the number of hospitalizations, therefore it does not
have statistical significance (x’=27.8; df=27; p=0.420).

Referral diagnoses (the largest number of referral diag-
noses belongs to groups F20, F23 and F29): it was estab-
lished that the number of physical restrictions is associated
with referral diagnoses on the level of highly statistically
significant difference (x’=89.5; df=81; p=0.242; p>0.05);
or since value of the coefficient of correlation is very high
(p=0.174; p=0.233) it can be concluded that there is a very
close dependence between the linear form of physical re-
strictions of patients and referral diagnosis.

Discharge diagnoses (the largest number of discharged
diagnoses belongs to groups F20, F23, F29, F31) are also
associated with the number of physical restrictions on the
level of highly statistically significant difference (x>=120.2;
df=99; p=0.072; p<0.05).

Age: there was no established association, in other
words there is no statistical significance (x’=238.6; df=279;
p=0.962; p>0.05).

% % %

Generally observing the number of physical restrictions
is in correlation with referral and discharge diagnoses,
while the correlation between the number of restrictions
and the number of hospitalizations, as well as the number
of restrictions and the age of patients, does not exist. The
correlation with diagnoses is significant because the most
common diagnostic categories are only those in which dif-
ficult behavioural control is expected. This is assumed to
be the reason why a statistically significant difference was
not established in the year in which there was the bipolar
disorder instead of schizophrenia (difficult behavioural
control is rare in depressive phase of bipolar disorder).
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DISCUSSION

The main objective of this study was to determine the dis-
tribution of physical restraint of patients during the five-
year period, 2006-2011. Secondary, we tried to determine
whether there was a correlation between the number of
physical restraint of patients and the number of hospitali-
zations, referral diagnosis, discharge diagnosis and age. In
some countries, physical restraint is seen as a sole treatment,
but the trends in modern psychiatry indicate that it is only
one aspect of psychiatric treatment; the interventions to
control behaviour when the patient is in immediate danger
hurting himself and others [11, 12, 13]. According to our
sources, there are no published papers on the subject of
physical restraint either in our country or worldwide. For
this reason as a source of data in the context of comparison
and expectations of specific results, we used textbooks that
are available to the general psychiatry [1, 18, 19]. We are
witnesses that only the negative connotations of physical
restraint can be found, and attempts to bring such action in
connection with the demonstration of force and arbitrary
power [20, 21]. Our results regarding the frequency of cer-
tain diagnostic categories distinguished group spectrum of
psychosis (60%), and the spectrum being predominated by
acute psychotic reaction (19%), schizophrenia (16%) and
unspecified psychosis (24%). According to the literature,
these results are consistent with expectations [16-19, 22, 23,
24]. In the third year of observation 2008/2009 the most
prominent diagnosis was bipolar disorder and there was no
statistical significance compared to the number of physical
restraint that can be explained by the emergence of depres-
sive episode within the same which was not associated with
psychomotor agitation. In the fourth year of observation
2009/2010 the most prominent diagnosis is unspecified psy-
chosis rating 35% and the difference in comparison to other
diagnosis was statistically significant (p<0.05). A possible
explanation of this result lies in the fact that psychiatrists
are more likely to opt for a more general type of diagnosis,
according to the official doctrine of the treatment protocol.
Certainly, it is necessary to distance oneself from the gen-
eralized interpretation of the results, and future research
would be valuable in the context of testing the hypothesis
that this finding could affect the diagnosis of the problem
of stigmatization that F20 can carry with it. The results of
treating the average number of physical restraint of the pa-
tient increased (from 1.7 to 4.1), and one of the hypothetical
explanation would be that these findings related to federal
regulations, better defined and more frequent reference to
the rights of patients who were confirmed by law [23, 24].
Either the age of the patient or the number of hospitaliza-

tions did not correlate with parameters of the number of
physical restraint which may explain the clinical picture
that is not defined by these parameters [1, 18, 19, 22, 23].

We believe that the potential contribution of this re-
search represents the fact that there was no original works
on this subject. Given the differences in the frequency of
the diagnosis if the observation period we believe that fu-
ture studies encompassing a larger number of participants
and a longer observation period will give consistent data
that could contribute to better understanding of this im-
portant, but in the scientific literature the under-exploited
problem.

Since the association between physical restrictions and
diagnosis is proven, it could be said that this kind of treat-
ment is unavoidable in situations where the threatened
and immediate danger on harming of health and life of
the patient, health worker or a third person, or integrity
of material world has to be prevented. Physical restrictions
of psychiatric patients must have benevolence in the back-
ground, by no means arbitrariness of the doctor, which is
strongly criticized and represents contravention of ethical
norms as well as the human rights and the rights of the
patient which are guaranteed by law. Regarding the muni-
ment mentioned above which dates from 1991, it seems
that this topic has not been thoroughly studied. What can
modern psychiatry do to improve the position of patients
in which physical restriction is needed? Creation of a Clini-
cal Guide on physical restriction, where indications would
be defined, as well as the duration, method and ways of
recording, as well as the conditions.

CONCLUSION

Subsequently, providing care and support to mentally ill
persons is extremely stressful [17]; thus it is suggested: bet-
ter coverage by staff (one nurse per one or two physically
restricted patients aimed at better care); education of staff
on correct implementation of physical restriction; gentle
conduct while performing restriction (empathic approach);
and always having in mind that physical restriction can
cause humiliation and mental pain in an individual.

Wishes promote many questions about economic
aspects and standards of the society, politics, scientific
achievements, attitude of community and individuals con-
nected to this topic, nevertheless one thing is certain: every
physical restriction of the patient must have benevolence
inwrought in the procedure itself. This topic, which indeed
concerns modern psychiatry deserves more space in public
discussions, and therefore in the law.
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Hajuewhe aunjarHose Koa Kojux je notpebHo Pp13nMuKo cnyTaBarwe bonecHuka
C NCcUxXmnjaTpmjckum nopemehajuma — XymaHoCT Ha NpoBepu

MwunyTtuH Henagosuh', Mapuja Katanuh', MupjaHa ToumnoBau-HuHa', BecHa Koctuh', Mupa MepyHuunh’,
Mepuiua CumoHosuh?, Mupocnas Pagomnposuh?, CpeteH BuheHtnh?

'CneuujanHa 6onHMLa 3a ncxujaTpujcke 6onectu ,[p Jlasa Nlasapesuh’, beorpag, Cpbuja;
2MepunumHckm dbakyntet, YHuBep3uteT y MpuwtnHu, Kocoscka Mutposuua, Cpbuja;

SMIHCTUTYT 3a MeHTaNHo 3apasibe, beorpaa, Cpbuja;
“3npaBcTBeHm LeHTap, KocoBcka Mutposuua, Cpbuja;
*Operbetbe ncuxmjatpuje, Onwra 6onHKLa, LWabau, Cpbuja

KPATAK CAQPXA)J

YBopg C1aB 0 dpM3MUKOM CryTaBatby 60NecHVKa C NcuxujaTpuj-
CKMM nopemehajrma Mmerao ce Kpo3 uctopujy. inak, yBek je To
610 BULIEAMMEH3NOHANTHW NPUCTYN KOjU 00y XBaTa eTHYKe, Me-
AVLIMHCKE U CYACKe acrekTe.

LUnm papa Livb papa 6vio je fa ce yTBpAm pacnogena Gpusny-
KOr criyTaBarba 6onecHuKa ¢ ncuxujatpujckum nopemehaju-
Ma 3a rogmHe 2006/07, 2007/08, 2008/09, 2009/10. n 2010/11.
MeTope paga VicTpaxuBame je obyxsaTtuno 350 ocoba Koje
cy 6onHMuKKM neyeHe y CneuwjanHoj 60aHULM 3a NCUXmjaTpuj-
cke 6onectn ,[ip J1aza Jlazapesuh” y beorpagy nsmeby 1. jyHa
2006. 1 1. jyHa 2011. roguHe. YpaheH je peTpocneKTUBHU yBUA
y nctopuje 6onectv 0BUX UCNNTaHKKa, HAKOH Yera Cy Hauukbe-
He GeneLuKe C NofaLMa o HrX0BOM GPU3UYKOM CryTaBatby TO-
Kom 6opaBKa Ha KNMHULM.

PesyntaTtm Hajsehu 6poj fujarHosa nop Kojuma cy 6onecHu-

Uy ynyheHu Ha neuerbe npunagao je rpynama F20, F23 n F29.
YcTaHOB/bEHO je Aa je 6poj PM3NUYKMX OrpaHMyetba NMoBe3aH C
YyNyTHAM AvjarHo3aMa Ha HBOY BMCOKO CTaTUCTUYKIM 3Hauaj-
He pa3nuke (p<0,001). Mpocek cnyTaBara Mo 6onecHrKy no-
BehaBao ce TOKOM rofjuHa, LWTO je NoKasana v NMHUja TpeHaa
(y=0,5x+1,06; R?=0,7242).

3akmyuak Or3mnyko cryTaBare 0coba obonenux op Ncuxm-
jaTpujcknx nopemehaja mopa y cBojoj oCHOBM 6UTK BO6pPOHa-
MepPHO, a HKakKo CaMOBOJba JleKapa, LUTO Ce OLUTPO KPUTHKYje
1 CMaTpa KpLueHhem eTUUYKNX HOPMU, JbyACKMX 1 NpaBa nawm-
jeHaTa Koja cy rapaHToBaHa 3akoHom. OBa TeMa, KOjy npoyyaBa
caBpeMmeHa ncvxujatTpuja, 3aciyxyje BuLLe NPocTopa y jaBHUM
ANCKYCMjama, Kao 1y 3aKOHCKMM perynaTusama.

KmbyuHe peun: $13nuKo cnyTaBarbe; NCMxujaTpujckm Gone-
CHULM; €TUYKe HOpMe



