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Multinational Experiences in Reducing and
Preventing the Use of Restraint and Seclusion

Janice L. LeBel, PhD, ABPP; Joy A. Duxbury, PhD, MA, BSc, RMN; Anu Putkonen, MD, PhD; Titia
Sprague, MBBS, FRANZCP; Carolyn Rae, RGN, RSCN, RMN; and Joanne Sharpe, BAppSc(OT)

ABSTRACT

Restraint and seclusion (R/S) have
been used in many countries and
across service sectors for centuries.
With the recent and increasing rec-
ognition of the harm associated with
these procedures, efforts have been
made to reduce and prevent R/S.
Following a scathing media exposé
in 1998 and congressional scrutiny,
the United States began a national
effort to reduce and prevent R/S use.
With federal impetus and funding,
an evidence-based practice, the Six

Core Strategies® to Prevent Conflict,
Violence and the Use of Seclusion and
Restraint, was developed. This model
was widely and successfully imple-
mented in a number of U.S. states and
is being adopted by other countries,
including Finland, Australia, and the
United Kingdom. Recently, the first
cluster randomized controlled study
of the Six Core Strategies in Finland
provided the first evidence-based
data of the safety and effectiveness
of a coercion prevention methodol-
ogy. Preliminary findings of some of
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the international efforts are discussed
in the current article. Reduction in R/S
use and other positive outcomes are
also reported. [Journal of Psychosocial
Nursing and Mental Health Services,

XX(X), XX-XX.]

F have been used in many coun-
tries for many years across many

settings (Foucault, 1965). With R/S use
comes the recognition of the range of
problems associated with these rather
violent procedures. Some problems in-
clude injuries and abuse to individuals
who are subjected to R/S, injuries to
those who implement R/S, and the sig-
nificant costs associated with R/S use



(LeBel, 2011). Along with this knowl-
edge comes remedies to these problems;
remedies vary but often take the form
of implementing measures to reduce
use and prevent harm (LeBel, 2008).

Currently, leaders from several coun-
tries, serving different populations, are
reexamining their use of R/S and im-
plementing the same evidence-based
model, which includes a prevention-
oriented organizational approach to re-
ducing conflict, violence, and the fac-
tors that contribute to these coercive
methods. These leaders predominantly
represent public sector mental health
inpatient services in countries such as
the United States, Australia, Finland,
the United Kingdom, Canada, and
New Zealand. Although the specific
impetus to pursue this model varies,
the intent to minimize or avoid harm
to all involved in R/S events is a com-
mon motivation for each country and
setting. International efforts to reduce
R/S have not been well discussed, and
this work is important. The leaders
who collaborated on the current article
were chosen based on their work and
ability to participate in the timeframes
provided in regard to publication of the
current article.

The model that is being used by fa-
cilities in Finland, Australia, and the
United Kingdom is based on and re-
ferred to as the Six Core Strategies®.
This evidence-based best practice ap-
proach was developed in the United
States following scathing national
media reports (Weiss, Altimari, Blint,
& Megan, 1998) and congressional in-
vestigations, which documented R/S
deaths and abuses more than 15 years
ago (Huckshorn, 2006; Huckshorn &
LeBel, 2009). National scrutiny re-
sulted, and millions of federal dollars
were appropriated and distributed by
the Substance Abuse Mental Health
Services Administration (SAMHSA)
to develop (a) alternatives to the use
of R/S and (b) tools to reduce the use
of these procedures with the ultimate
goal of R/S elimination (Huckshorn &
LeBel, 2009).

THE SIX CORE STRATEGIES

In 2002, the National Association
of State Mental Health Program Direc-
tors’ (NASMHPD) Office of Techni-
cal Assistance received funding from
SAMHSA to develop a curriculum to
address the problem of R/S use in inpa-
tient settings, which typically resulted
from conflict, coercion, and violence
in the care setting. NASMHPD staff
conducted a thorough review of the
literature, met with individuals with
lived experience of R/S, and convened
multiple working sessions with national
experts—all of whom had successfully
reduced R/S in their work settings and
sustained the reduction for several
years (Huckshorn, 2006; Huckshorn &
LeBel, 2009; NASMHPD, 2014). The
experts identified similar themes and
methods used in their respective reduc-
tion efforts, which formed the basis of
the Six Core Strategies (Huckshorn,
2006; Huckshorn &  LeBel, 2009;
NASMHPD, 2014).

The Six Core Strategies model
was articulated and imbedded in a
prevention-oriented, trauma-informed
care framework that approached the
problem of restrictive procedure use
from a quality improvement perspec-
tive. The specific core strategies are (a)
active leadership toward organizational
change; (b) using data to inform prac-
tice; (c) developing the workforce; (d)
using R/S prevention tools; (e) actively
including consumers and advocates
in the care setting; and (f) rigorously
debriefing R/S events after they occur
(Huckshorn, 2006; Huckshorn & LeB-
el, 2009; NASMHPD, 2014).

Each strategy was developed into
a didactic presentation using current
literature, practice-based evidence,
and pragmatic examples of specific
implementation tasks associated with
each strategy. In addition, an action
planning template and implementa-
tion checklist were developed to ac-
company the curriculum (NASMHPD,
2014). Together, these tools support
the development of an R/S reduction/
prevention action plan and provide or-
ganizations with specific tools to assess
their change efforts against multiple
activities over time (Human Services

Research Institute, 2009; NASMHPD,
2014).

IMPLEMENTATION IN THE UNITED
STATES
Background and Process

As part of the initial develop-
ment and dissemination of the Six
Core Strategies curriculum, SAM-
HSA awarded eight U.S. states 3-year
incentive grants to implement the
model and study the effect of the ap-
proach on R/S use in the participating
state facilities. The results from the re-
search cohort demonstrated significant
positive results with facilities that had
fully implemented the strategies, with
(a) more than 70% reduction in hours
of seclusion use and percentage of con-
sumers who experienced seclusion and
(b) more than 50% reduction in hours
of restraint use and percentage of con-
sumers who experienced restraint in
care (NASMHPD, 2014). The positive
results of the first cohort established
a strong base of evidence to warrant
formal inclusion in the National Reg-
istry of Evidence-Based Programs and
Practices (2012). Results from the sec-
ond cohort are pending and have yet to
be reported.

Since its development, the Six
Core Strategies have been widely
taught throughout the United States
(LeBel, 2011). NASMHPD’s faculty
have provided training to more than
6,000 mental health leaders and staff
from public and private sector orga-
nizations, who represent 47 states and
several U.S. territories. Several other
countries have requested and received
this training, including Canada, Aus-
tralia, New Zealand, Germany, Turkey,
Sweden, Finland, the United Kingdom,
and the Czech Republic, and have be-
gun or are planning to implement the
model. Preliminary findings from some
of these efforts are now being reported.

Outcomes

After codification and implementa-
tion of the Six Core Strategies in many
different settings across the United
States, success stories were reported,
as well as other practice advance-
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ments and pragmatic alternatives to
R/S use (LeBel, 2011). Examples of
significant R/S reductions occurred in:
(a) Massachusetts, where two continu-
ing care hospitals reduced their use of
R/S by more than 90% in less than
3 years (Huckshorn, 2012; LeBel, 2011;
NASMHPD, 2014); (b) Maryland,
where university hospital staff partici-
pated in Six Core Strategies training in
2005 and reduced their use of R/S by
75% in the same year, with no increase
occurring in injuries to staff or consum-
ers (Lewis, Taylor, & Parks, 2009); and
(c) Pennsylvania, where Barton, John-
son, and Price (2009) eliminated R/S
use in their facility, after attending the
same Six Core Strategies training as
Maryland hospital staff, and have not
used these procedures for more than 4
years. Barton et al. (2009) also noted a
22% decrease in medication use.

Likewise, a child and adolescent
psychiatric  facility in Minnesota
conducted a 33-month retrospective
review of R/S use before and after Six
Core Strategies training and reported
more than 66% reduced use and 50%
fewer youth experiencing R/S at their
hospital (Azeem, Aujla, Rammerth,
Binsfeld, & Jones, 2011). The medical
leadership at this facility took this ap-
proach to a hospital in Connecticut and
also achieved significant restraint re-
duction (86%) and seclusion reduction
(40%) within the year (LeBel, Huck-
shorn, & Caldwell, 2014). At a south-
ern Florida university hospital, R/S was
discontinued after the hospital’s second
anniversary of being R/S-free; however,
due to forensic admissions, this facility
has returned to using R/S, but at low
rates (NASMHPD, 2014).

In Illinois, two psychiatrists in one
large hospital serving forensic and
civilly committed patients reduced R/S
use by 95% within 1 year and promoted
the use of the Six Core Strategies (Har-
dy & Patel, 2011). In New York City,
the Health and Hospital Corporation
trained more than 760 leadership and
direct care staff in the Six Core Strate-
gies and implemented the framework in
their 11 facilities with a combined ca-
pacity of more than 1,117 beds; they re-

alized not only R/S reduction, but also
a reduction in duration and injuries to
consumers served in their psychiatric
emergency services (Wale, Belkin, &
Moon, 2011).

In addition to R/S reductions and, in
some cases, elimination, other benefits
resulted from this or similar approaches
that informed the Six Core Strategies
development (LeBel, Huckshorn, &
Caldwell, 2010). Several organizations
reported significant reductions in staff
turnover and related costs, as well as de-
creased staff injuries, absenteeism, hir-
ing, and retraining costs (LeBel, 2011;
LeBel & Goldstein, 2005). Other agen-
cies reported that Six Core Strategies
implementation resulted in decreased
workers’ compensation  premiums,
claims, and medical costs, as well as in-
creased staff satisfaction and retention
(LeBel, 2011). Benefits to consumers
(i.e., decreased injuries, lengths of stay,
medications, and incidents of rehospi-
talization, and increased treatment sat-
isfaction) were identified in successful
R/S projects (LeBel, 2011).

Aside from facility-specific R/S re-
ductions, several states embarked on
large-scale R/S reduction efforts and
reported significant changes in prac-
tice (LeBel, 2011). Innovations and
practical alternatives to R/S were im-
plemented (e.g., sensory interventions
and methods) (LeBel & Champagne,
2010). Key catalysts to service trans-
formation and culture change were
also identified through this process
(LeBel & Urff, in press). Key catalysts
include trauma-informed care and full
consumer inclusion. The catalysts are
not mutually exclusive or functional
tasks, but rather they are integrally re-
lated conceptual positions that require
a concerted philosophical shift toward
person-centered practice (Jennings,

2007; NASMHPD, 2014).

IMPLEMENTATION IN FINLAND
Background

Finland is a large, socially and eth-
nically homogenic, Nordic country
of 5.4 million individuals. The coun-
ties organize and fund psychiatric in-
patient services. R/S are allowed only
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during involuntary hospital care. The
Finnish National Board of Health and
Welfare and the local state authori-
ties obtain the R/S data. The highest
R/S rates have been recorded in the
two state hospitals. The larger of the
two hospitals includes a department of
forensic psychiatry from a local univer-
sity. In addition to inpatient services,
the hospital also provides forensic psy-
chiatric examinations, education, and
research. During the randomized con-
trolled trial to implement the Six Core
Strategies, more than one half of the
inpatients had forensic involvement,
and 45% had demonstrated behav-
ior that was considered too dangerous
or too difficult to be treated in local
hospitals. Almost all patients were
Finnish-speaking Caucasians who had
psychotic disorders with violent behav-
ior and were in involuntary care; 86%
were men. The hospital comprised 13
wards (286 beds) for adults and one
ward with 20 beds for adolescents. The
hospital employed approximately 800
individuals in 604 positions.

The coercion reduction project and
the randomized controlled study of the
Six Core Strategies took place during
2008 (information year) and 2009 (in-
tervention year). This work was funded
by the National Board for Health and
Welfare to reduce the high R/S rates
and determine if it was possible to re-
duce R/S without a resulting increase in
violence. Controlled data on the safety
and effectiveness of coercion reduction
strategies had not been published, and
the routine use of R/S was postulated
as related to safety. By using control
wards, it was also possible to eliminate
the effect of the confounding factors on
R/S and violence (e.g., organizational
and seasonal factors). The academic
task force (i.e., the team) included a
senior nurse, a cultural anthropologist—
psychotherapist  counselor, and a
forensic psychiatrist-researcher who
lead the project, planned the inter-
vention; tailored the tools; and edu-
cated, supervised, and helped the wards
implement the Six Core Strategies
(Putkonen et al., 2013).



Process

Leadership  Toward Organizational
Change. During 2008, the entire hospi-
tal was informed of the R/S prevention
effort. The team visited five U.S. state
hospitals in Pennsylvania and Florida
to observe the Six Core Strategies in
practice and was trained by leaders
and experts in coercion reduction. The
team also informed the hospital leaders
who worked in the steering group of the
work being done in the United States.
In 2009, the team supervised staff and
patients of the two intervention wards
for a period of 6 months and then sup-
ported the use of the Six Core Strate-
gies during the subsequent 6 months.
Staff, patients, and doctors critically
reviewed problems, rules, and prac-
tices together. Staff received weekly
information on crisis prevention tools
and the risks and trauma associated
with R/S use. They were also given as-
sistance in developing individualized
prevention strategies and alternatives
to seclusion.

Consumer and Family Involvement.
In consumer specialist meetings, the
service users discussed their personal
experiences with violence and coer-
cion, triggers of violence, and effective
calming activities. They also suggested
new ways and practices to decrease
fear, violence, and coercion and brain-
stormed with staff and doctors about
the ward rules and practices in commu-
nity meetings. Some patients and staff
improved the courtyard to enhance the
environment of care, and others wrote,
photographed, and illustrated a book,
titled Behind Locked Doors (hospital
publication only).

Using Data to Inform Practice. Staff
discussed the monthly coercion and
violence data with the senior nurse
and leaders in the monthly steering
group meetings. Data were graphed,
posted, and widely shared with staff on
a monthly basis. Individual graphics
of violence and seclusion were used in
counseling and crisis planning, and a
progress sheet was created and distrib-
uted to encourage staff to continue to
reduce R/S.

Restraint and  Seclusion Prevention

Tools. Crisis prevention tools helped
with individual crisis prevention, de-
escalation of tense situations, and cop-
ing with crises. These tools included a
questionnaire of traumatic experiences
and violent behavior, triggers, warning
signs, calming activities, and daily ac-
tivities. The individual crisis plan (i.e.,
an agreement on the calming activi-
ties to be used if the warning signs of
anger appeared) was revised after each
crisis. Each morning the project’s se-
nior nurse and cultural anthropologist—
psychotherapist counselor met with
staff to discuss the violent incidents
that occurred within the past day and
the practices, restrictions, and alter-
native methods used according to the
post-event analysis sheet. These meet-
ings identified and praised successful
interventions and helped staff improve
their practices.

Outcomes

The differences of the monthly R/S
use between intervention wards versus
control wards were significant for both
coercion days (i.e., the proportion of
patient days when any R/S or obser-
vation was used [p = 0.001] and for
R/S time [p = 0.001]), but not for vio-
lence, which decreased in both groups
(p = 0.91) after the information of the
strategies was provided for all wards.
The monthly proportion of patient days
with any coercion declined from 30% to
15% for intervention wards (incidence
rate ratio [IRR] = 0.88; 95% confidence
interval [CI] = 0.86, 0.90; p < 0.001)
versus 25% to 19% for control wards
(IRR = 0.97; 95% CI = 0.93, 1.01;
p = 0.056). R/S time decreased from
110 to 56 hours per 100 patient days
for intervention wards (IRR = 0.85;
95% CI =0.78,0.92; p < 0.001) but in-
creased from 133 to 150 hours for con-
trol wards (IRR = 1.09; 95% CI = 0.94,
1.25; p = 0.24). Incidence of violence
decreased from 1.1% to 0.4% for the in-
tervention wards and from 0.1% to 0%
for control wards. The IRR for annual
R/S time (per patient time) in the en-
tire hospital declined steadily from the
beginning of the information year. The
IRR for annual R/S time, compared

with 2007, was 0.75 (95% CI = 0.73,
0.78) in 2008 and 0.49 (95% CI = 0.47,
0.51) in 2009. Reporting of patient-to-
staff violence increased from 13 reports
(2007) to 18 (2008) and 22 (2009) re-
ports. However, patient-associated sick
days decreased approximately 70%, and
the mean duration of a patient-associ-
ated sick leave shortened approximate-
ly 81% during the project.

The study demonstrated that it is
possible to significantly reduce R/S use
with the Six Core Strategies without
an increase in violence. Because this
reduction was achieved in the care of
a stratified, nationally representative
sample of individuals with schizophre-
nia who display severe or chronic vio-
lent behavior, similar or even greater
reduction may be possible under less

extreme circumstances (Putkonen et
al., 2013).

Current Status and Next Steps

In 2010, the Finnish National Board
for Health and Welfare asked represen-
tatives from each psychiatric hospital
to participate in a national task force
for R/S reduction. They met regularly
in Helsinki over a 3-year period and
participated in a formal 2-day training
at the pilot hospital on the use of the
Six Core Strategies in 2011; approxi-
mately 300 other psychiatric experts
from different parts of the country were
in attendance. The task force created
a book and a toolkit of coercion re-
duction practices, which is now being
edited by the team leaders. The aim
was national R/S reduction and the
creation of an R/S reduction plan for
each psychiatric hospital. Many hospi-
tals initiated their own R/S reduction
projects and reduced their use with
the Six Core Strategies. However, the
inter-facility comparisons are problem-
atic. The task force members suggested
that a national coercion reduction in
Finland necessitates standardized ways
to define, register, measure, follow, and
supervise R/S and violence.

IMPLEMENTATION IN AUSTRALIA
Background
New South Wales (NSW) Ministry

Copyright © SLACK Incorporated



of Health was a partner in the National
Mental Health Seclusion and Restraint
Project (2007-2009) and has continued
the commitment to reduce and, where
possible, eliminate the use of R/S in
public mental health services. Un-
til 2011, attention had been on adult
mental health inpatient units, and se-
clusion rates in acute child and adoles-
cent mental health service (CAMHS)
units were higher than in adult services.

NSW Ministry of Health has 83 spe-
cialist acute CAMHS inpatient beds
across nine units in metropolitan and
regional cities. Three of these units be-
gan admissions between 2012 and 2013.
Unit sizes range from six to 12 beds.
The age profile for inpatients across
NSW acute CAMHS units from July
to December 2013 was approximately
3% ages 6 to 12, 56% ages 13 to 15,
and 40% ages 16 to 17, with an average
age of 15 and a median length of stay
of 20 days (NSW Ministry of Health,
2014). The units are declared under
the NSW Mental Health Act 2007,
which states that “any restriction on
the liberty of patients and other people
with a mental illness or mental disorder
and any interference with their rights,
dignity and self-respect is to be kept to
the minimum necessary in the circum-
stances” (section 68 [f]).

Process

In 2011, inspired by the work of
child and adolescent mental health
colleagues in Massachusetts and the ev-
idence supporting their resource guide
(Massachusetts Department of Mental
Health, 2008), all units agreed to focus
on reducing coercive interventions as
a priority through its acute CAMHS
inpatient benchmarking/“reflecting on
practice” quality improvement pro-
gram. In 2012, all units began to imple-
ment the Six Core Strategies across
NSW CAMHS inpatient units, as de-
scribed by each core strategy below.

Leadership  Toward Organizational
Change. Reduction of R/S in CAMHS
units became a regular item on the agen-
das of statewide mental health advisory
and leadership groups. Project leader-
ship and technical support for units

was provided through MH-Children
and Young People, a unit of the Men-
tal Health and Drug and Alcohol Of-
fice in the NSW Ministry of Health.
NSW Ministry of Health’s commit-
ment to reduce R/S was affirmed in a
revised policy directive issued in 2012
(NSW Ministry of Health, 2012). The
Six Core Strategies (Huckshorn, 20006)
were integral to the National Mental
Health Seclusion and Restraint Proj-
ect and remain a feature of this policy
directive. Service leaders in a new, six-
bed regional CAMHS unit decided
that the final fit-out would not include
a seclusion room.

Using Data to Inform Practice. All
units were already submitting 6-month
reports on seclusion episodes. CAMHS
inpatient units began examining their
seclusion data, setting agreed reduc-
tion goals at joint 6-month bench-
marking forums, and working toward
these goals. User-friendly graphs were
provided through the NSW Clinical
Information Benchmarking Report En-
gine (CIBRE) tool (NSW Ministry of
Health, 2014).

Workforce Development. The MH-
Children and Young People unit hosted
evidence-informed introductory train-
ing for service leaders and more com-
prehensive workshops for clinicians
nominated from all NSW CAMHS in-
patient units in March 2012. This Cre-
ating Positive Cultures of Care training
program was delivered by international
consultants and encouraged a culture
of strengths-based collaborative care to
reduce coercive measures.

Restraint and  Seclusion Prevention
Tools. Historically, staff training in the
management of aggression had focused
more on response than prevention.
Creating Positive Cultures of Care
training helped shift attention to pre-
vention. Nominated clinicians from
all CAMHS inpatient units were pro-
vided with training in sensory assess-
ment and intervention in May 2012,
and occupational therapists (OTs) were
provided more specialized training.
Follow-up training and supervision for
OTs was delivered through a university
in Sydney. Sensory tools and equip-
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ment were distributed to all CAMHS
inpatient units. Common NSW Minis-
try of Health guidelines on the safe and
appropriate use of sensory equipment
in CAMHS inpatient units are being
finalized.

Consumer and Family  Involve-
ment. Through the consumer and
carer partner organizations (i.e., NSW
Consumer Advisory Group—Mental
Health Inc. and Mental Health Carers
ARAFMI NSW), help was enlisted
from young consumers and families.
These individuals generously shared
their personal stories in Creating Posi-
tive Cultures of Care training, and the
impact on clinicians was profound. The
initiative has benefitted from contin-
ued support from state consumer and
carer organizations. Services have be-
gun developing local young consumer
advisory groups.

Debriefing Techniques. Unit leaders
acknowledge that implementation of
this strategy has not been as robust as
the other five strategies, and the de-
briefing strategy is on their agenda for
the next benchmarking forum.

Outcomes

Median baseline seclusion rates in
NSW acute CAMHS units for July to
December 2011 were 20.4 episodes of
seclusion per 1,000 occupied bed days
(the highest since regular reporting be-
gan in 2008), with 15.2% of hospital
stays having an episode of seclusion,
which is, again, a particularly high fig-
ure. Although progress has not always
been smooth, several units have more
than halved their seclusion rate and
the frequency with which it occurs.
Median figures for July to December
2013, the most recent available period,
are 2.2 episodes per 1,000 occupied bed
days and 3.1% of stays with an episode
of seclusion. Both of these indicators
are the lowest since regular collection
began in 2008. With these reductions,
no significant increase has occurred in
the average duration of seclusion. All
NSW acute CAMHS inpatient units
have a number of activities in progress
that are guided by the Six Core Strat-
egies, and they continue to report on
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these activities in benchmarking fo-
rums.

Next Steps

NSW Ministry of Health has com-
menced routine collection and report-
ing of physical and mechanical restraint
in mental health units every 6 months
and now publicly reports seclusion rate,
average duration, and frequency by fa-
cility.

IMPLEMENTATION IN THE UNITED
KINGDOM
Background

A new effort has begun in North
West (NW) England called REsSTRAIN
YOURSELF, which is an adaptation
of the Six Core Strategies approach.
NW England comprises five counties,
including Cheshire, Greater Manches-
ter, Merseyside, Lancashire, and Cum-
bria, with 7 million residents. It is the
United Kingdom’s third most populat-
ed region. All eight of the NW Mental
Health Trusts that collectively serve
a working age population of approxi-
mately 4.3 million individuals have
expressed a commitment to participate
in the project. Sixteen acute mental
health wards in NW England will be in-
cluded, with eight wards implementing
RESTRAIN YOURSELF and an addi-

tional eight units acting as comparison

wards (i.e., controls). Implementation
wards will be recruited based on nomi-
nation by the participating trust, with
selection based on prespecified criteria.
To work effectively, the leaders agreed
on criteria for team selection, which
includes active service user and carer
involvement, clinical leadership, qual-
ity improvement teams, and a commit-
ment from the management of aggres-
sion trainers to implement the training.
A comparison ward in the same trust
will be selected based on matching cri-
teria (e.g., restraint rates, acuity, gender
mix, staff profile).

The primary aim is to reduce the
incidence of harm caused to patients
and staff in acute mental health wards
through a 40% reduction in physical
restraint and to evaluate any changes
in patient safety outcomes.

Process

RESTRAIN YOURSELF has begun.
The process and outcomes described
below are the project’s planned next
steps. The immediate process involves
implementing the following compo-
nents: (a) leadership for a positive
safety culture (i.e., leadership walk
arounds); (b) root-cause analysis (i.e.,
debriefing); (c) service user—led initia-
tives, including advanced directives;
(d) service user and staff experience;

(e) measurement for improvement;
(f) early warning signs/scores; (g) safety
climate and physical environment;
(h) failure mode and effects analysis;
and (i) Plan Do See Act cycles.

The project implementation plan
has four key components: (a) training
the trainers; (b) implementing training
across participating teams; (c) improv-
ing collaboration to support learning,
sharing, and adoption; and (d) evalu-
ation. Continuous measures will be re-
viewed monthly, including (a) restraint
episode rates, (b) incidence of harms
caused by restraint; and (c) levels of
ward conflict/climate.

Outcomes

The research team has adopted an
overarching multimethod evaluative
design, which will focus on under-
standing how the program has worked,
for whom, and in what circumstances.
Principally, the task will be to iden-
tify causal mechanisms responsible for
generating outcomes and the contexts
within which these mechanisms are ac-
tivated.

The objectives of the evaluation are
to (a) prepare for the tailoring and im-
plementation of RESTRAIN YOUR-
SELF; (b) undertake pretests to form
a diagnostic and contextual analysis
of the current baseline for change; and
(c) evaluate the process, outcomes, and
sustainability of the practice change
using posttests and realist evaluation.
A quasiexperimental design has been
adopted for the quantitative aspect
of the evaluation that will run from
Months 7 to 22 of the overall 24-month
project. Key outcomes (e.g., restraint
rates, staff and patient attitudes) will be
assessed prior to implementation (i.e.,
baseline) and following implementa-
tion (i.e., endpoint) on wards imple-
menting RESTRAIN  YOURSELE
compared with those on matched wards
with no implementation. Several stan-
dardized measures, as well as qualitative
interviews/focus groups and rapid eth-
nography, will be used.

IMPLICATIONS AND CONCLUSION
Statistically significant R/S reduc-
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tions have occurred in the United
States and other countries that have
implemented the Six Core Strate-
gies to reduce and prevent conflict,
violence, and coercion in care (LeBel,
2011; NASMHPD, 2014). More coun-
tries are in the process of implement-
ing the Six Core Strategies, including
Canada, Ireland, New Zealand, and
Japan. Innovations in staffing, work-
force development, and alternatives to
R/S have been developed and widely
implemented (LeBel & Champagne,
2010; NASMHPD, 2014). Many or-
ganizations have been able to sustain
gains made and advance their reduc-
tion/prevention efforts, but some have
not (NASMHPD, 2014).

Challenges to R/S reduction, pre-
vention, and advancing practice are
numerous but not insurmountable.
Central to sustaining this work at the
local, national, or international level
is unwavering leadership commitment
and the appropriation of the neces-
sary resources to make and support
the change over time. Key tasks for
promoting systemic R/S reduction ef-
forts include strategic action planning,
policy development, and application
of lessons learned to other R/S-use
settings (Huang, 2011). Catalysts for
transformative change include trauma-
informed care and full consumer in-
clusion (Huckshorn & LeBel, 2009).
However, all of this work rests on a
fundamental platform of values that
promote the prevention of conflict,
violence, and the use of coercion in
human service settings (Huckshorn &
LeBel, 2009; LeBel, in press; NASMH-
PD, 2014). The Six Core Strategies
are an effective, multitask method to
reduce and prevent R/S and create
organizational and practice change in
human service settings (NASMHPD,
2014). Transsystem application and
implementation of the Six Core Strat-
egies outside of behavioral health is
beginning to occur (Huang, 2011;
LeBel, in press; NASMHPD, 2014).
This application provides an important
vehicle by which to maintain gains
made and mitigate the potential for a
return to past practice, or what some

have referred to as R/S reduction sco-
toma, forgetting progress was ever made
(LeBel, 2008; Sacks, 2002). Drift from
R/S reduction is a significant risk with-
out collective advancement across ser-
vices and countries. In every setting,
regardless of location or population
served, dedicated leaders are needed to
embrace the ultimate goal: to strive to
eliminate the use of R/S and treatment
violence.
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