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Abstract
This article focuses on uses of force in clinical settings after a triggering
event—a behavioral or medical crisis—and considers how force should be
implemented. The clinical stakes are high, as force can undermine
therapeutic capacity in patient-clinician relationships, exacerbate moral
distress, and erode trust. Yet they are rarely discussed. This article
explores compassionate use of force rather than merely minimally
harmful use of force and considers how and by whom force should be
executed; the nature and scope of goals, motivations, and protocols that
should guide caregivers who must implement force protocols; and what
a good compassionate force protocol might look like.
To claim one AMA PRA Category 1 CreditTM for the CME activity associated with this article, you must do the
following: (1) read this article in its entirety, (2) answer at least 80 percent of the quiz questions correctly,
and (3) complete an evaluation. The quiz, evaluation, and form for claiming AMA PRA Category 1 CreditTM
are available through the AMA Ed HubTM.

Patient Rights and Force
Compassionate use of force is not a combination of words destined to join the ranks of
oxymorons, but rather a concept that can be implemented in practice and protocol
development. Existing tenets pertaining to uses of force in health care are currently
based on patient rights, which can be mandated and enforced via civil means (fines) or
legal means (suits or charges). The Centers for Medicare and Medicaid Services (CMS)
defines and sets standards for patient rights regarding force in hospitals (see Table 1).1
Table 1. Centers for Medicare and Medicaid Services Definitions of Force and Standards for Its Use in
Accord With Patient Rights
Definition
•

“Seclusion is the involuntary confinement of a patient alone in a room or area from which the
patient is physically prevented from leaving. Seclusion may only be used for the management of
violent or self-destructive behavior.”

•

A restraint is “any manual method, physical or mechanical device, material, or equipment that
immobilizes or reduces the ability of a patient to move his or her arms, legs, body, or head freely.”

•

A drug is considered a restraint “when it is used as a restriction to manage the patient’s behavior
or restrict the patient’s freedom of movement and is not a standard treatment or dosage for the
patient’s condition.”

326

journalofethics.org

Standards
•

Seclusion or restraint “may only be used when less restrictive interventions have been
determined to be ineffective to protect the patient, a staff member, or others from harm.”

•

Every patient has “the right to be free from restraint or seclusion, of any form, imposed as a
means of coercion, discipline, convenience, or retaliation by staff.”

•

“Restraint or seclusion may only be imposed to ensure the immediate physical safety of the
patient, a staff member, or others.”

•

The patient must be evaluated within one hour as to the patient’s (a) “immediate situation,” (b)
“reaction to the intervention,” (c) “medical and behavioral condition,” and (d) continued need for
restraint or seclusion.

•

Seclusion and restraint “must be discontinued at the earliest possible time.”

Adapted from Condition of participation: patient’s rights.1

Patient rights are instrumental in expressing the ethical principles of respect for
persons, patient autonomy, informed consent, just care, and other values that improve
health care service delivery.2 Compassionate care and a compassionate use of force,
however, can be difficult to define and arguably even more difficult to codify or
mandate.3 Chochinov presents a concise description of compassion that’s useful here:
Compassion refers to a deep awareness of the suffering of another coupled with the wish to relieve it.
Compassion speaks to feelings that are evoked by contact with the patient and how those feelings shape
our approach to care. Like empathy (identification with and understanding of another’s situation, feelings,
and motives), compassion is something that is felt, beyond simply intellectual appreciation.4

Awareness of suffering and the motivation to relieve it, as described by Chochinov, are
at the heart of compassionate care. Sinclair et al generated an empirically based clinical
model of compassion that encompasses patient-defined virtues, including genuineness,
love, honesty, openness, authenticity, understanding, tolerance, kindness, and
acceptance.5 When expressed by clinicians’ demeanors, behaviors, attention, and
treatment, these virtues promote patients’ experience of compassionate care.5
Compassion also requires that clinicians treat each other with compassion,6 as
compassion is part of a caring climate. This cultural dimension of health care delivery is
not lost on patients and is key to clinicians’ ability to apply force with compassion.
Compassionate Force
In general, force protocols are implemented when a behavioral or medical crisis
presents an imminent threat of harm or actual harm to self or others. A crisis’ etiology
can be psychiatric, substance induced, related to a medical condition, or iatrogenic.
These etiologies can inform a patient's course of treatment as caregivers pursue their
common goals of becoming fully aware of patients’ symptoms of psychomotor agitation
(see Table 2) and other signs of their experiences of suffering, which could trigger the
need to use force to try to relieve that patient’s suffering.3,7
Table 2. Symptoms of Psychomotor Agitation, Signs of Suffering
Type
Verbal

Behaviors and Experiences
•
•
•
•

Raised voice
Refusal to communicate
Aggressive language with evidence of anxiety, irritability,
or hostility
Moaning
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Behavioral

•
•
•
•
•
•
•

Facial tension
Pacing
Rocking
Gesticulating
Clenched fists
Wandering
Pulling at medical tubes or interventions

Cognitive

•
•
•

Delusions
Hallucinations
Disorientation

Physical

•
•
•
•
•
•
•

Labile vital signs
Tremor
Fever
Tachypnea
Tachycardia
Diaphoresis
Difficulties with coordination

Adapted from Iroku-Malize T, Grissom M7; Ringer L8; Helman A.9

A consensus statement of the American Association for Emergency Psychiatry, Project
BETA (Best Practices in Evaluation and Treatment of Agitation) De-escalation Workgroup
in 2012 delineated first steps for managing a patient with agitation: ensure the safety of
the patient, staff, and others; help the patient manage their emotions and distress; help
the patient maintain or regain control of their behavior; and avoid coercive interactions
that could escalate the patient’s agitation.10
As in emergency departments, clinics, nursing homes, and other settings where agitated
patients are commonly treated,7,9,11 de-escalation is widely regarded as key in crisis
intervention.12 Compassionate behaviors such as empathizing, listening, and inquiring
can help de-escalate a crisis and inform intervention strategy. Learning to empathize
with patients experiencing agitation from dementia, for example, inspires confidence13
and can change clinicians’ linguistic descriptions of agitated patients—from aggressive
and disruptive, for example, to frightened, frustrated, and struggling with an unmet
need.13 When clinicians focus on learning more about a patient’s experience and on
fulfilling an agitated patient’s unmet need in this way, force might not be needed.8
Inquiring about a patient’s experiences with prior interventions can also help clinicians
remain present with a patient in crisis, help a patient feel safe, and help build trust (see
Table 3).
Table 3: De-escalation Techniques
Type
Verbal
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Examples
•

Be present and calm.

•

Empathize, listen, reflect, reassure.

•

Respect needs to communicate in different ways, such as language or
cultural differences.

•

Let the patient suggest alternatives or choices.
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Environmental

•

Offer the patient unrestrained seclusion in their room or in a seclusion
room with the door open.

•

Offer distractions, such as books, music, films, or puzzles.

•

Involve a health care professional with whom the patient might have a good
relationship.

Pharmacologic

•

Offer medications; ask which medications help the most and involve patient
in the choice.

Safety

•

Enlist enough staff.

•

Survey dangers.

•

Remove hazards.

•

Attend to other patients and personnel.

Adapted from Ringer L8; Registered Nurses’ Association of Ontario11; Kontio R, Välimäki M, Putkonen H, Kuosmanen L,
Scott A, Joffe G.14

If or when de-escalation starts to fail and force is needed to maintain safety, it is
important for clinicians to clearly inform the patient that they must regain control or the
strategy for keeping everyone safe will change.15 If force is needed, the language used
by clinicians becomes relevant again. For example, labeling an intervention minimally
harmful suggests we don’t really see that intervention as appropriate treatment, in
terms of the likelihood of benefit to the patient outweighing the risk of harm. Forcibly
using antipsychotic medication to treat a patient who is not safe or making others
unsafe is a compassionate clinical decision; this medication should be administered
forcibly, if needed to maintain safety, with the goal of ameliorating the patient’s
suffering and restoring the patient’s own capacity to remain safe, not with the goal of
chemically restraining the patient.16 Language transforms the clinician-speaker from a
chemical restrainer (abrogator of freedom) to a giver of appropriate medication (reliever
of suffering).16 When compassion is intentional, a force protocol is part of a relational
approach to taking good care of a patient.
Project BETA Guidelines
The American Association of Emergency Psychiatry’s Project BETA (Best practices in
Evaluation and Treatment of Agitation) keeps compassion and relief of suffering at its
center. If patients experiencing escalating agitation relay or demonstrate that they can
refrain from physically harming themselves, open seclusion and observation can be
implemented.17 In open seclusion, distractions (eg, reading materials, music, film, and
puzzles) can be useful18 and are commonly used to manage agitation in patients with
dementia8 or other patients demonstrating an inability to redirect themselves to relieve
their own suffering. Clinicians who are aware of patients’ inability to self-soothe can help
by offering distractions and, if patients cannot refrain from harming themselves or
others, restraining and involuntarily medicating them for their own and others’
protection.17 The physical and psychological needs of patients must be attended to while
they are restrained or secluded. A clinician must continually evaluate1 restrained or
secluded patients; this presence with the patient is integral to compassionate
caregiving.5 A clinician must also enlist restrained or secluded patients in their own
release as soon as possible1; ongoing patient-clinician dialogue acknowledges and
promotes relief of patients’ suffering and begins the process of restoring patients’
autonomous action.
The relational nature of compassionate care in situations that require force is
exemplified by Tan et al’s 2010 study,19 which examined attitudes of patients with
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anorexia nervosa toward compulsory treatment and forced nutrition. All participants
agreed that implementing force to save life was indicated and acceptable. Importantly,
this evaluation of acceptability was based not on clinicians’ obligation to try to save
patients’ lives when illness abrogated their capacity but on patients’ perceptions of both
compassionate care and clinicians’ intentions to help them.19 In this way, the
compassionate delivery of care helps patients cope with the necessary use of force.
Compassion Fatigue Undermining Compassion
Because compassion is relational and cultural, compassionate care does not start and
end with patients but extends to clinical staff caring for patients. Compromised patients
assaulting clinicians and staff occurs far too often. For nurses, this occurs most often in
emergency departments, inpatient psychiatry units, and nursing homes,20 and long-term
effects of violence against nurses include their developing negative coping strategies
and experiencing stress, anxiety, fear, guilt, self-blame, and burnout.21 Burnout among
clinicians is related to compassion fatigue, which results from “prolonged, continuous
and intense contact with patients, the use of self, and exposure to stress”22 and is a
threat to nurturing compassionate intention. Compassion fatigue is characterized by
exhaustion; anger and irritability; negative coping behaviors, including alcohol and drug
use; reduced capacity for feeling sympathy and empathy; diminished sense of
enjoyment or satisfaction with work; increased absenteeism; and impaired decision
making.23 Preserving clinicians’ compassionate intentions and motivations during the
application of force in the course of caring for patients depends on addressing burnout,
mitigating compassion fatigue, and adequately staffing units with acutely ill patients
experiencing agitation that’s hard to manage while preserving safety.24
Physicians are often removed from an actual use of force event, and this is another
reason to foster a compassionate culture that values the labor of and expresses respect
for those implementing force protocols. When physicians aren’t part of force
implementation, they have a responsibility to offer leadership in nurturing a
compassionate culture of collegiality and patient care. After force is implemented in the
care of a patient, a physician must assess the patient at the next available opportunity
(a patient right per CMS) and should order indicated changes to the patient’s care plan.
A physician can also assess and care for colleagues involved in a force event.25
Compassionate care decreases clinician burnout, which in turn improves patient
outcomes.26 For this reason, medical systems are working to implement compassionate
care in the psychiatric field and as a core component in the delivery of medical
care.3,6,11,13
Compassionate Force Protocol
Even when justifiable, force can undermine therapeutic capacity in patient-clinician
relationships and must be forthrightly acknowledged as inherently coercive. The patient
rights codified by CMS are designed to prevent abuse and to guide harm reduction when
force is needed to preserve or restore safety. Harm reduction, however, should not be
regarded as sufficient in safeguarding patients who are restrained or secluded. In
psychiatric settings, for example, patients who experienced force reported that their
psychological distress was contributed to by lack of information, unmet basic needs,
inadequate communication from caregivers, and absence of post-seclusion followup.18,27,28 They also reported feeling publicly humiliated, lonely, helpless, abandoned,
and punished.18 One thing these findings should prompt us to ask is this: From whose
perspective is harm deemed “reduced” or sufficiently reduced, particularly if the goal is
safety?
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Other patients, however, found seclusion helpful, as it afforded them an opportunity to
collect themselves, reenergize, and heal; they felt protected as a result of being forced
to refrain from performing actions they might later regret.18 Factors that mitigate
patients’ negative reactions to restraint and seclusion include clinicians sharing relevant
information with patients, staff members’ quick and efficient actions and calm
presence, the delivery of comfort care, and patient enlistment in a release plan and
post-event debriefing.27 Post-event debriefing offers opportunities for patients to share
their experiences of forced intervention and should be used to collaboratively inform
subsequent care planning for patients.27 The patients with anorexia nervosa in the Tan
et al study, for example, reported that attentiveness and compassion from clinicians
mitigated their negative experiences of forced intervention and opened the possibility of
their seeing that the forced intervention was therapeutic.29 These factors suggest that
forced interventions need not merely aspire to a clinical and ethical minimum of harm
reduction but can be implemented with compassion. A compassionate force protocol is
presented in the Figure.
Figure. Protocol for Compassionate Implementation of Force in Health Care Settings
Step 1: Assessment of a Behavioral Crisis
1.

What is the setting: emergency room, medical inpatient, psychiatric inpatient, nursing home?

2.

What is the etiology and presenting behaviors? Is the general problem known—psychiatric,
substance induced, medical, iatrogenic?
Step 2: Pending Behavioral Crisis

1.

De-escalate
a. Verbal: stay calm, listen, empathize, provide comfort, gently persuade
b. Environmental: offer open seclusion, redirect, walk with patient, provide distractions
c. Pharmacologic: enlist the patient in an offer of medication appropriate to presentation
d. Medical condition: address the underlying source and treat along with above interventions

2.

Safety
a. Assess resources, have adequate staff at the ready to ensure quick and efficient care
b. Remove possible hazards
c. Address safety and urgent needs of other patients

3.

Stay aware of escalating behavior
a. Changes in behavior: pacing, increasing hyperactivity
b. Changes in demeanor: hostility, verbal or physical aggression
c. Cognitive changes: hallucinations, delusions, altered mental status
d. Changes in physical parameters: fever, tachycardia, tachypnea, sweating, tremor

4.

Inform
a. Inform the patient of expected behavioral control
b. Inform the patient that violence in unacceptable
c. Propose a resolution
d. Inform patient as to the possibility of restraint or seclusion
Step 3: Use of Force
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1.

Is the patient with psychomotor agitation an imminent threat to self? No
a. Place in quiet seclusion, preferably open with 1:1 staff, offer medication, make repeated
attempts to engage patient in safety plan
b. If patient will not sit in a quiet unlocked room, place in quiet locked seclusion room,
medicate if indicated, monitor
c. Dementia: Employ de-escalation techniques: 1:1 staffing, reduce stimulation, may lay
hands on to redirect or provide comfort, consider as-needed medications known to patient

2.

Is patient presently harming self or an imminent or actual threat to others? Yes
a. Restrain and medicate patient as indicated with respect to resources
b. In dementia, physical restraint only for short periods of time, 1:1 required, continue above
techniques to redirect and explore the possibility of unmet need

3.

Provide compassionate care
a. Monitor patient, do not leave unattended
b. Keep patient informed of events, stay calm, use even tones
c. Provide comfort care, attend to patient needs, provide companionship
d. Engage patient in treatment plan and behaviors necessary to discontinue involuntary
treatment; open dialogue when appropriate
e. Monitor the other patients for signs of distress and provide comfort care and direction as
needed
f. Monitor the treatment team and associated staff for distress and provide comfort care
Step 4: Debrief

1.

Debrief the patient and staff, consider treatment plan and adjust care, consider impact on staff,
and adjust procedures or protocols as indicated

Conclusion
This article posits that force can and should be implemented compassionately.
Compassion is an indicator of quality for patients5 and should be regarded as an
indicator of good character and collegiality among clinicians. Explicitly integrating patient
rights into compassionate care offers therapeutic possibility in cases in which force is
needed to preserve or restore safety and offers clinicians intellectual room and space to
perform and assess their actions as healers with skill and intention rather than as
judges, safety monitors, or adherence enforcers. Compassionate care incorporates
clinician presence, patient-clinician sharing and dialogue, reassurance, kindness,
empathy, and attentiveness as factors that can mitigate patients’ negative experiences
of forced interventions and preserve therapeutic capacity in patient-clinician
relationships.
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