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Anyone can recreate the scene in the mind's eye. It had been played 


countless times—not in real life, but that's probably what makes it all the 


more real. 


"Eureka! I have discovered penicillin." Or electricity. Or America. 


Or love. 


"Wow! I have invented the electric bulb." The car. A better mouse 


trap. Chewing gum. 


It's all in the mind's eye. Cecil B. DeMille put it there, with the 


help of Don Ameche, or whoever. We believe it; not just do you believe it, 


but I believe it. Great discoveries are "there" for us to find, as marvelous 


things are waiting to be invented. Who doesn't believe in Madame Currie and 


Louis Pasteur? Not to believe is unAmerican—even though those great scien


tists were French. That's how powerful is this idea of science and scien


tists, of discoveries and inventions. What's the Human Agenda? What are the 


problems, the needs, the compelling issues? If we could but list these, we 


would solve the problems, lay the issues by their heels, create a better 


world, or a better life—for everyone, and especially for me. 


But, is it true? Maybe Fleming didn't know that he had discovered 


penicillin. Maybe someone told him about his dumb luck while he thought he 


merely had moldy bread. Or maybe he worked to discover penicillin only 


because he wanted to be famous, or rich, or powerful, you name it—or because 


he had syphiliB and wanted to be healthy. Maybe all Ben Franklin discovered 


was that kite flying was fun. Or maybe he was trying to run away from his 
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wife again, and the easiest way was to fly a kite. Or maybe she told him to 


go fly a kite. 


Is it possible that momentous discoveries and inventions aren't really 


all that momentous? Is it possible that there are explorers who we deify for 


their abilities to have made world-shaking decisions in three seconds, but in 


their real lives need three hours to decide whether or not to go to the bath


room? Do we spend billions and billions and billions of dollars each year to 


support research, invention, and discovery, because we have a vision in our 


mind's eye of Martin Arrowsmith, not Sinclair Lewis—of the young and virile 


and healthy humanitarian physician, not the pock-marked and debouched schem


ing novelist who was a success to the entire world except to himself? Out of 


guilt, or fear, or Idolatry, or something, we feel compelled to support sci


ence, whatever the cost or human compromises needed to be made in order to 


provide proper support. Why? 


Don't be misled by the logic of scientists, or science, or your logic. 


Human beings, and the things human beings tamper with, have a way of being 


logical, and their logic may be wrong. Yet, I too have a way of being logi


cal; I believe this paper is "logical", yet it too can be wrong. But, even 


if it Is altogether wrong, the premise itself may be altogether correct. 


Why? It's been said so many times, and so beautifully and horribly, by so 


many beautiful or horrible or ordinary people, yet I too must say it again: 


We spend our entire lives justifying our behavior, our values, ourselves. 


How can one trust his words, or your words, or anyone's words, or deeds, when 


it's all related to self-justification? One hears about mild, moderate, and 


profound mental retardation, and if he learns those terms, he thinks he knows 


what it's all about. What a presumption! There are mild, moderate, and 
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profound philosophers. Do those terms when applied to scholars, or mothers, 


or anybody have any less meaning than when applied to the so-called mentally 


retarded? No, but the very act of justifying oneself creates the delusion 


that one does know more than he knows, and the delusion is communicated to 


others, accepted by others, and thus reinforced in the deluded self. How 


indeed can one trust himself to think straight and recognize straight 


thinking in others? 


Recently, a colleague sent to me a copy of an article that in 1949 


appeared in the American Journal of Psychiatry. To me, this paper represents 


in almost pristine form the primal urge we have to justify ourselves and our 


behavior. I wrote to the editor of the American Journal of Psychiatry and 


requested permission to reprint in its entirety the brief paper by Milton H. 


Erickson, "Psychological Significance of Physical Restraint to Mental Pa


tients." The Journals managing editor informed me that reprint permission 


was not necessary as the copyright had expired. Her response was speedy and 


kind. I feel like a heel about this matter, but... . 


If the editor or others associated with the Journal have the opportunity 


to read this piece, I wonder: about the reactions they will have, if their 


thoughts after reading this paper were similar to those they had at the time 


I requested permission to reprint, if they conclude now that I had taken 


unfair advantage of them, if Dr. Erickson now wants a little cuddling for 


himself and restraint or seclusion for me—not merely to soothe or reward 


him, or to punish me, only for our mutual good. One wonders what Dr. Erick


son might think if I were to be given the cuddling and he the restraining 


belt. 




PSYCHOLOGICAL SIGNIFICANCE OF PHYSICAL RESTRAINT TO 

MENTAL PATIENTS 1 


MILTON H. ERICKSC N, M. D,,2 Eloise, MICH. 

Ever since chains and manacles were re
inovcd from the mentally ill, the general ten
dency of both the lay and the professional 
public is to regard any form of restraint 
employed upon the mentally ill patient as 
an undesirable, abhorrent, deplorable, puni
tive practice. Unwilling, grudging recogni
tion is given to the fact that restraint is 
necessarily an integral part of the care of 
the institutionalized mental patient, since 
even the fact of hospitalization itself is a 
form of physical restraint. All too often 
there is a mistaken, unintentional disregard 
of the patient's own needs for protection 
from the self and from others, and a main
tenance of false standards in the hospital 
by which the patient's welfare is really dis
regarded in favor of uncritical, uninformed 
public approval. 

Rationalizations and justifications of re
straint are offered in apologetic declarations, 
often true, that restraint is frequently nec
essary for the protection of both patients 
and others. Every effort is made to reduce 
the amount of restraint necessary and to seek 
for types of restraint that are less obvious, 
more concealed, and not so striking and so 
offensive to the eye of the observer, and the 
general policy of most mental hospitals is to 
decry the use of restraint as a shameful 
punitive practice. 

Little is to be found in the literature con
cerning the meaningfulness and the signifi
cance of restraint to the individual patient. 
That which can be found is usually expres
sive of the generally accepted attitude of the 
wrongfulness of restraint. The problem of 
how the patient in restraint feels about it, 
what purposes restraint serves the individual 
patient, and the personality needs affected 
by the restraint are all disregarded in the 
general condemnation of restraint. 

However, before reporting upon obscrva

1 Read at the 104th annual meeting of The Ameri
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 
'Wayne County General Hospital and Infirmary. 
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(ions of the meaningfulness of restrain! t 
mentally ill patients, certain items of corr 
mon knowledge and experience will be cit
as a measure of orientation. These will |r 
mentioned briefly, and without much elat 
oration since they are sel f -explanatory. 

First of all, there is the example of th* 
frightened, hurt, sick, anxious, insecure bah 
or small child who desperately wants an-! 
needs to be held tightly in the confinia: 
safety of his mother's arms, and the mon 
tightly he is held, the safer he feels. 

Then there is the nervous passenger OT. 
the airplane whose sole comfort and secunh 
on a long trip is the carefully tightened 
safety belt. 

Consider the soldier assigned to oversea' 
duty bidding his wife farewell, both of thor 
wanting and needing to embrace with a pain 
fully tight embrace, to quote, "Hold me so 
tight I can't even move." 

There is also the soldier under fire who 
wants the shelter of a foxhole, not a big. 
roomy, comfortable foxhole, but one that 
is just barely large enough to crowd into 5" 
that he can feel the comforting restraint oi 
the solid, unyielding earth. 

In bomb shelters a frequent request was 
"Hang on to me, don't let me make a move." 
Frightened, terrified, distressed people nee! 
to huddle and crowd together in order to gr. 
the comfort of a form of physical restrain! 
that paradoxically gives them a feeling of 
security. 

Then there is another type of analogous 
behavior expressive of deep underlying fun

'damental needs in regard to spatial relation 
ships. It is the need of little children to get 
into and to crawl through small apertures 
They squeeze between chairs rather than 
walk around them. The closer the bed i< 
to the floor, the more important it become; 
to crawl under it. The drainage pipe, the fcec 
or barrel on the way to school are the deligh; 
of the child and the bane of parents and 
police. 

Mention is made of these items since the> 
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ijL^tjnr'W physical restraint must encompass 
irjtral i T Tieeds n A^nr <lnn and desires < t nr 1 T-n r ^ as r- well 111 fJ' • as AP normalf*í\PWl I
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i'^orrence of restraint. Ordinarily restraint 
is looked upon as an administrative problem 
lhat reflects to the discredit of the authori
ty, as something to be avoided and mini
itiiícd, with no real consideration given to 
the actual significance of restraint for the 
individual patient. During 20 years of ex
perience, there has been ample opportunity 
to discover that physical restraint should 
properly be viewed as a specific experience 
nl great meaning fulness to the individual 
patient. 

No attempt will be made to offer a statis
tical study for the reason that physical re
straint is often a matter of good adminis
tration and housekeeping, as well as a matter 
of psychological experience of great impor
tance to the individual patient. 

In following the clinical course of patients 
from the time of admission to the time of 
discharge there has been an opportunity to 
discover how patients not only reacted to re
straint but what it meant to them as persons. 
In order to clarify this problem, various 
individual case histories will be cited and 
those given will be selected on the basis 
of their representativeness of how patients 
actually do respond to restraint. 

There was Pauline, whose clinical course was 
marked by recurrent disturbed episodes of a to 3 
weeks duration, during which she was comhative and 
complete physical restraint seemed to be the only 
measure possible to control !icr. Observation dis
closed that each such episode was prefaced by an 
hour or two of anxious fearful behavior during 
which she would huddle in corners, crowd between a 
bed and the wall, or hide between the mattress and 
the bed springs until she lost control oí herself. 
Experimentation disclosed that whenever Pauline 
manifested this type of behavior, her disturbed epi
sode could tie aborted by forcibly placing her in a 
tight wet pack against which she would struggle 
violently for a few minutes and then lapse into a 
restful sleep and an hour later she could be released 
without fear of disturbed behavior. 

Sarah and Harold were 2 disturbed manic pa
tients; their proud boast was that it required at least 
6 attendants to put them in restraint, and they would 
rige furiously throughout the time they were in 
restraint. Both explained inadequately their need 
10 fight something and an agreement was reached 
*ith them that they could have any form of restraint 
any time they wanted it and for as long a time as 
they felt they needed it, this agreement being 

reached before their disturbed behavior began Holh 
patients tested the physician's sincerity and when 
they discovered that they could rely implicitly upon 
him the restraint problem was greatly minimized 
Thus Sarah, quiet, orderly, well behaved, at 9 
o'clock would state, "At it o'clock, put me in full 
restraint, let me fight it out until 2 o'clock, then 
you can release me. Never mind what I say hefore 
7 o'clock." 

Harold would declare, "You better keep me in 
restraint today until the medical students arrive, 
and when they get here, let me out for about 2 
hours. I can take that much lime but don't try to 
stretch the time." 

It became possible with these 2 patients as well as 
others to arrange to put them in restraint for an 
agreed-upon period of time, sometimes as little as 

*5 minutes and render unnecessary further restraint 
fnr even several days, 

Jimmy and Frank were both graduates in psy
chology and both had clinical histories of catatonic 
stupors of months in duration. Both explained that 
something would happen within them that they could 
not control except "by freezing up and then it takes 
so long to unfreeze. Can't you do something to 
freeze me and then you can unfreeze me and I won't 
be in a stupor so long." Their wishes were met by 
the expedient of full rigid restraint, and instead of a 
stujtor of many weeks' or months' duration, restraint 
of a few days against which they fought and 
struggled incessantly met their needs. 

Albert, Jack, and Johnny had ground privileges 
but periodically became disturbed and violent and 
had to be returned to the closed ward for weeks or 
months at a time. Experimentation disclosed that 
they all became aware of impending disturbed states 
and that these could be abbreviated by placing them 
in seclusion rooms and letting them give vent in an 
uncontrolled fashion to their inner distresses for an 
hour or even a day and then they could be returned 
to ground privileges. 

Teresa was a quiet, orderly patient who periodi
cally developed prolonged periods of violently ag
gressive behavior. Systematic inquiry disclosed that 
"external unknown mystical forces" seized upon 
her and forced her to do things against her will. 
Experimentation disclosed that a belt and wristlets 
constituted a perfect defense against those unknown 
forces and by keeping the wristlets loose she was at 
liberty to free her hands at any time or to place 
them back in the wristlets in full accord with her 
personality needs. She wore the belt and wristlets 
for many months as a form of magical armament 
against uncontrollable hostile forces. 

Eddie and Gerald were 2 chronic patients who 
periodically enjoyed ground privileges or were on 
the closed ward because of disturbed behavior, 
sometimes lasting 3 or 4 months at a time. Experi
mentation disclosed that heavy sedation from 24 
to 71 hours followed by 1 or 2 days' seclusion with 
or without physical restraint would actually abort 
their disturbed periods. 

Marie, who suffered from an agitated depression, 
would plead piteously not to be placed in restraints. 
This type of pleading always occurred when she 

\ 
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became tremendously distressed liv suicidal com 
pulsion;., and it »,n Iicr way oí so informing th
ward physician Only one type oí restraint wa
suitable, namely, belt and wristlets, and onie placed
in restraint she would struggle and quarrel with
the restraints as a measure of keeping compulsive
suicidal ideas out oi her mimi. When well along
in her convalescence she would now and then beg
frantically for restraints, and, upon the granting
of her request, would scold and struggle furiously
against the restraints. Subsequently, she would ex
plain how necessary it had been to her, as a
person, to be in restraint and thus to free herself of 
compulsive self-destructive ideation. 

Gertrude was a violently disturbed paranoid
schizophrenic, who required full restraint because
of her combativencss, However, it was discovered
that she looked upon restraint as proof of her di
vinity, and that she utilized violence as a means of 
insuring the presence of such proof. Accordingly,
arrangements were made with her to have whatever
restraint was necessary to satisfy her ]>crsonal 
beliefs, with the result that her violence disappeared.

These are but a few of the many cases
tliat could be cited. They all serve to illus
trate the importance of looking upon re
straint from the patient's point of view and 
not from the normal person's point of view
of abhorrence. It is true that patients do not
like physical restraint, but it is also true that
human nature tends to regard a repugnant 
remedy as effective. The disturbed patient 
needs something more concrete to fight than
unknown unrealized personality conflicts.
The symptomatic needs of the patient are
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tremendously important and adequate re. 
spect should be paid them. Physical restrain) 
.should not be purely an administrative prob-
lent, nor just a matter of good housekeeping, 
nor ever ;tn item of punishment as it so often 
is. Instead, it should be viewed as a syrop 
tomatic measure intended to meet a patient's 
needs. Everyone recognizes that a patient';, 
aggressive tendencies can often be met by 
letting them drive nails or tear rags in the 
O. T. shop. The same holds true with re
straint. Experimentation has disclosed that 
patients ordinarily kept in restraint can have 
their distorted psychotic needs met with a 
reality that they can actually fight, resent, 
and discard with an actual sense of persona! 
achievement. Often full restraint for as 
brief a period as 10 minutes will serve to 
enable a patient, who otherwise would re
quire 24-hour restraint, to make a good ward I 
adjustment throughout the day. The em
ployment of restraint as an immediate thera- '
peutic procedure instead of as a punitive 
last-resort measure would serve greatly to 
better both the patient's and the general 
public's attitude toward restraint. 

This is not a plea for more restraint. 
Rather, it is a plea that, when used, re
straint should be employed with the full 
realization that it can be made a therapeutic 
experience for the patient. 
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I wonder how many times we take medicines or our lumps, not because they 


are good for us but because we are too good to those who would tell us what 


to do and what to be. 





