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The authors describe “collaborative problem solving,” a cognitive-behavioral approach for
working with aggressive children
and adolescents. The model conceptualizes aggressive behavior
as the byproduct of lagging cognitive skills in the domains of flexibility, frustration tolerance, and
problem solving. The goal is to
train staff to assess specific cognitive skills that may be contributing to challenging behavior and
to teach children new skills
through collaborative problem
solving. The authors present results from an inpatient unit that
dramatically reduced rates of
seclusion and restraint. (Psychiatric Services 57:610–612, 2006)

T

here has been growing concern
over the use of procedures such as
time-outs, quiet rooms, restraint, and
seclusion in inpatient units and other
restrictive therapeutic settings. The
conventional wisdom—that such pro-
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cedures are useful for helping patients
develop inner controls, mature defenses, coping skills, and interpersonal
skills (1–3)—has been increasingly
questioned (4,5), and concerns have
been raised about the possible adverse
consequences of these procedures.
Fatalities are obviously the most extreme adverse outcome of restraint
and seclusion, but concerns have also
been raised about the possibility that
such procedures, whether experienced directly or simply observed,
may be countertherapeutic, especially
for the many children in restrictive facilities who have histories of trauma
(6,7). Furthermore, a growing body of
literature suggests that such procedures, which are typically employed to
reduce aggressive behavior and maintain safety, actually heighten aggressive behavior (8) and may place staff at
greater risk of assault and injury (9).
Given these concerns, current practice parameters recommend that restraint and seclusion procedures be
used only to prevent behavior that is
dangerous behavior to self or others
and to prevent disorganization or serious disruption of the treatment program and only when less restrictive options have failed or are impractical
(10). Practice parameters further advise against using seclusion or restraint
as punishment, for the convenience of
the program, or to compensate for inadequate staffing (10). Even more explicitly, the reduction or outright elimination of seclusion and restraint has
become a priority area, with commitment at the federal level (11,12).
As a result of these concerns and
practice parameters, many restrictive
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therapeutic settings have begun to explore mechanisms for reducing or
eliminating the use of restraint and
seclusion while simultaneously maintaining staff and patient safety. Other
recent trends may actually have
served to increase use of restraint and
seclusion, including significant reductions in length of hospital stays for
children and adolescents, which may
limit the degree to which staff are able
to form therapeutic relationships with
children (10) and may also contribute
to high staff turnover, increased job
stress, and reduced job satisfaction.
A variety of factors may influence
use and rates of restraint and seclusion in a restrictive therapeutic setting, including staff-resident ratios,
staff training and experience, the nature of unit expectations and scheduling, and the level and quality of communication among staff. However,
the role these factors play is difficult
to study empirically for both methodological and ethical reasons. It is beyond the scope of this column to review the literature as it relates to each
of these factors. Rather, our focus is
on response options available to inpatient staff when children do not meet
unit expectations and how these options affect unit stability and safety
and heighten or decrease the likelihood of restraint and seclusion. Recent research in this area suggests
that the antecedents to most assaultive behavior on child inpatient
units are some type of redirection or
limit setting by staff (13), suggesting
that the manner in which limits are
set in an inpatient unit may be of particular importance (10,14).
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Collaborative problem solving
Although reducing the use of timeout, quiet room time, restraint, and
seclusion is an important goal, focusing on that specific goal alone is unlikely to accomplish the mission.
Rather, we have found that even with
a strong commitment from unit leadership to reduce or eliminate such
practices, staff must also be provided
with a comprehensive model of care,
including a common set of assumptions about the factors underlying
children’s aggressive or unsafe behavior, an understanding that the manner
in which limits are set and expectations pursued by adults may precipitate such behavior, and an emphasis
on crisis prevention rather than crisis
management. In this view, reduction
in the use of physically restrictive
procedures is an outgrowth of good
care, not necessarily an endpoint in
and of itself.
A cognitive-behavioral approach
for working with aggressive children
and adolescents called “collaborative
problem solving” (CPS) (15–18) has
shown significant promise in restrictive therapeutic settings. The effectiveness of CPS has been demonstrated in very difficult outpatient populations (17), and the approach has been
implemented successfully in numerous child and adolescent inpatient
psychiatric units, residential facilities,
and juvenile detention settings.
The CPS approach aims to achieve
three primary treatment goals. The
first goal is to help adults identify the
cognitive factors that may contribute
to aggressive outbursts of children
and adolescents, most notably in the
domains of emotion regulation, frustration tolerance, problem solving,
and adaptability skills. The second
goal is to help adults become cognizant of three common options for
handling problems or unmet expectations—imposition of adult will, collaborative problem solving, and removal of the expectation—and the
impact of each of these three strategies on adult-child interactions. The
third goal is to help adults and children become proficient at solving
problems collaboratively so as to resolve potentially conflictual situations
in a manner that reduces the likelihood of aggressive outbursts, faciliPSYCHIATRIC SERVICES

tates assessment of the cognitive factors underlying the child’s difficulties
(in our view, this is among the foremost goals of an inpatient stay), and
length of stay permitting, teaches the
child specific cognitive skills.
In restrictive therapeutic settings,
implementation of the CPS model
has also set in motion re-examination
of the realistic goals of inpatient stays,
with a stronger emphasis (given
shorter lengths of stay) on assessment, stabilization, and facilitation of
aftercare rather than on trying to “fix
everything.” Implementation of the
model also typically leads to contemplation of unit organization, schedule,
structure, and expectations that may
actually heighten the likelihood of aggressive outbursts. Adoption of the
model results in improvement in
mechanisms for staff communication
and significant augmentation of the
role of direct care staff, from mere
“behavior managers” to active participants in each resident’s assessment
and treatment.
In its focus on facilitating adultchild problem solving (rather than on
teaching and motivating children to
comply with adult directives), the
CPS approach differs from models
typically employed in many restrictive
facilities. For example, most inpatient
units rely heavily on token economy
systems or levels of privilege that are
designed to track the degree to which
patients meet staff expectations for
target behaviors and motivate patients to consistently display desired
behaviors. By contrast, the CPS model conceptualizes the aggressive behavior of children as the byproduct of
lagging cognitive skills in the global
domains of flexibility, frustration tolerance, and problem solving. The
goal of CPS is, therefore, to comprehensively assess—and ultimately
teach—specific cognitive skills that
may be contributing to difficulties in
these global domains. The assessment
component can typically be accomplished during the length of stay under which most inpatient units currently operate. Skills training may
also begin during an inpatient stay;
however, ongoing postdischarge
training is typically necessary. The
CPS approach is also thought to differ
from other anger management and
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problem-solving training programs in
its emphasis on assessing and teaching skills primarily in the context of
ongoing staff-resident interactions
rather than in cognitive skills groups.
As noted above, CPS has been implemented in numerous inpatient
units and other settings in the past
five years. One unit is an inpatient
child psychiatric unit in Massachusetts that had extremely high rates of
physical, chemical, and mechanical
restraint as well as high rates of seclusion and injuries to staff and patients.
Data were collected to document the
effects of the CPS model. The unit
was a 13-bed, locked unit that admitted children between the ages of
three and 14 years; the average length
of stay was 14 days. Approximately 80
percent of the children admitted to
the unit had significant trauma histories, and 95 percent were admitted
for severe out-of-control behavior.
For one year on a twice-weekly basis
staff members attended supervision
sessions on the implementation of
CPS. Thirty-four staff members—
ten men and 24 women—participated in the training phase. The staff included ten nurses, three social workers, 13 milieu counselors, one activities counselor, one teacher, one psychologist, one child psychiatrist, two
student trainees, and two administrative assistants. A total of 100 children—74 males and 26 females
(mean age=9.14 years)—were admitted during the staff training period.
Severity of disturbance was unchanged during this time as measured
by staff ratings of patients’ oppositional behavior and aggressiveness.
At the time of the study, in Massachusetts restraint was defined as any
physical hold lasting longer than five
minutes, involuntary administration
of psychotropic medication, or use of
a mechanical restraint device, such as
leather restraints or a restraint bed.
The definition of physical restraint
differs from state to state. Some states
also consider physical holds lasting
less than five minutes to be a form of
restraint. Data on restraints lasting
less than five minutes were not collected until after the model was implemented, in the follow-up phase.
Staff and patient injuries—defined as
an injury requiring any form of med611

ical attention—were also tracked.
Results showed a remarkable and
statistically significant decrease in
rates of restraint and seclusion after
implementation (18). During the
nine months before the training
phase, 281 episodes of restraint were
documented. By contrast, only one
episode occurred in the 15 months after training. The use of physical holds
under five minutes was dramatically
reduced over time as well. Results
also revealed a significant difference
in staff and patient injuries between
pretraining and follow-up. In the pretraining phase an average of 10.8 staff
and patient injuries occurred each
month, and during the follow-up
phase, the unit averaged 3.3 injuries a
month.
The manner in which the CPS
model teaches adults to solve problems collaboratively with patients also
has important implications for staff
interactions with each other. Thus
many of the changes in the structure
of the milieu that occurred during implementation of CPS were a byproduct of encouraging unit staff and leadership to discuss mechanisms for altering the culture of the unit. The
staff examined many long-standing
unit policies and procedures, such as
expectations for patient participation
in therapy groups, visitation hours
and policies, the grouping of patients,
and staffing patterns, and worked together to improve compatibility between the unit structure, the primary
goals of stabilization and assessment,
the staff, and patients.
Because the CPS model involves
creating highly individualized action
plans for each resident, it was also essential to improve mechanisms for
communication. Over time, milieu
and supervisory staff began continuously reviewing instances of difficult
interactions with patients to identify
triggers of aggressive behavior and
discuss how these interactions could
have been handled in a way that reduced the potential for outbursts
while maintaining the safety of staff
and residents. Other inpatient units
that have implemented the CPS model have instituted formal review
processes that are immediately applied whenever use of restraint or
seclusion occurs.
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Future directions
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Substantial reduction in the use of
restraint and seclusion procedures
and in staff and patient injuries are
realistic goals in inpatient psychiatry,
as well as in other restrictive therapeutic settings that serve similar populations, such as juvenile detention
centers, residential facilities, group
homes, and therapeutic day schools.
Many settings have reduced their use
of such procedures, but there is still
much work to be done. Although total elimination of these practices may
not be possible in some settings, the
dramatic changes associated with implementation of the CPS model are
encouraging.
Although the research presented
here documenting the effectiveness
of CPS in an inpatient unit clearly
possesses ecological validity, a variety
of limitations in design were imposed
by the realities of conducting research under real-life conditions. It
was not possible to control for the
many changes that occurred on the
inpatient unit as a byproduct of CPS
training. Thus it is not possible to
parse out the factors that principally
accounted for the positive changes. It
is also important to note that these
improvements would not have been
possible without a clear commitment
from unit leadership. Finally, the selection of an inpatient unit with extremely high rates of restraint and
seclusion may affect the generalizability of the findings.
Further study on units with lower
pre-existing rates of restraint and
seclusion are needed. Data from numerous additional units in which the
model has been implemented are being analyzed, and plans are in place to
implement and study the model in
other settings, including the children’s psychiatric inpatient service at
Yale–New Haven Children’s Hospital.
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