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Learning Overview: After attending this presentation, attendees will understand the risk linked to the use of mechanical restraints in psychiatric 
patients. 

Impact on the Forensic Science Community: This presentation will impact the forensic science community by showing the need for surveillance in 
order to prevent the use of illegal restraints. 

Asphyxia is due to an impediment to the inflow of air into the respiratory tract.1 Strangulation is the compression of the neck by using a lacing or other 
similar tool. The first factor involved is the nervous one, determined by the compression and stimulation of the vagus nerve. Death by asphyxia can 
occur with suicidal, homicidal, or accidental manner. Sometimes the difference between the three manners of death is not clear. 

The death of a boy suffering from Down syndrome found dead in a psychiatric clinic between the bed and the floor of the room in which he was 
hospitalized is reported. The investigators carried out a judicial inspection of the clinic. The scene was examined by investigating the use of restraints 
in the other rooms of the nursing home and on the other patients. An autopsy was performed with analysis of the injuries on the body and measurement 
of the chest diameter. The investigators seized and analyzed the mechanical restraints used; they measured its dimensions and reproduced its closure. 
The data were analyzed and compared. 

The analysis of the scene showed the presence of a mechanical restraint that kept the boy tied to the bed. The restraint was found around the boy’s 
thorax and neck, and it caused a constrictive mechanical action on the anatomical areas described. The tool used was a restraint belt 115cm long and 
12.5cm wide. The belt was not elastic and it had buttonholes; outside the buttonholes were two other restraining tools with a plastic closure and a 
special metal device with a magnetic closure. The restraints were photographed and analyzed at autopsy. In particular, the compatibility of the metal 
device with a magnetic closure was assessed and ascertained. It was also established that the metallic device could only be opened by using a magnet 
that presented a specific key ring of green color. Thus, the restraining belt was further closed through the metal device and by a magnetic closure. 
Therefore, it was clear that the use of restraints had caused the boy’s death by strangulation. In particular, the forensic investigations showed that all 
the patients of the clinic were tied by these tools during the night with no possibility of movement. In this case, unfortunately, probably in an attempt 
to get out of bed, the boy remained accidentally trapped in the mechanical restraint, thus causing strangulation with constriction of the chest. But is it 
really an accidental death?  

In this case, an analysis was carried out regarding the role of health care personnel and the real need to use mechanical restraints. Restraint refers to the 
use of physical, pharmacological, and/or environmental tools aimed at limiting the ability of an individual to move.2 Restraint has a prevalence of 
15.8% in hospitals and 68.7% in nursing homes.3 Fall prevention is the main reason restraint is used. However, some studies have shown the 
ineffectiveness of such systems in preventing falls; on the contrary, they often cause death by asphyxiation or trauma.4-6 It is necessary to consider the 
use of mechanical restraints as an extraordinary and not ordinary intervention. The choice of the medium to be used should be considered in relation to 
the individual case and it must be limited in time. Every patient subjected to restraint measures must be carefully monitored by specialized personnel. 
Increased surveillance of the nurse/patient relationship is necessary to reduce the use of restraints. In this case, the lack of surveillance of patients 
subjected to restraint is highlighted. Therefore, the failure to monitor the patient and the unjustified application of these tools caused an avoidable death. 
The case suggests the need for more surveillance on the use of restraints on psychiatric patients. Avoiding improper use of restraints is important as is 
the guarantee of the right to physical and personal freedom. 
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