
or suicidal incidences. However, S/R are used also in less serious sit-
uations. A national study reported considerable economic costs
caused by S/R related psychological and physical injuries of staff
and patients, and huge loss of working hours. Patients experienced
S/R as frightening, dehumanizing, humiliating, claustrophobic, and
punishing. A physical intervention may be stressful also for staff
and other patients. The consequences of stress are particularly harm-
ful for inpatients since genetic vulnerabilities and histories of stress or
maltreatment are common among them. Frequent use of S/R instead
of de-escalation may harm relations between staff and patients, the
effect of medicines, and the recovery. In USA, S/R have been highly
prioritized since 1998 when 142 S/R-related deaths, published in
a journal, lead to congressional hearings. Asphyxia is a common
cause of S/R related death. The deaths or injuries associated with
S/R are not systematically registered in Europe.

It is difficult but not impossible to change practices and attitudes.
Several countries, settings and nursing organizations (e.g. APNA)
have projects committed to the reduction of S/R. Alternative, safer
methods are needed.

S27.04

Experiences with a training programme in the use of methods other
than seclusion or restraint

A.B. Bjorkdahl. Department of Clinical Neuroscience, Karolinska
Institute, Stockholm, Sweden

Background and Aims: Prevention of patient violence should be
initiated very early in the aggression process. In order to improve
the early preventive interventions on a psychiatric intensive care
unit (PICU), we introduced a training programme including the
Bröset Violence Checklist (BVC) and structured preventive care
plans.

Methods: We developed a standardized list of goals and inter-
ventions for patients at risk of becoming violent towards others,
covering aspects of patient participation, information, support, gen-
eral care, environment, observation and coordination. All members
of staff were obliged to read the patients’ care plans before entering
the ward and carry out the interventions. The BVC estimates the
patient’s level of risk for violence during the next 24 hours. In
the checklist six behaviour items are noted as present or not pres-
ent; confusion, irritability, boisterousness, verbal threats, physical
threats and attacks on objects. On the PICU, a nurse was assigned
on each shift to assess the patients. If more than two items were
present, interventions to prevent a violent incident had to be
initiated.

Results and conclusions: The staff found the BVC easy to learn
and use. An evaluation of the predictive capacity of the BVC on the
PICU showed that the risk for violence in a short term perspective
could to a high degree be predicted by the nursing staff. Similarly,
we found that the standardized list for care plans was experienced
as helpful and an often necessary tool, well suited to be combined
with the BVC.

S27.05

Least restrictive interventions towards consensus

B.A. Paterson. Department of Nursing, University of Stirling, Stirling,
United Kingdom

Background: Recommendation (2004) 10 Concerning the Protec-
tion of the Human Rights and Dignity of Persons with Mental

Disorder binds member states of the Council of Europe to the prin-
ciples of least restriction / least intrusiveness. There are however
marked differences in how these principles are being interpreted
in the context of coercive interventions across Europe. Current prac-
tice is the result of the emergence of national consensus on what is
acceptable rather than evidence based with procedures banned in
one country such as seclusion, in common use in another. In the
light of moves towards greater European consensus on mental health
issues more generally the absence of a European consensus is
striking.

Aims: To identify how moves towards a consensus on the use of
coercive interventions might be facilitated.

Methods: Literature review, discussion.

Results: The paper proposes a taxonomy of coercive interventions
and critically examines the criteria that might be employed in deter-
mining what constitutes the least restrictive/least intrusive interven-
tion in a given situation.

Conclusions: A pan-European consensus is possible but depends
on better data collection across Europe on the use of coercive inter-
ventions in order to inform its development and a willingness by prac-
titioners to critically reflect upon the cultural determinants of practice
in their setting.

W08. Workshop: THE CLINICAL
SAVOIRE-FAIRE OF ETHNO-
PSYCHIATRY

W08

The clinical ‘‘savoir-faire’’ of ethnopsychiatry

A.M. Ulman 1, N. Zajde 2, C. Grandsard 2. 1 Beer-Yaacov Mental
Health Center, Beer-Yaacov, Israel 2 Centre Georges Devereux,
University of Paris 8, Saint-Denis, France

In a changing world with open borders, mental health caretakers (psy-
chiatrists, psychologists and other therapists) interact in their everyday
clinical practice with patients from all over the planet who belong to
various cultural and religious universes. Thus contemporary mental
health caretakers treat patients suffering from pathologies informed
by notions traditionally foreign to psychiatry, psychology or psycho-
analysis, notions such as God, Saints, faith, prayer, witchcraft, posses-
sion, curses, spirits, ghosts, defilement, etc. Often these patients
simultaneously turn to antagonistic therapeutic settings, attending psy-
chiatrists as well as healers or priests. This transpires particularly when
Western therapies lack answers. Ethnopsychiatry is a methodology
combining therapeutics and research whose purpose is the creation
of a framework of acceptance, interrogation and understanding of
Western as well as non-Western diagnostic theories and therapeutic
methods. How these patients may be treated in the most efficient and
respectful way and how to avoid applying contemptuous and reductive
interpretations to theories and concepts from the patient’s cultural
world will be addressed. Specific characteristics of the ethnopsychiat-
ric clinical setting will be described and analyzed. In addition, the ther-
apeutic process that assisted a drug addict to confront his family and
destiny (to be a master healer) and leave France for Africa will be ex-
plored. This clinical process is based on ethnopsychiatry theory and
practice. Finally we will bring epidemiological psychiatric data and
clinical vignettes concerning the cohort of patients of Ethiopian origin
that has been hospitalized in an Israeli mental center.
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