
The length of time a psychiatric 

patient is in mechanical 

restraints should be as brief as 

possible and the assessment of 

the patient’s readiness for 

release should be based on 

validated tools. There is wide 

variation in the length of time in 

restraints indicating a lack of 

evidence-based practice. The 

validated Mechanical Restraint-

Confounders, Risk, Alliance 

Score (MR-CRAS) includes 

measures of risk and alliance 

and has demonstrated content 

and construct validity. The 

validated Mechanical Restraint-

Confounders, Risk, Alliance 

Score (MR-CRAS) includes 

assessment of risk and alliance 

using seventeen subscale 

measurements.   

INTRODUCTION

• Thirty-eight nurses were 

trained to use the MR-CRAS 

tool in forty-five-minute small 

group sessions. 

• Pre training and post an eight-

week implementation of the 

MR-CRAS tool, 48 nurses on 

an inpatient psychiatric unit 

were surveyed asking "What 

factors do you consider when 

deciding to release a patient 

from restraint?” 

• A content analysis approach 

was used to code responses 

for implicit and explicit 

mentions of risk or alliance 

factors. Change in nurse’s 

decision making was assessed 

by comparing the proportion of 

responses with mentions and 

the rate of mentions. 

METHODS

• Pre and post survey response rates were 32% and 46%, respectively. 

• The proportion of nurses mentioning alliance factors was high at baseline (94.1%) and did not change (p=0.85). 

• The post-survey rate of any mentions of factors of alliance increased by 52% (p=0.01) and grew more explicit (p=0.05). 

• The rate for risk factor mentions did not change (p=0.90) and grew more implicit.

• The most important of the factors of alliance was communication.
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• After training on the MR-CRAS, 

the increase in explicit 

mentions of factors of alliance 

may signal a stronger 

confidence for their use. 

• The growth in rate of alliance 

mentions without displacing 

mentions of risk is consistent 

with the construct validity of 

the MR-CRAS and may 

improve the assessment for 

readiness for release from 

restraints release.

• A validated structured 

professional judgment tool 

measuring explicit factors of 

alliance represents an 

opportunity for improving the 

nursing practice in assessment 

for release while potentially 

decreasing restraint time.

• By including explicit alliance 

factors in the assessment 

process, nurses can potentially 

decrease the time in restraints 

and diminish the deleterious 

effects of mechanical 

restraints.

CONCLUSIONS

This project was undertaken as a Quality 

Improvement Initiative at Massachusetts General 

Hospital, and as such was not formally supervised 

by the Institutional Review Board per their policies.
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MECHANICAL RESTRAINTS-CONFOUNDERS, RISK, ALLIANCE SCORE---
SUBSECTION OF METHODS

MR-CRAS
MECHANICAL RESTRAINT-CONFOUNDERS, RISK, ALLIANCE SCORE

The parameters of alliance are defined as factors relating to the patient's insight and ability to engage in communication 

and cooperation with the clinicians during mechanical restraint. 

Items in the scale are scored 0, 1 or 2, depending on whether it is observed and assessed that the patient, e.g., has no 

contact, a low degree of contact or a high degree of contact with clinicians. 

The following gives examples of focus points within the no, low and high degrees of the four parameters of alliance. 

Examples in the, e.g., high scoring categories, are not requirements that must be met for a patient to be released from 

mechanical restraint. Examples are solely examples of no, low or high levels of, e.g., contact and the examples are not 

exhaustive! 

NOTE If the patient exhibits behavior that covers more than one scoring category, for example, both low and high degrees 

of contact, select the one scoring category that predominantly reflects the patient’s behavior. 

The parameters of alliance are defined as factors relating to the patient's insight 

and ability to engage in communication and cooperation with the clinicians during 

mechanical restraint. 

Score 0 = No degree Score 1 = Low degree Score 2 = High degree

Is there communication with the patient? 

In no degree, when the patient, for example: 

• Is dismissive of contact/boycotts contact – does not 

respond to enquiries

• No eye contact – the patient is lying down with eyes 

closed, the patient pretends that they are sleeping

• Hostile gaze

• Is unpredictable 

To a low degree, when the patient, for example: 

• Responds to enquiries but is taciturn

• Uses coarse language/is condescending 

• Is guarded

• Dominates the contact

• The patient splits between clinicians they like and dislike

• Is elusive

• Not accommodating

• Fluctuates in the contact, e.g. hot-headed, from talkative 

to suddenly being insulting, from neutral to aggressive, 

inconstant issuing threats, from having contact to getting 

very heated minutes later, fluctuating regarding 

compliance with agreements 

• Eye contact is reduced 

To a high degree, when the patient, for example: 

• Responds to enquiries, reaches out to have contact.

• Good formal contact, participates in conversations with 

clinicians 

• Good eye contact

• Is stable in the contact

• Engages in positive contact, for example, being polite, 

calm/relaxed, quieter/low-key, friendly, accommodating, 

present in his/her contact, listens to clinicians, for 

example by entering into agreements

• The patient is predictable 

• The patient can cope with shifts in the contact with 

clinicians and/or be in contact with more than one 

person at a time 

Is there cooperation with the patient? 

In no degree, when the patient for example: 

• Cannot enter into agreements 

• Does not comply with agreements

• Will not cooperate 

To a low degree, when the patient, for example:

• Can make agreements, but finds it difficult to take one 

thing at a time, with a view to keeping agreements 

realistic 

• Can stick to what is agreed, but wants to discuss 

framework for the agreements 

• Inconstant in cooperating to comply with agreements. 

For example, the patient enters into verbal agreements, 

but does not comply when it comes down to it 

• Can cooperate, but not across clinicians, and with only 

one person at a time 

To a high degree, when the patient for example:

• Can make and stick to agreements, also across 

clinicians, e.g., around taking medication, being released 

from the restraint to go to the toilet/have a bath, or other 

liberties, without being externalizing, but with quiet and 

calm talking, and can tolerate guidance and limit- setting 

in this regard 

• The collaboration is stable 

Can the patient modify their own behavior? 

In no degree when the patient, for example: 

• Cannot be corrected in their behavior 

• Unrestrained/unpleasant behavior 

• Does not comply with requirements

• Does not tolerate refusal without getting heated, 

aggressive and being a danger to others 

• Cannot defer own needs 

To a low degree, when the patient, for example: 

• Is hard to correct

• Is more correctable

• Has difficulty complying with all requirements

• Tolerates, but does not understand, refusal

• Is commanding/demanding 

• Has a lot of wishes and needs 

• Has a lot of things they want to do

• Has difficulty deferring own needs 

To a high degree, when the patient, for example: 

• Can be re-directed in their behavior, e.g., noisy behavior 

or that the patient’s needs/wishes can be corrected, in 

that the patient understands and can tolerate refusal and 

defer own needs 

• Agrees to plan

Does the patient have insight into his/her own situation? 

In no degree, when the patient, for example: 

• Has a lack of insight into the reason for the mechanical 

restraint

• Denies violence 

• Disclaims responsibility for what has happened 

To a low degree, when the patient, for example: 

• Understands the reason for the mechanical restraint

• Does not distance themselves from what has happened 

• Shows a lack of empathy 

• Belittles what has happened 

• Ignores own behavior.

• Justifies their actions

To a high degree, when the patient, for example: 

• Has insight into the reason for the mechanical restraint

• (Full insight may not always possible for the patient. An 

alternative is that the patient demonstrates some 

understanding) 

• It is possible to talk with the patient about the episode. 

• The patient can, for example, understand why they are 

mechanical restrained, and the behavior clinicians 

expect of the patient when released.

• The patient can be realistic about his/her situation and 

what must happen 

• Takes responsibility for what has happened 

FACTORS OF ALLIANCE 

MENTIONED BY ROUND
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