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Accessible Summary
What is known about the subject? 
•	 In a survey conducted by the World Health Organization (WHO) in the summer 

of 2020, 93% of countries worldwide acknowledged negative impacts on their 
mental health services.

•	 Previous research during the H1N1 pandemic in 2009 established an increase of 
patient aggression in psychiatric facilities.

What the paper adds to existing knowledge? 
•	 Despite expected worsening of mental health, our hospital observed reductions 

in aggressive behaviour among inpatients and subsequent use of coercive inter-
ventions by staff in the months following Covid-19 pandemic restrictions being 
implemented.

•	 The downward trend in incidents observed during the pandemic has suggested 
that aggression in mental health hospitals may be more situation-specific and 
less so a factor of mental illness.

What are the implications for practice? 
•	 We believe that the reduction in aggressive behaviour observed during the pan-

demic is related to changes in our organization that occurred in response to 
concerns about patient well-being; our co-design approach shifted trust, choice 
and power. Therefore, practices that support these constructs are needed to 
maintain the outcomes we experienced.

•	 Rather than return to normal in the wake of the pandemic, we are strongly en-
couraged to sustain the changes we made and continue to find better ways to 
support and work with the individuals who rely on or use our services.

Abstract
The global COVID-19 pandemic has dramatically changed the operation of health care 
such that many services were put on hold as patients were triaged differently, people 
delayed seeking care, and transition to virtual care was enacted, including in psychiatric 
facilities. Most of the media dialogue has been negative; however, there have been some 
silver linings observed. Coinciding with the pandemic has been a reduction in aggressive 
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1  |  INTRODUC TION

It has been suggested that the mental health impacts of the COVID-19 
pandemic will pose a severe challenge for governments and results 
from a survey conducted by the World Health Organization (WHO) 
in the summer of 2020 found that 93% of countries worldwide experi-
enced negative impacts on their mental health services (WHO, 2020). 
Here in Canada, a Canadian Angus Reid poll in April 2020 found that 
half of all respondents indicated that their mental health has worsened 
during this time (Angus Reid Institute, 2020). As we and others antici-
pated that this phenomenon would also apply to psychiatric inpatients 
(Yao et al., 2020), many drastic changes were implemented within our 
hospital to proactively prevent further negative impact. Somewhat 
surprisingly, however, we observed that our patients were tolerating 
the unusual situation, and in fact, demonstrated fewer incidents of ag-
gression leading to a significant reduction in our use of restraints and 
seclusion (R/S). This finding follows several years of concerted efforts 
by our healthcare teams to address the use of coercive interventions 
with some success, but not nearly to the extent currently observed. 
As such, we have reflected on this naturally occurring phenomenon 
during this pandemic to ascertain its potential causes. As governments 
attempt to restore life as usual, we are writing this position paper to 
inform others of our observations, with the recommendation that per-
haps mental health care does not necessarily return to “normal”.

Previous research during the H1N1 pandemic in 2009 established 
an increase of patient aggression, for example in Australian emergency 
departments (Fitzgerald et al., 2012). Recent research has proposed 
that lack of freedom and movement may cause mental health patients 
to become irritable and upset amid the COVID crisis (De Sousa et al., 
2020). Specifically, it is posited that relapse or exacerbation of illness 
during this period is probable, with some patients even generating de-
lusions around themes of the pandemic. If some individuals experience 
increased delusions and paranoia, it would seem likely that individuals 
hospitalized with schizophrenia could develop aggressive and violent 
behaviour as a result (Mazza et al., 2020). However, literature to date 
has not reported on actual incidences of aggression in mental health 
facilities during the COVID-19 pandemic or previous pandemics.

2  |  RECENT CHANGES WE MADE IN 
RESPONSE TO THE CURRENT PANDEMIC

Ontario Shores Centre for Mental Health Sciences is a tertiary men-
tal health hospital with approximately 340 inpatients beds devoted 

to the treatment of adult, adolescent, geriatric and forensic mental 
health issues. In response to the declaration of a global pandemic 
by the World Health Organization in March, our hospital introduced 
strategies to counter the public health and social distancing meas-
ures that were implemented. Specifically, we made the following 
changes:

March 2020

•	 Scaled down and suspended outpatient and non-essential ser-
vices in order to streamline resources and support inpatients, 
including redeployment of outpatient staff to inpatient units to 
deliver activities

•	 Sequestration of inpatients to their units (i.e. no off-unit privileges 
for inpatients)

•	 Opening of outdoor courtyards for scheduled cigarette breaks
•	 Visitor restriction and eventual suspension
•	 Established patient engagement steering group designed to cen-

tralize decision making around engagement on inpatient units; 
tasks included weekly engagement with patients and families in 
identifying meaningful activities and corresponding resources, 
plus identification of processes and barriers to delivery of such 
services

April 2020

•	 Combined two adolescent units into one (eating disorders and 
general adolescents) to create a new unit dedicated to individuals 
at high risk for COVID-19

•	 Organized ongoing patient and family engagement to refine and 
customize unit activities

•	 Celebrated patient successes

3  |  RECENT STATISTIC S FOR AGGRESSION 
AND THE USE OF RESTR AINTS AND 
SECLUSION

Our hospital monitors the incidence of aggression and use of R/S 
and produces weekly reports: for this paper, we requested the en-
tire data from our decision support team retrospectively after the 
time period of interest. The incidences of use of R/S are reported 
separately by patient population and divided into three periods, 
namely pre-COVID (Pre; 1 January–10 March), during COVID transi-
tion (Transition; 11 March–15 March) and post-transition (Post; 15 

incidents at our psychiatric hospital, along with the decreased need to use restraints and 
seclusion to manage behaviour. In this paper, we are taking stock of the changes that 
have occurred in response to the pandemic in an attempt to share our learnings and offer 
suggestions so that health care does not necessarily return to “normal”.
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March–30 April). This resulted in 70, 5 and 46  days, respectively. 
Discharges remained fairly consistent over the duration of the three 
study periods and admissions fell slightly during the Post period.

While the rate of incidences of mechanical restraints increased 
during the 5-day transition, the average daily rate of the number of 
mechanical restraints in the Post period relative to the Pre period 
reduced in our Adolescents, Forensics and Geriatrics programs by 
56%, 49% and 100%, respectively. The rate of incidences of mechan-
ical restraints did increase for our General Adult Psychiatry program 
during the Post period by 36%; however, a third of all instances for 
the Post Period were within the first few days.

For seclusions, the rate of incidences increased during the 5-day 
transition; however, during the Post period relative to the Pre period 
the rates reduced for the General Adult Psychiatry, Adolescents, 
Forensics, and Geriatrics programs by 54%, 76%, 35% and 19%, 
respectively.

4  |  DISCUSSION

Traditionally mental health care is associated with a power imbal-
ance between service providers and users which can lead to vio-
lence and aggression and ultimately coercive practices. The hospital 
has traditionally made concerted efforts to minimize the use of 
coercive practices. For example, it introduced Safewards (Bowers, 
2014) in 2015 as a means of minimizing conflict on the units by 
having staff and patients come together to create a therapeutic 
recovery-oriented environment. And while these evidence-based 
interventions are associated with a reduction of conflict on units, we 
observed during the COVID-19 crisis that it is possible to further and 
drastically reduce the use of coercive practices in tertiary mental 
health care.

The downward trend in incidents observed during the pandemic 
has suggested that aggression in mental health hospitals may be 
more situation-specific and less so a factor of mental illness. This 
is not a new concept however: previous scholars have argued that 
there are other—non-pathological—reasons why aggressive inci-
dents are observed on inpatient psychiatric units such as it being a 
form of resistance (see McKeown, 2016). McKeown and others (e.g. 
Holmes et al., 2012) have noted that we tend to legitimize forms of 
aggression enacted by staff (e.g. use of restraints) and by organiza-
tions (e.g. working environments, funding decisions, etc.) but fail to 
acknowledge that this form of violence begets violence in patients.

Patient engagement has always been addressed within our hos-
pital. However, prior to the COVID-19 outbreak, this operated in a 
very reactive way: patients make complaints, and these complaints 
are investigated and remedied. When the outbreak occurred, this 
department, and its corresponding family and patient engagement 
committees, proactively identified potential issues, gaps in service 
delivery and factors related to self-directed day-to-day behaviour. 
This resulted in the localized and customized creation of activities 
that were meaningful to patients. For example, the dual diagnosis 
unit wanted to have more 1:1 engagement and smaller group activity 

with staff for support. On the other hand, forensic patients wanted 
access to phones and Amazon purchasing opportunities. As a result, 
Amazon gift cards were purchased for these units. The fact that co-
design was used to identify the activities may also have had a posi-
tive impact on inpatients. Oftentimes, service delivery is a top-down 
process whereby professionals determine what is best for patients. 
When using co-design recently, patients were brought in with equal 
decision-making power to determine the implementation of pro-
grammes and activities and participated in co-delivery. As a result, 
this shifted power from the service provider to the service user. This 
is congruent with previous research that demonstrates that trust, 
choice and power are perceived as important for those receiving 
mental health services (Laugharne et al., 2011). Researchers found 
that factors influencing trust are caring attitudes and acts of kind-
ness. In their research, participants also reported the need for a shift 
in power, with more power being afforded patients in their own care 
and self-determination.

Amid the COVID-19 crisis, it may be that the lack of perceived 
control over the course of the pandemic by both service users and 
providers lessens the power imbalance between these two groups—
the pandemic has put both groups on the same side to work to-
gether with the common goal of meeting the challenges presented 
to the healthcare system. So not only has the pandemic lessened 
the power imbalance between clinician and patient, but it requires 
that both groups trust one another to adhere to their respective re-
sponsibilities amid this health crisis. As such, service users and pro-
viders cooperated to respond to the pandemic. As such, a bond was 
fostered: “[o]nly through cooperation [can] a sense of solidarity be 
established” (Maravelias, 2012). While typically assigned to internal 
motivations, we would also suggest that our organization shifted its 
usual relationship with service providers, and these environmental 
and institutional changes facilitated cooperation and prosocial inter-
actions between these two groups (Simpson & Willer, 2015).

Where choice is concerned; however, the COVID-19 crisis may 
have demonstrated that the lack of choice (namely the lack of off-
unit privileges) or more importantly the uniformity of choice (i.e. 
that all patients were faced with the same restrictions) may have 
alleviated patient-to-patient comparisons: if no one is afforded off-
unit privileges, then there are no complaints regarding patients’ own 
access relative to others’ access. The concept of procedural justice 
stipulates that when people believe that a process is fair—even if 
they do not like the outcome —they will have respect for the pro-
cess, thereby reducing any disputes. This possibility has important 
implications for the perceived subjective nature in which patients 
are afforded or denied access to privileges, leading to feelings of 
frustration.

Lastly, the tremendous effort to reduce the negative impact of 
the pandemic restrictions on our inpatients resulted in more pro-
gramming, easier access to these activities (as they were offered on 
the units) and enhanced 1–1 engagement of staff with patients. We 
hypothesize that this increase in services also contributed to the 
reduction of aggression observed. Previous research has indicated 
that boredom is a risk factor for aggressive behaviour (Bowers et al., 
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2011) and other undesirable actions such as unauthorized leaves of 
absence (ULOA; Martin et al., 2018).

In order to fully understand the factors associated with these 
observations, future research should continue to focus on issues re-
lated to trust, choice and power. In this case, it was speculated that 
the use of co-design contributed to sharing of power between ser-
vice users and providers. Co-design posits that all individuals have 
assets and strengths (Lewis et al., 2017) and establishes reciprocal 
and meaningful relationships between service users and providers; 
therefore, actively embedding co-design within mental health care 
must become a priority.

In addition, while the lack of choice regarding off-unit privileges 
may have be associated with a probable decrease in patient frus-
tration given that everyone was equally restricted, it is likely that 
uniformity, rather than lack of options, contributed to this reduced 
sense of frustration. If this is the case, what if there was no subjec-
tivity in allocating privilege access? What if (within reason and en-
suring safety) all patients had access to all privileges? This also raises 
the question —why does mental health care use the word privilege 
to denote what are often basic citizenship entitlements (i.e. go out-
side, access to own money, access to food, etc.)? There is an element 
of positive risk taking in this suggestion, but perhaps worth research 
investigation.

Finally, the events of the past few months have also demon-
strated that flexibility is crucial in dealing with events that are out 
of one's control. Oftentimes the mental health system can be risk 
averse and rigid in its policies and practices. The COVID-19 crisis 
essentially forced the hospital to listen to and engage its patients 
and celebrate their successes. When the pandemic finally does 
come to pass and things go back to “normal” perhaps, this would 
be a step back. To echo Brown and colleagues (Brown et al., 2020) 
who state that there is “an opportunity now to find better ways 
of working with patients which we hope will outlive the COVID-19 
pandemic” (p. 12), mental health care should learn from the lessons 
of what is possible in terms of patient engagement, flexibility, shar-
ing power and trust amid the pandemic and as such, not go back to 
“normal”. The phrase “new normal” has often been used to specu-
late life after COVID-19 and it would seem mental health care can 
establish a “new normal”.

5  |  RELE VANCE TO CLINIC AL PR AC TICE

We believe that our observations of a reduction in incidents of ag-
gression and use of coercive interventions during the pandemic are 
related to changes in our organization that occurred in response to 
concerns about patient well-being; our co-design approach shifted 
trust, choice and power. Rather than return to normal in the wake 
of the pandemic, we are strongly encouraged to maintain this new 
approach and continue to find better ways to support and work with 
the individuals who rely on or use our services.

In theory, recovery-oriented practices guide mental health 
service delivery in Canada (WHO, 2020). Many organizations, 

including our own, have invested considerable resources to advance 
recovery-oriented practice to not only enhance mental health out-
comes but also minimize custodial practices including those that 
are coercive. The experiences noted during the pandemic have 
demonstrated very simple and practical ways that the relationship 
between service provider and user can be enhanced. By amplifying 
the service user's role in his/ her own care and working coopera-
tively together, recovery principles are attained. Oftentimes orga-
nizations implement complex interventions and initiatives designed 
to direct behaviour and practice, when perhaps an attitudinal shift is 
necessary—namely recognizing the value of co-produced, strength-
based care interventions as well as the belief that aggression is not 
inherently part of one's mental illness.
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