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THE OTHER SIDE OF THE COIN: NURSES’ VIEWS AND 
BEHAVIOR ON PHYSICAL RESTRAINT

Cemal Huseyin Guvercin1, Menevse Samur2, Kubra Pinar Gurkan3

Abstract: Aim: To study the views and behaviors of the nurses who apply physical restraint. Research Design: The study was designed 
as a descriptive study. The data were collected using a questionnaire form and analyzed by chi-square tests. The study was conducted 
at a university hospital. The convenience sample consisted of 93 voluntary nurses. Findings: The decision to initiate/terminate the 
physical restraint is mostly (63.4%) made by the physician and the nurse together, and frequently (96.8%) wrist belts are used. 
While one-third of the nurses (33.4%) apply the restraint for more than 7 days, 21.4% never loosen the physical restraint. 28% of 
the nurses face resistance due to the restraint. 78.5% of the nurses obtain informed consent for the restraint whereas 51.6% believe 
that the consent is not necessary. Only 9.7% of the nurses record the practice to the patient observation chart. Additionally, there 
is a relationship between the unit, patients they cared for daily, years in the profession and the nurses’ views on restraint (p≤0.05). 
Conclusion: It is necessary to improve the nurses’ awareness and ethical sensitivity about physical restraint. Professional development 
of the nurses regarding physical restraint should be maintained continuously from the beginning of their undergraduate education. 
An institutional committee should be established to support decision-making and monitor the restraint processes.
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El otro lado de la moneda: puntos de vista y comportamiento de las enfermeras en relación a la restricción médica

Resumen: Objetivo: Estudiar los puntos de vista y comportamientos de las enfermeras que aplican restricción física. Diseño de 
investigación: Estudio descriptivo realizado en un Hospital Universitario. Los datos se recolectaron usando un cuestionario y 
analizando los textos mediante chi-square. La muestra de conveniencia consistió en 93 enfermeras voluntarias. Resultados: La 
decisión de iniciar/terminar la restricción física corresponde mayoritariamente al médico y la enfermera en conjunto (63,4%), y 
frecuentemente se usa atadura de muñecas (96,8%). Mientras que un tercio de las enfermeras (33,4%) aplica la restricción por más 
de 7 días, 21,4% nunca afloja la restricción física. 28% de las enfermeras muestran resistencia a aplicar restricción. 78,5% obtienen 
consentimiento informado para restringir, mientras que 51,6% cree que no es necesario el consentimiento. Solamente 9,7% de 
las enfermeras registra la práctica en la hoja de observación del paciente. Además, existe relación entre la unidad, pacientes que 
cuidan diariamente, años en la profesión y puntos de vista de las enfermeras sobre la restricción (p≤0.05). Conclusión: Es necesario 
mejorar la conciencia y sensibilidad ética sobre la restricción física. Debiera mantenerse continuamente el desarrollo profesional de 
las enfermeras sobre la restricción física desde el comienzo de la educación de pregrado y establecer un comité institucional para 
asistir la decisión de monitorear los procesos de restricción.

Palabras clave: comportamiento, consentimiento informado, enfermera, práctica de enfermería, restricción física, ética profesional

O outro lado da moeda: A visão e o comportamento dos enfermeiros na contenção física

Resumo: Fundo: A contenção física é uma prática amplamente utilizada que inclui problemas éticos. A análise dos pontos de vista 
e comportamentos de enfermeiros que aplicam a contenção física são importantes para determinar os problemas na prática e para 
encontrar soluções. Objetivo: Estudar as visões e comportamentos de enfermeiro que fazem uso da contenção física. Projeto de 
pesquisa: O estudo foi concebido como um estudo descritivo. Os dados foram coletados utilizando um formulário de questionário 
e analisados pelos testes do qui-quadrado. O estudo foi realizado em um hospital universitário. A amostra de conveniência consistiu 
de 93 enfermeiros voluntários. Conclusões: A decisão de iniciar/encerrar a contenção física é principalmente (63,4%) feita pelo 
médico e enfermeiro juntos, e frequência de uso dos cintos de pulso (96,8%). Enquanto um terço dos enfermeiros (33,4%) aplicam 
a retenção por mais de 7 dias, 21,4% nunca soltam a contenção física. 28% dos enfermeiros encaram resistência devido a retenção. 
78,5% dos enfermeiros obtém consentimento prévio para retenção, enquanto 51,6% acreditam que o consentimento não é necessário. 
Apenas 9,7% dos enfermeiros registram a prática na ficha de observação do paciente. Além disso, existe uma relação entre a unidade, 
os pacientes que eles cuidam diariamente, anos na profissão e visão dos enfermeiros a cerca da contenção (p ≤ 0,05). Conclusão: É 
necessário melhorar a consciência e sensibilidade ética dos enfermeiros sobre contenção física. O desenvolvimento profissional do 
enfermeiro considerando a contenção física deve ser mantido continuamente a partir do início de sua graduação. Uma Comissão 
institucional deve ser estabelecida para apoiar a tomada de decisão e acompanhar os processos de retenção.

Palavras-chave: comportamento, consentimento informado, enfermeiro, enfermagem, contenção física, ética profissional
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Introduction 

Physical restraint (PR) is to restrict a person’s 
freedom of movement by using devices such as 
belts (wrist, ankle), bilateral bedrails, limb, trunk, 
chairs(1). PR is applied to prevent the patients 
from damaging themselves and their environ-
ment, keep the patients under control and prevent 
the removal of their connections(2,3). Despite its 
benefit to the patient, it is an act, which limits 
the autonomy of the patient, that can be harmful 
and abusive. The use of improper PR may lead 
to physical, functional, and psychological damage 
in the patient(4). Although it is a controversial is-
sue in terms of ethical principles such as respect 
for the individual/autonomy, maleficence/benefi-
cence, and it is recommended as a last resort in 
practice, PR is widely used(5-8). While worldwide 
prevalence of PR varies between 7-75%, in Tur-
key, particularly in intensive care services, this per-
centage increases upto 90%(9-12,6). Despite the 
standards of PR determined by the guidelines(4,5) 

studies show that health professionals have insuffi-
cient knowledge and practice about many subjects 
such as the adverse effects, risk factors, and alter-
native methods of PR(2,6,12-14). 

Patient well-being is greatly influenced by ethi-
cal decisions made by well-trained health person-
nel with ethical sensitivity(15). In particular, the 
nurses have key roles in the healthcare team as the 
decision-making process of PR implementation, 
follow-up, and informing the physician about ter-
mination(16). 

urses usuallay find PR an easy option especially 
when human resources are inadequate. It was de-
termined that nurses use PR to encusre patient 
treatment compliance, or/and a method of disci-
pline and even punishment. It is a remarkable em-
phasis that PR is often seen as the easiest option 
but rarely applied in ethical standards(17). 

The decision of using PR is difficult and stressful 
for the nurses since this require an evaluation of 
complex components such as patient preferences, 
medical indications, quality of life, and other fac-
tors (religion, culture, law, etc.). An error or in-
correct assessment of the decision-making process 
leads to inappropriate use of PR and ends up with 
adverse events.  Improper PR practice poses a sig-

nificant threat to human rights, patient honor, pa-
tient autonomy and patient well-being. For this 
reason, it is an important ethical issue that can 
lead to legal sanctions(18). The understanding of 
how PR practices are done clinically, and how evi-
dence and skills are reflected in the clinic is vital 
for preventing inappropriate PR practices, ensur-
ing patient benefits, cooperating with patients and 
his/her relatives, protecting patient rights and pre-
vent from abusing patient autonomy on the side 
adverse reactions. The correct understanding of 
the nurses’ practice, attitude, knowledge and skills 
will allow propoer improvement activities plan 
and the creation of effective strategies. PR prac-
tice should be more thoroughly studied since it 
is commonly used in our country despite the fact 
that it carries the risk of harming the patient and 
should be applied with great care, and despite the 
insufficient legal regulations, lack of supervision 
regarding its use, its exclusion from the under-
graduate curriculum and ignored ethical problems 
related with the practice.

Aims and objectives

The aim of this study is to analyze the views and 
behaviors of the nurses who work in a universi-
ty hospital and apply PR. Secondary aim of the 
study is to investigate the relationship between the 
sociodemographic traits (age, marital status, edu-
cation, working unit, years in the profession, pa-
tients they cared for daily) of the nurses and their 
views on PR.

Research Design

Sample and data collection

The study, which was planned as a descriptive 
study, was conducted in the internal medicine, 
surgery, and intensive care units of a university 
hospital (Izmir, Turkey). Of non-probability sam-
pling methods, convenience sampling was used; of 
the nurses who worked in the relevant units and 
applied PR before, 93 volunteer nurses constitut-
ed the study group.

Instruments

Sociodemografic Traits Form: Includes nurses’ sex, 
age, marital status, education, working unit, years 
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in the profession, patients they cared for daily.

Questinnaire Form: It consists of a total of 26 
questions to evaluate the views (12 questions) and 
behaviors (14 questions) of the nurses toward PR.

Ethical Considerations

Written permissions were obtained from the 
Non-Invasive Research Ethics Board (Decision 
date: 18.09.2015, Protocol code: 2293-GOA, no. 
2015122-06), and the hospital. In addition, ver-
bal consent of the participants was obtained.

Data Analyses 

Using the descriptive statistics, a preliminary 
analysis was performed on the data provided. The 
results were expressed as number of observations 
(n), mean ± standard deviation (X±SD) percent-
ages (%). In order to determine the relationships 
between categorical variables, Chi-square tests 
were performed. Categorical variables were sta-
tistically evaluated by Pearson X2 test for one way 

and two way tables. In some cells of the contin-
gency tables, the frequency was small and the 
expected frequency was less than 5. Thus, Chi 
square test with Monte Carlo Simulation method 
and Fisher’s Exact test were used for these tables. 
These methods provide a means to obtain accurate 
results when the data fail to meet any of the un-
derlying assumptions necessary for reliable results 
using the standard asymptotic method. 

Data analyses were performed using the Statistical 
Package for the Social Sciences, version 19.0 (IBM 
Corp, 2010). A p value of ≤0.05 was considered 
statistically significant, and a p value of ≤0.01 was 
considered highly statistically significant.

In sociodemographic terms, 96.0% of the nurses 
were female, and the mean age was 34.08 ± 6.67. 
55.9% of the nurses were married, 77.4% had un-
dergraduate degrees, 39.8% were working in sur-
gery, 29% in internal medicine, and 31.2% in the 
intensive care unit. While 53.8% of nurses have 
more than 10 years of professional experience, 
30.1% they cared for 1-5 patients daily (Table 1).

Characteristics n %
Marital status
Married 52 55.9
Single 41 44.1
Education
Associate degree or lesser than associate degree 3 3.2
Undergraduate 72 77.4
PhD 18 19.4
Working unit
Internal medicine 27 29.0
Surgery 37 39.8
Intensive care 29 31.2
Years in the profession
<= 10 years 43 46.2
>10 years 50 53.8
Patients they took care of Daily
1-5 patient(s) 28 30.1
6-10 patients 22 23.7
11-15 patients 23 24.7
> = 16 patients 20 21.5

Table 1: Sociodemografic Traits of Nurses
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Factors n (%) Test statistics

Pearson’s X2

p

Decision maker
Physician 25 (26.9) 42.07 <0.001
Nurse 9 (9.7)
Physician and Nurse 59 (63.4)
Duration of PR 
Less than 24 hours 28 (30.0) 30.07 <0.001
1-7 days 34 (36.6)
Up to 7 days 31 (33.4)
The loosen of PR 

Never

Once every 12-24 hours

Once every 4-12 hours

Once every 0-4 hours 

20 (21.4)

22 (23.7)

22 (23.7)

29 (31.2)

12.86 < 0.05

The most frequently used type of PR*
Wrist belts 90 (96.8) 81.39 <0.001
Bilateral bedrails 81 (87.1) 51.19 <0.001
Ankle belts 66 (71.0) 16.36 <0.001
Whole body restraints 22 (23.7) 25.82 <0.001
Reason to use*
To prevent the removal of connections (tubing, etc.)  87 (93.5) 70.55 <0.001
Prevent to fall 66 (71.0) 16.36 <0.001
To keep the patient’s behaviors under control 40 (43.0) 1.82 0.178
To facilitate care and treatment 22 (23.7) 25.82 <0.001
The most observed complications*
Increased agitation 67 (72.0) 18.08 <0.001

Altered skin integrity (abrasion, edema etc.) 52 (55.9) 1.30 0.254
Delirium 10 (10.8) 57.30 <0.001
Decubitus ulcer 8 (8.6) 63.75 <0.001
Decreased self-confidence and self-esteem 8 (8.6) 63.75 <0.001
To fall out of bed 1 (1.1) 89.04 <0.001
Have you experienced a situation where the patient is harmed due to a PR-related issue?
Yes 66 (71.0) 16.36 <0.001
No 27 (29.0)
Would you continue applying PR even after the risk of self-injury is eliminated?
Yes 14 (15.1) 45.43 <0.001
No 79 (84.9)

Table 2: Nurses’ Behavior Toward Pysical Restraint
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Have you ever experienced resistance to PR from the patients/relatives?
Yes 26 (28.0) 18.08 <0.001
No 67 (72.0)
Reasons for facing resistance from patient/relatives*
Believing that the patient is suffering 55 (59.1) 3.11 0.078
Not believing in the necessity of the practice 41 (44.1) 1.30 0.254
Perception of the PR as an inhuman-degrading practice 32 (34.4) 9.04 <0.01
Being uninformed about the practice (including the consent) 19 (20.4) 32.53 <0.001
Complications 18 (19.4) 34.94 <0.001
Previous negative experiences of patients/relatives 17 (18.3) 37.43 <0.001

Prolonged application of PR 17 (18.3) 37.43 <0.001

Believing that the health professionals apply the PR for their own comfort 17 (18.3) 37.43 <0.001

Thinking that PR is against patient autonomy 11 (11.8) 54.20 <0.001

Do you obtain informed consent for PR?
Yes 73 (78.5) 30.20 <0.001

No 20 (21.5)

Do you think informed consent is necessary for PR?
Y e s 
	

45 (48.4) 0.10 0.756

No 48 (51.6)

Do you record PR to the nurse’s patient observation chart? 
Yes 9 (9.7) 60.48 <0.001
No 84 (90.3)

Should PR be recorded to the nurse’s patient observation chart?
Yes 85 (91.4) 63.75 <0.001

No 8 (8.6)

Fındıngs

Physicians and nurses (63.4%) mostly made the  
decision to initiate/terminate PR together.. Nurses 
generally participate in 3 out of every 4 PR de-
cisions (74.1%). While one-third of the nurses 
(33.4%) applied the PR for more than 7 days, 
21.4% never loosen the PR. While the most com-
monly used type of PR was wrist belt (96.8%), 
the most common cause of applying PR was to 
prevent the patient from removing the connec-

tions (93.5%). The most frequently observed 
complications were increased agitation (72%) and 
alteration of skin integrity (55.9%). The rate of 
nurses who experienced a situation in which the 
patient was harmed due to not using PR was 71%. 
15.1% of the nurses stated that they would con-
tinue to apply PR even after the risk is eliminated. 
28% of the nurses faced resistance from patients/
relatives due to PR. The most important causes 
of the resistance were believing that the patient is 
in pain (59.1%), not believing in the necessity of 

* More than one choice is marked. 
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the practice (44.1%), perceiving PR as an inhu-
mane-degrading practice (34.4%) and being un-
informed about the practice (20.4%). Although 
78.5% of the nurses obtained informed consent 
for PR, 51.6% did not believe that informed con-
sent is necessary. Only 9.7% of the nurses stated 
that it is necessary to record the practice to the pa-
tient observation chart whereas 91.4% state that 
it is necessary to record the practice to the patient 
observation chart (Table 2).

92.5% of the nurses think that PR is applied for 
the benefit of the patient, 69.9% think that it 
should be removed as soon as possible, and 64.5% 
think that it facilitates care and treatment. 23.7% 
of the nurses think that PR is a routine practice, 
51.6% think that PR can be performed even in 
the lack of informed consent. In addition, 51.6% 
of the nurses think that it can be compared to 
handcuffing of a convict, 48.5% think that PR 
is  hard and painful, and 26.9% think that PR is 
degrading. 

While almost half of the nurses state that they 
have difficulty in applying PR, more nurses have 
difficulty in applying PR to the child patients. 
71% of the nurses believe that “Physical Restraint 
Monitoring and Evaluation Committee” would 

be helpful in preventing ethical problems (Table 
3).

When the relationship between the sociodemo-
graphic traits of the nurses and their views on PR 
is analyzed, it is seen that nurses in the intensive 
care unit (72.5%) agree more with the statement 
that PR can be applied even in the lack of in-
formed consent (p<0.05). Nurses with more than 
10 years of professional experience (80%) agree 
more with the statement that “restraint should be 
removed as soon as possible” more than those with 
less experience (58.1%) (p < 0.05). While 45% of 
the nurses who cared for more than 15 patients 
daily accept PR as “a routine practice” (p<0.05), 
nurses who cared for less patients daily were less 
likely to participate (17.8%).

No significant relationship was found between 
other sociodemographic traits of nurses than 
working unit, years in profession, and the number 
of patients the they take care for daily and their 
views on PR (Table 4).

Dıscussıon

Nurses’ Behavior Toward Physical Restraint

Decision maker: In our study, it was found that 

Items Agree (%) Disagree (%) X2 p
PR is always applied for the benefit of the patient. 86 (92.5) 7 (7.5) 67.11 <0.001
PR is a practice that should be removed as soon as possible. 65 (69.9) 28 (30.1) 14.72 <0.001

PR facilitates the care and treatment of the patient. 60 (64.5) 33 (33.5) 7.84 <0.001
PR is a routine medical practice. 22 (23.7) 71 (76.3) 25.82 <0.001
PR can be applied even in the lack of informed consent. 48 (51.6) 45 (48.4) 0.097 0.756
In terms of the way it restricts freedom, PR can be compared to 
handcuffing a convict.

48 (51.6) 45 (48.4) 0.10 0.76

PR is a difficult and painful application to bear. 45 (48.4) 48 (51.6) 0.10 0.76
PR facilitates is a degrading practice. 25 (26.9) 68 (73.1) 19.88 <0.001
I have difficulty in applying PR to child patients. 63 (67.7) 30 (32.3)  11.71 <0.001
I have difficulty in applying PR to terminal patients. 47 (50.5) 46 (49.5) 0.01 0.92
I have difficulty in applying PR to elderly patients. 44 (47.3) 49 (52.7) 0.27 0.60
Establishment of a PR monitoring and evaluation committee 
would be useful to prevent ethical problems.

66 (71.0) 27 (29.0) 16.36 <0.001

Table 3: Nurses’ Views on Physical Restraint
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PR is often applied upon the joint decision of the 
physician and nurse and this is in agreement with 
the legal regulations in Turkey(20,21). There are 
different practices around the world regarding 
who makes the decision to use restraint. Evidence-
based applications show that the decision maker 
is the physician(22), whereas The Joint Commis-
sion claim that the decision should be made by 
the physician or licensed independent practitio-
ner(23).

In Taiwan, in addition to the physician, one of the 
family members or a legal guardian also has to ap-
prove of the application of PR(6). In the study by 
Jiang(24), it was found that the decision to ap-
ply PR was made by the nurses. Instead of leav-
ing the decision of using PR on the patient to the 
individual responsibility of the physician or nurse 

alone, it can be said that making the decision via 
an “extended partnership and consensus” that in-
cludes the health professionals and the patient/
relatives would increase the patient’s compliance 
and expected benefit, and reduce complications 
and non-standard practices. The involvement of 
the patient or his/her legal representative in deci-
sion-making processes will support the protection 
of the patient’s autonomy, by limiting the possible 
paternalistic attitudes of the healthcare profession-
als. Decision makers must consider PR as the last 
resort after trying other alternatives that were inef-
fective.

Duration of application and loosen: Although 
PR is a practice which should be performed as a 
last resort and removed as soon as possible, it is 
a striking finding that the considerably (33.4%) 

Table 4: The Relationship Between Sociodemographic Traits of the Nurses and Their Views on 
Physical Restraint

Working unit PR can be applied even in the lack of consent. Total
X2=9.05
p = 0.011Agree Disagree

n % n % n %
Internal medicine 14 51.9 13 48.1 27 100
Surgery 13 35.1 24 64.9 37 100
Intensive care 21 72.4 8 27.6 29 100
Total 48 51.6 45 48.4 93 100
Years in the 
profession

PR is a practice that should be removed as soon as possible. Total
Fisher’s Exact test
p = 0.025

Agree Disagree

n % n % n %
<= 10 years 25 58.1 18 41.9 43 100
>10 years 40 80.0 10 20.0 50 100
Total 65 69.9 28 30.1 93 100
Patients they 
cared for  daily

PR is a routine medical practice. Total
Fisher’s Exact test
p = 0.017Agree Disagree

n % n % n %
<= 15 patients 13 17.8 60 82.2 73 100
> 15 patients 9 45.0 11 55.0 20 100
Total 22 23.7 71 76.3 93 100
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nurses in our study applied PR for more than 7 
days and did not regularly loosen or never loosen 
the application. Long-term implementation of PR 
or irregular intervals indicate that it is not applied 
attentively and in accordance with the ethical 
standards. The long term implementation of  PR 
decision can be abusive altough it could be right 
at the beginning. In the study by Evans(25), mean 
PR duration varied between 2.7-4.5 days whereas 
in the study by Fugger(26) this duration extended 
upto 50 days. In our study, while the professional 
experience of the nurses affects the view on PR 
positively, the number of patients cared daily af-
fects nurses practises and views negatively. The 
tendency to terminate PR as early as possible is 
high among the experienced nurses. This suggests 
that the experienced nurses witnessed more of the 
PR damage and considered the practice as risky.  
The rate of regarding PR as a routine practice is 
high among the nurses with excessive workload. 
Increased workload can be a significant risk in 
terms of  reducing ethical sensitivity among nurs-
es, extending PR application period, and long 
term intervals. 

In general, duration of the PR should be kept to 
a minimum and the decision of PR should be re-
viewed in every 24 hours  at the latest(21-23,27,28). 
Regarding the duration of application “2 hours 
PR, 15 minutes loosen” is recommended for the 
residents of the nursing home(6). However, de-
spite the recommendations, there are still uncer-
tainties associated especially with the maximum 
duration of PR and loosen period. In this respect, 
taking into account the characteristics of patient, 
disease and treatment, it is necessary to determine 
the average duration of PR and loosen. 

Type of PR: In this study, in paralel with the liter-
ature, the most commonly used types of PR were 
wrist/ankle restraint and raise the bed rails(24,29). 
The choice of PR should meet the patient’s re-
quirements(30). Choice of PR is affected by the 
personal traits of the patient (agitation, aggressive-
ness, etc.) in addition to the organizational fac-
tors such as the patient profile in the outpatient 
clinic, staff culture, and available human resourc-
es(31,32). The fact that most of the nurses in our 
study compared PR to the handcuffing of a pris-
oner and evaluate it as difficult and painful, but 
they still have to implement it reveals the dilemma 

they experience. While the patients state that all 
types of PR have a negative impact on them(33), 
it was found that the patients whose bed rails were 
raised tried to climb over the bed rails and had the 
risk of suffocation(31). Although the conditions 
make PR obligatory, use of all types of PR should 
be reduced(34). Distraction techniques “music, 
television, taking the patient for a walk, coloring, 
writing, having a family member read to or talk 
with the patient” can be used to reduce the need 
for PR(35).

Causes of applying PR: PR is frequently used 
to prevent the removal of the connections (tubes, 
nasogastric catheter, etc.), to prevent the patient 
from falling, and to have control over the pa-
tient(24,25,36,37). If the nurses experience a situ-
ation in which the patient is harmed due to the 
lack of PR, this can be a factor which would in-
crease the use of PR in the future. In fact, some of 
the nurses state that they would continue applying 
the PR even after the risk of harm is eliminated. 
However, even if PR is applied, patients can re-
move their connections and fall(24,36-38). Work 
overload and understaffing cause the nurses to be 
unable to determine the appropriate indication 
and act without ethical sensitivity, and apply PR 
to maintain the patient’s safety and easily perform 
their duties(24). PR can turn into a “guarantee be-
havior” in which the patient is inactivated/pacified 
and his/her participation is ignored. The restraint 
is implemented with the thought of “ensuring ab-
solute benefit to the patient and preventing him/
her from being harmed. “This is a very solid rea-
son and gives the healthcare professionals a pater-
nalistic advantage. This paternalistic attitude also 
sets the ground for PR to be questioned less and 
used more commonly.

Complications: It has been shown that atony, 
muscle weakness, urinary/fecal incontinence, de-
cubitus ulcers and related infections, insomnia, 
agitation, confusion, fear, depression, decreased 
self-confidence and self-respect, body image de-
terioration, sensory deprivation, asphyxia and as-
phyxia-related death can occur due to prolonged 
PR(39-41). Majority of the nurses in this study 
observed PR-related complications. When apply-
ing PR, the expected benefit should be worth tak-
ing the risk of complication. In addition, practices 
to prevent any complications (loosen, continuous 
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and regular observation, communication with pa-
tient etc.) should be performed. 

The medical problems associated with PR may be 
due to the non-standard practices of healthcare 
professionals as well as the nature of the practice. 
Therefore, minimizing the implementation of PR 
as much as possible and improving healthcare pro-
fessionals through training and follow-up will play 
an active role in reducing these problems.

Informed consent and resistance: Informed 
consent is a process that protects the autonomy 
of the individual in medical practices(42). Today, 
obtaining informed consent is not only an ethical 
obligation, but also a legal compulsion(43). Con-
sent should also be obtained from the patients to 
be applied PR or their legal representative. In case 
the patient is likely to lose his/her consciousness, 
the advance directive, which is taken when he/she 
is conscious, is also valid. However, it is striking 
that there are nurses, as also in our study, who re-
gard PR consent unnecessary or they perform the 
practice without consent (without a justification 
like an emergency). This tendency has been found 
more among the intensive care nurses, similar to 
Jiang’s study(24). In this study, it is significant to 
see that there are still nurses who apply PR with-
out the informed consent and more than half of 
the nurses do not believe in the necessity of in-
formed consent. Similar to the study by Jiang, in 
our study, this tendency was found to be higher in 
the nurses working in the intensive care unit(24). 
Complex, unconscious patients in the intensive 
care unit and common use of PR can cause the 
nurses to regard the PR as a routine procedure and 
have reduced ethical sensitivity toward using PR. 
Belief and attitude of the nurses toward informed 
consent are affected by factors such as training, 
years in profession, work environment, unit cul-
ture(33,44). In our study, although statistically in-
significant, the similarity between the rates of not 
obtaining informed consent and facing resistance 
with patients or relatives is striking. The decision 
of the patient/relatives regarding PR is affected 
by the information provided to the patient(45). 
Therefore; most of the factors behind the resis-
tance (being uninformed about the practice, not 
believing in its necessity) can be eliminated by ob-
taining an informed consent.

Recording to patient observation chart: It was 
found that even though necessary follow-ups are 
performed for patients who were restrained, they 
were not included in the records and medical doc-
uments have missing information regarding PR 
use(46). While almost all of the nurses believed 
in the necessity to record the PR, not recording 
the PR can be related to the format of the patient 
observation charts which does not accommodate 
PR, and workload. Not recording the PR can also 
exacerbate the negative behavior of the personnel. 
However, guidelines recommend that the patient’s 
treatment plan should include initiation/termi-
nation date/hour of the restraint, complications, 
physician’s views, observation notes, etc.(21,30). 
Observed behavior is influenced by organizational 
factors such as service culture, workload and con-
trol. The fact that PR, which is an invasive ap-
plication, is not usually recorded to the patient 
observation chart which indicates not only the 
inadequacy of knowledge and ethical sensitivity of 
the nurses but also a structural problem in the in-
stitution. Failure in recording PR may negatively 
affect the regular follow-up of the practice as well 
as consolidate the false steps of healthcare profes-
sionals.

Nurses’ Views Toward Pysical Restraint

Nurses think that restraint is applied for the pa-
tient’s benefit(24) and it can be performed even if 
informed consent is not obtained. This represents 
a paternalistic attitude and results in disregarding 
the patient autonomy. Even if it is for the benefit 
of the patient (except urgency), none of the inter-
ventions without informed consent can be ethi-
cally justified. Similar to the study by Jiang(24), in 
this study, it was found that nurses see the PR as 
a routine practice. In our study, it was concluded 
that with increased number of patients taken care 
of daily, the tendency to regard PR as a routine 
practice increases. This result is extremely impor-
tant as it shows the negative effects of excessive 
workload on ethical sensitivity. Excessive work-
load poses a serious risk for proper implementa-
tion and follow-up of PR, leading to the extension 
of PR duration and neglecting regular intervals.

PR is an exceptional method which should be ex-
cluded from the routine protocol(17). The nurses 
should regard PR as a practice to pay attention to 
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rather than a routine practice and as it includes a 
kind of violence, it should be applied minimally 
and as a last resort(3,47).

Health professionals accept that PR is very hard 
for the patients and worry about handling the 
reactions of the patient, applying the procedure 
correctly and dealing with physical fatigue, and 
carry many negative emotions such as fealing 
guilty(33). In our study, nurses accepted that PR 
is a difficult practice both for them and the pa-
tients and should be removed as soon as possible. 
Particularly in nurses with more professional ex-
perience, the tendency to remove the PR as soon 
as possible is higher. The fact that the nurses think 
a committee would be useful shows that they are 
looking for a solution to overcome the problems 
they are experiencing, they want to share the risk 
and they think that a committee to make deci-
sions would be nice. 

Conclusion and relevance to clinical practice

In conclusion, it is important to increase the 
knowledge, awareness and ethical sensitivity of the 
nurses about PR. This study can guide the educa-
tors to make a call on the sensitivity of the applica-
tion starting from their undergraduate education, 
professional development of the nurses regard-
ing PR should be maintained continuously. And 
also, organizational arrangements should be car-
ried out to regulate negative working conditions 
of the nurses and protect them from the excessive 
workload. In addition, establishment of a “Physi-
cal Restraint Monitoring and Evaluation Com-
mittee” would be useful to support the nurses, 
manage difficult cases and prevent the violation 
of patient rights. This committe to be composed 
of the health professionals other than the team 
providing care for the patient can monitor the FT 
implementation as “the third eye” and provide an 
additional institutional protection for the patient.

In the committee, presence of a clinician, criti-
cal care physician, nurse, medical ethicist and if 
required, pediatrist, psychologist, or psychiatrist 
can be recommended to evaluate the indications, 
daily follow-ups and complications of the patients 
under restraint. As a principle, use of alternative 
methods and establishment of restraint-free envi-
ronments should be the main strategy. This study 

might therefore contribute to attracting attention 
to the problem of restraint especially in the devel-
oping countries and reducing the use of restraint. 
PR should be applied after the informed consent 
of the patient or his/her legal representative in ac-
cordance with the principles of being the last re-
sort, using the most appropriate method, giving 
intervals regularly, assessing frequently in terms 
of complications, and terminating as soon as pos-
sible. However, using alternative methods and ar-
ranging restraint-free environments at first should 
be the basic strategy. It is thought that this study 
will contribute to drawing attention to PR, an 
important ethics issue particularly in developing 
countries, emphasizing the importance of profes-
sional and ethical competence of the nurses in this 
regard and reducing the restraint as much as pos-
sible.

Limitations

The study was conducted in only on university 
hosptial with a relatively small sample size and 
hince this affects its generalisability. Approximate-
ly half of the nurses who had previously applied 
the restriction were refused to participate in the 
study. It should be considering that the study was 
taken on a voluntary basis.
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