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1  |  INTRODUC TION

Physical and mental integrity is a fundamental human right, but 
physical restrictive measures are used in all healthcare settings 
(Barbui et al., 2021; Gunawardena & Smithard, 2019; Jacobsen 
et al., 2017; Scheepmans et al., 2020). Even though they are often 
employed for patient safety, restraints violate patients’ rights and 
therefore require careful consideration (European Union, 2012). 
Internationally, there are as yet no universal guidelines on this topic 
(Restraint Reduction Network, n.d.). However, in few situations, 
do restraints serve to protect other, and there are guidelines and 
standards at national level in the individual countries that address 

the issue of restraints, which are based on the legislation of those 
respective countries (American Medical Association, n.d.; National 
Institute for Health & Care Excellence, 2015; Swiss Academy of 
Medical Sciences, 2015). Although the national guidelines are often 
adapted individually at organizational level, there is a lack of clear 
guidance for the interprofessional decision- making process of health 
professionals when assessing the application of restrictive measures 
in the different acute care hospital settings (Teece et al., 2020). In 
contrast to the psychiatric setting or long- term care, currently in the 
acute care hospital setting restraints are often based on unwritten 
rules passed on within hospitals or units either verbally or by ex-
ample (Freeman et al., 2016). As a result, there is wide variation in 
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Abstract
Aim: The focus was to explore the perceptions and experiences of healthcare workers 
with respect to the use of restraints in acute care hospitals.
Design: The study followed a qualitative design.
Methods: Three topic- based focus group interviews were conducted, involving 19 
participants from the fields of nursing, physical therapy and medicine. For data collec-
tion and analysis, the method of mapping techniques for rapid qualitative data analy-
sis was used. After discussing and validating the individual mind maps, all data were 
condensed to identify the key findings.
Results: Participants described restraints as safety measures for the patients. The 
implementation of most restraints was led by nurses. The use of restraints differed 
significantly, even in the interprofessional team. Attitudes and experiences were the 
main determinants for restraint use. Nurses asked for more discussion about restraints 
in the team, for more support at an interprofessional level and for better guidelines to 
help with the decision- making process.
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the use of restraints in different acute care hospital settings (Luk 
et al., 2015). This variation can pose a risk to patient safety. In order 
to reduce the use of restraints and eradicate inconsistent and unsafe 
use, the views of healthcare staff (nurses, physicians, physiothera-
pists etc.) are relevant and must be taken into account in the context 
of the lack of clear guidelines.

2  |  BACKGROUND

The use of restrictive measures in psychiatric and long- term care 
settings has been the subject of many studies and initiatives de-
signed to reduce use of restraints and to improve the safety of 
services for patients and staff alike (Cusack et al., 2018; Freeman 
et al., 2016; Scheepmans et al., 2020). In contrast, in acute care 
hospitals, the topic is less discussed and the number of studies 
is much lower (Gunawardena & Smithard, 2019). This seems as-
tonishing because the rapid turnover of patients in acute hospi-
tals, increased multi- morbidity and the higher age of the patient 
population mean more complex care is required and volatile situa-
tions arise more frequently, for example due to delirious patients, 
to which healthcare staff must respond (Aiken et al., 2017). Staff 
shortages and high staff turnover lead to staff members having 
limited experience (Van Staden, 2017). Taken together, these fac-
tors result in greater use of restraints in acute care hospitals (de 
Bruijn et al., 2019).

Restrictive measures in acute care hospitals include physical 
(mechanical), chemical (pharmacological) and environmental re-
straints (Registered Nurses' Association of Ontario [RNAO], 2012). 
Physical restraints restrict the direct, physical freedom of movement 
of a patient by means of belts, fixed chairs, bed rails or by being held 
by a member of staff (Möhler et al., 2016; RNAO, 2012). Chemical 
restraints include all sedative medications that are administered 
with the sole aim of preventing violent agitation or other disturbing 
behaviours (RNAO, 2012). Environmental restraints, such as locked 
wards, one- to- one supervision and electronic measures (cameras, 
sensor mats or sensors that alert when a certain area is vacated), 
monitor and limit the mobility of a patient (RNAO, 2012). The preva-
lence of restraints varies widely between the different wards in the 
acute care hospital, with intensive care units being clearly in the lead 
when it comes to using restraints (Krüger et al., 2013; Mion, 2008). 
There is also a variance between different countries and different 
studies, which can be explained by, on the one hand cultural and 
legal conditions and, on the other hand, by different definitions of 
restraining measures (Krüger et al., 2013; Lockwood et al., 2018; 
Martin & Mathisen, 2005).

The most commonly cited reasons for the use of restraints 
include self- endangerment of patients through falls and the inju-
ries associated with them, and to prevent the interruption of po-
tentially vital treatment, through unplanned pulling of catheters 
and tubes in acutely confused or otherwise cognitively impaired 
patients (Ang et al., 2015; Hofso & Coyer, 2007; Luk et al., 2015; 
Thomann et al., 2021). In few situations, exrestraints serve to 

protect others (Evans et al., 2003). The most common physical re-
straints in hospitals are bed rails, wrist fixations, mittens and body 
vests (Gunawardena & Smithard, 2019; Thomann et al., 2021). 
Analgesic sedatives, anxiolytics and, rarely, neuromuscular block-
ers are used as chemical restraints (Hofso & Coyer, 2007). Thomann 
et al. (2021) indicated that electronic restraints were used even 
more frequently than chemical restraints. Previous studies could 
not prove that restraints have the intended effect. Instead, they 
were found to be an unreliable and ineffective method, e.g. to pre-
vent self- extubation on ICU when used as the sole method (Chao 
et al., 2017; Perez et al., 2019). Falls also do not appear to be pre-
vented by environmental restraints such as alarm sensors or by 
physical measures (LeLaurin & Shorr, 2019). In fact, there is evi-
dence of significant physical and psychological health risks posed 
by restraints (Gunawardena & Smithard, 2019; RNAO, 2012). 
Physical restraints and prolonged sedation can result in a variety 
of negative consequences ranging from medical to psychological 
adverse events (Evans et al., 2003; Kandeel & Attia, 2013; Warlan 
& Howland, 2015). Nevertheless, restraint practice in acute care 
hospitals is mainly seen as a safety measure for patients, and 
healthcare workers can often see no other way to ensure patient 
safety (Cunha et al., 2016). Healthcare workers described an ethi-
cal dilemma in deciding when to apply restraints because they had 
to choose between protecting the patient and other patients or 
staff by restraining the patient or respecting the patient's auton-
omy by not restraining him or her (Goethals et al., 2012). It was also 
shown that healthcare staff's perception of patient behaviour and 
their assessment of the overall situation had an important influ-
ence on the practice of restraint use (Goethals et al., 2012).

Given the lack of evidence, the established risk factors, the 
insufficient standards at hospital level and the frequent use of re-
straint in acute care hospitals, it is of great importance to investigate 
the use of restraints from the perspective of the healthcare staff ap-
plying these measures. To reduce restriction in this setting it seems 
important to know attitudes, beliefs, experiences with restrictive 
measures and reasons for these measures from the viewpoint of 
staff. Accordingly, the aim of this study is to describe how health-
care staff in acute care hospital settings define restrictive measures, 
what typical situations they describe for the use of restriction and 
their experience in the application of restraints.

3  |  METHODS

3.1  |  Design

In order to investigate the perceptions and experiences of health-
care staff about the use of restraints in the acute care hospital set-
ting, a qualitative study was conducted that included three topic 
guide- based focus group interviews with healthcare staff. The 
data collection and analysis were carried out through the method 
of mapping techniques for rapid qualitative data analysis, based on 
Burgess- Allen and Owen- Smith (2010).
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3.2  |  Participants, sampling and setting

All healthcare staff (i.e. nurses, physicians, physiotherapists) with 
experience in restraining patients were invited to participate in 
the study. There were no other inclusion or exclusion criteria. 
Participants worked on the acute geriatric unit (AGU), the interme-
diate care unit (IMC) and the intensive care unit (ICU) in a univer-
sity acute care hospital in the German speaking part of Switzerland. 
These units were selected because they recorded a high frequency 
use of restraints. The clinical nurse specialists of the units recruited 
the participants by distributing invitations. These information mate-
rials described the purpose of the study and the proposed interview 
procedure. Participation was voluntary.

3.3  |  Data collection and analysis

In accordance with Burgess- Allen and Owen- Smith (2010), the first 
step in data collection and analysis was to develop a topic guide. 
Table 1 shows the main subjects of the topic guide, which was based 
on literature by SSD and IB and discussed among all members of the 
study group.

The second step was a face- to- face focus group interview with 
each unit involved, using the topic guide. The interviews were held in 
German and took place from 4 February 2020 to 11 May 2020. Each 
interview involved between five and eight participants (Table 2). 
The interviews were mainly conducted by the authors SSD and IB, 
both female, both with a background in nursing, i.e. they hold clin-
ical experience in the settings analysed but work solely in research 
today. The interviewers did not have a personal relationship with 
any of the participants. Author KUS (male), author ST (female) or a 
research assistant supported the interviewers by writing the mind 
maps on flip charts. A mind map was created for each subject of 
the topic guide. Participants’ statements and contributions during 
the interviews were noted and summarized on the maps to visualize 
connections and correlations between the themes and to synthe-
size the discussion. Eventually, one map per main subject from the 
topic guide was discussed and complemented and validated by the 

group. In this way, the themes were already clustered and related to 
each other during the interview session. For verification, the study 
participants directly assessed whether the statements and correla-
tions had been captured according to their intentions and ensured 
that all relevant information was included in the mind maps. This 
contributed to the reliability of the data collected. Additionally, all in-
terviews were digitally audio recorded. In the third step, the analysis 
was completed. The researcher listened to the recordings to ensure 
that the entire content of the discussion in the focus groups was cap-
tured. To enhance trustworthiness, the results were supported with 
direct quotes from the recordings. From the content of the three 
mind maps, the topics were summarized, and the correlations were 
elaborated and described by means of graphs and tables. The study 
procedure was assessed using the COREQ checklist (Tong et al., 
2007).

4  |  RESULTS

The themes that were identified from the analysis, and which are 
described in turn below, were description of applied restraint meas-
ures; reasoning for use of restraints; many different influencing fac-
tors on the decision- making process; initiating person for restraint use; 
responsibilities and interprofessional work; lack of documentation; 
limited communication with relatives; lack of standardized evaluation 
and reflection on restraint use; quick transfers restrict debriefing with 
patients.

The participants of each focus group are described in Table 2. All 
groups included participants from different medical fields.

4.1  |  Description of applied restraint measures

In all three interviews, the restraints used in the respective units 
were mentioned (Table 3). There were broad individual definitions 
by participants as to what constitutes a restraint. For example, 
some participants did not consider electronic monitoring systems to 
be a restraint. However, those systems do restrict the freedom of 

TA B L E  1  Topic guide for the interviews

Topic Main questions

Before applying the restraint • How do you define a restraint?
• For which patient groups are restraints used?
• In which situations do you consider restraints to be an option?
• If restraints are being considered, what is discussed and reflected on?

While the patient is restrained • What happens when the decision for restraints has been made?
• Who is involved in the implementation of the restraints?
• Is the use of restraints discussed in your team?
• What is the process for deciding whether to remove a restraint or leave it in place?

After the restraint has been 
removed

• What helps you deal with restraints?
• Are there any problematic or ambiguous areas for you in the use of restraints?
• What tools would help you in the decision to use and the application of restraints?
• How do patients and their relatives experience the restraint? Do they comment on it? If so, what do they say?
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movement of the persons concerned, which brings them under the 
definition of a restraint according to legal provisions.

4.2  |  Reasoning for use of restraints

The participants described how restraints were introduced in com-
plex patient situations when multimorbid patients were agitated, de-
lirious, mentally distressed or suffered from dementia and therefore 
posed a danger to themselves or others. The participants from AGU 
mentioned transferring delirious and agitated patients whose safety 
they could no longer ensure to the ICU, where they could be treated 
and monitored more appropriately. The measures were sometimes 
used after an event, e.g. a fall or the pulling of invasive catheters 
and, sometimes preventively, to avoid those events. The participants 
from ICU noted that nowadays patients are not as deeply sedated 
as in the past; therefore, physical restraints have to be used more 
often. In general, restraints were considered a safety measure for 
patients. Participants described how restraints often had to be used 
in acute or emergency situations, which meant they could not be 
discussed in advance with the patient or their relatives. However, 
participants said that there was often too long a delay before the 
measures were implemented, and frequently medications and fixa-
tions were applied at the same time.

4.3  |  Many different influencing factors on the 
decision- making process

Many factors were mentioned as having an influence on the pro-
cess of deciding whether or not to use restraints. The participants 
talked about the influence of time pressure and a high work load 

on restraint use, noting that restraints are more likely to be omit-
ted when the nursing staff have more time to deal with the patient. 
Decisions are also made differently depending on the time of the 
day. During a night shift, for example, when less staff are present, 
a new restraint might be installed more quickly and an unnecessary 
one might be removed less quickly as otherwise staff said safety 
could not be assured. Participants said that sympathy for the pa-
tients played a role, as did whether they were already familiar with 
the patients and could assess their behaviour. They mentioned that 
empathy was more likely to emerge for young patients with psychi-
atric disorders or with cognitive impairment. They said that older pa-
tients were often simply in the wrong place. If they were not in ICU 
or IMC, restraints would not be necessary. They indicated that their 
own mental condition had an influence on the decision as well, for 
instance, that it is more difficult to be patient at night than during the 
day. They emphasized that the individual staff members’ attitudes 
towards restraint differed greatly in the teams and played a major 
role in the decision to use restraints.

It is also a bit a personal attitude of the nurses. Some 
almost never restrain and try it in other ways. And 
then there are those who, at the first movement [of 
the patient] towards the face, immediately call for 
mittens or hand restraints. […] [With some nurses] 
you meet patients almost always restrained and oth-
ers they almost never restrain. I feel that this is also a 
bit of a personal opinion. 

(FG 3, 12’30’’)

Participants described the impact of work experience. They men-
tioned that staff who had a lot of experience on the job were more 
likely to refrain from using restraints. On the other hand, experiencing 

TA B L E  2  Focus groups

AGU (Focus group 1) IMC (Focus group 2) ICU (Focus group 3)

Moderation 1 moderator, 1 co- moderator, 
1 min taker

1 moderator, 1 co- moderator, 
1 min taker

1 moderator, 1 co- moderator, 1 min 
taker

Participants 3 Registered Nurses
1 physiotherapist
1 physician

6 Registered Nurses
1 physiotherapist
1 physician

4 Registered Nurses
1 clinical nurse specialist
1 physiotherapist

Duration 90 min 90 min 90 min

Abbreviations: AGU, acute geriatric unit; ICU, intensive care unit; IMC, intermediate care unit.

TA B L E  3  Restraints mentioned in the different interviews

AGU IMC ICU

Restraints 
mentioned in 
the interview

Motion sensor, tracker, fixations, bed 
rails, tables fixed to wheelchairs, 
lockable windows, one- to- 
one supervision, sedative or 
psychotropic medication

Fixations, mittens, bed rails, 
extended vest restraint (i.e. vest 
restraint also covering the lower 
body), tables fixed to chairs, 
analgosedative or psychotropic 
medication

Five- point fixations, hand fixations, 
mittens, bed rails, extended vest 
restraint (i.e. vest restraint also 
covering the lower body), tables 
fixed to chairs, verbal or environment 
restrictions, analgosedative or 
psychotropic medication

Abbreviations: AGU, acute geriatric unit; ICU, intensive care unit; IMC, intermediate care unit.
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an episode of patient aggression could lead to more frequent restraint 
use.

4.4  |  Initiating person for restraint use, 
responsibilities and interprofessional work

In all interviews, it was noted that the initiative to use restraints and 
the lead in their implementation was taken by the nursing staff.

The moment someone starts tearing [at the lines], you 
[the nurses] start reacting. Then you start to tie [the 
wrists] […] or put on mittens [on the patient] or a mask 
[on yourself] if you are spit on. So then you protect 
yourself, you protect the patient, only then do you go 
to the physician, and then comes the matter of the 
medication. That happens very quickly. 

(FG 2, 20:30)

But we [the nurses] are often the ones who approach 
the physician during rounds or otherwise and say, this 
[restraint] is not enough or this is too much for the 
patient, can we reduce it a little bit? We are primarily 
the people who initiate this. Because the physician 
just has a brief moment of interaction […]. But we are 
the person standing next to the bed and we see the 
patient, how he is reacting and what he is doing. 

(FG 3, 26:21)

In all the units where the participants worked it was common for 
some restraints to be used by nursing staff without a physician's pre-
scription, although this is required under Swiss legislation. On AGU, 
those restraints included motion sensors, trackers, bed rails, mittens 
and tables fixed to wheelchairs. On ICU, all measures except the me-
chanical five- point fixations were authorized to be implemented with-
out consulting a physician. On all units, all medications administered 
had to be prescribed by physicians.

Associate degree nursing staff operated on delegation from the 
Registered Nurses. Physiotherapists were allowed to remove the 
restraints for the duration of the therapy, if necessary. Physicians 
were consulted in challenging or extraordinary situations. While 
restrained, patients were provided with ongoing explanations as to 
why restraints were currently necessary for them.

One team stated that communication with each other when ap-
plying restraints had improved since they had attended communica-
tion training. In general, however, restraints were rarely addressed 
in the (interprofessional) team. During their shifts, the nurses made 
decisions on how to proceed with regard to restraints. If questioned 
during shift change, the nurse justified her or his decision, but no 
in- depth discussion took place. The study participants said that they 
did not want to seem patronizing towards their colleagues at work. 
Since situations around patients could change quickly and someone 
else would be in charge for the next shift, they did not want to im-
pose any particular treatment for their colleagues to follow.

It can be frustrating at times. […] If I have time and 
don't have to do anything else, then I can sit with 
them [the patients] and spend time with them and 
don't have to tie them up. And then the late shift 
comes and says that's not possible at all. Then it takes 
ten minutes and everything is installed. And that's 
when I sometimes get very frustrated. […] I can't ad-
dress that, not at all. On the contrary, I just keep quiet 
about it. I think that otherwise it is perceived as pa-
ternalism. I can't say to the nurse who is replacing me, 
you actually have time now, just sit there. 

(FG 2, 36:10)

Participants stated in the interviews that restraint was just one of 
many issues they faced in their daily work and that it tended to receive 
little attention. Nurses commented that among physicians, interest in 
restraints varied widely and depended on their own experiences. The 
use of restraining measures would usually not be questioned by the 
physicians. A physiotherapist stated that she had a mixed opinion on 
restraints because they severely restricted patients' movements and 
thus could lead to muscular atrophy.

4.5  |  Lack of documentation

Participants described that the documentation of restraints was 
handled very inconsistently because there were no precise hospital 
guidelines. In most cases, only the type of restraint was recorded 
but not the effect of the restraint on the patient's behaviour. This 
meant the progression of the situation, for better or for worse, was 
not clearly recognized or recorded. Physician's orders were not com-
pleted for all restraints. They were often provided retrospectively, at 
the request of the nurses.

4.6  |  Limited communication with relatives

Participants mentioned that restraints were in general justified to 
relatives as a safety measure. However, relatives were not always in-
formed automatically; sometimes they had to actively inquire about 
the restraints before they received adequate information and expla-
nation. In the ICU, the relatives were informed and accompanied to 
the patients by the nursing staff. Relatives asked many questions 
about restraints, in particular about fixations. If possible, hand fixa-
tions were released when the relatives were present at bedside.

4.7  |  Lack of standardized evaluation and reflection 
on restraint use

According to nursing staff, there is a lack of clear guidelines for 
evaluation. It is up to the individual nurse to decide if and when to 
employ a restraint measure. Usually, it is evaluated at least once per 
shift, but most of the time the evaluation is not documented. Study 
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participants described making independent evaluations about and 
reflecting on restraint use as being “easy” to “very difficult,” depend-
ing on the situation.

It also depends on how much knowledge you have 
about delirium and how well you can assess [the pa-
tient's behaviour], […]. I think, the more experience 
you have, the more you can listen to your gut. It cer-
tainly makes a difference whether you recently grad-
uated [from nursing school] or you have been in the 
profession for 10 years. 

(FG 1, 49:50)

[…] it has a lot to do with the experience of the nurse 
[responsible for the patient]. New staff who don't 
have the security yet, they don't dare as much as fully 
trained nursing staff. I don't mainly see that when it 
comes to applying the measures, but when it comes to 
removing them. With evaluation and all that you very 
often see how experienced the nurses are and what 
kind of previous experience [with restraints] they 
have […]. Some have also had negative experiences. 
Nurses who had been exposed to [violence], they take 
a completely different approach to [evaluating and re-
moving restraints]. 

(FG 3, 10:27)

Study participants said that fixations or medications were dis-
cussed with the physician during daily rounds but that other restraints 
were often not mentioned. Nurses indicated that overall there was too 
little interprofessional evaluation and reflection on use of restraints, 
both during implementation and after termination. In general, a need 
for more knowledge about restraints among the teams was identified. 
Participants said that individual reflection on the use of restraints was 
dependent on each respective person. They criticized the lack of a 
defined format for interprofessional exchange and said that interpro-
fessional should include not only nurses and physicians but also, for 
example, physiotherapists. After violent incidents requiring restraints, 
there was sometimes an interprofessional debriefing, but the focus 
was usually on how to protect the staff rather than on discussing the 
events around the use and effectiveness of the restraints employed.

Study participants mentioned preventive factors for not using 
or for reducing restraints, such as involving relatives and their views 
and experiences with the patients. It was also important to trust 
the patients sometimes. They found that measures were generally 
started too quickly because of a lack of trust between staff and pa-
tients. For example, one patient attempted to scratch his nose but as 
he had a feeding tube, his hands were fixed immediately. Participants 
noted that false alarms, especially with motion sensors and trackers, 
led to some desensitization, with a less rapid response in the event 
of an alarm sounding. They further stated that a harm/benefit risk 
assessment was rarely performed.

As participants reflected on the current process around re-
straints, they said conflicting opinions. One attending physician said 
that the existing directive was sufficient as a support and that fur-
ther aids were not necessary. Nurses thought that delirium manage-
ment was not yet at an optimum level, and that treatment was too 
inconsistent, leading to a higher use of restraints. Study participants 
said that more discussion in the team would help them to become 
aware of or to challenge their own attitudes. They also said that it 
would be helpful to have more knowledge about mental illness. On 
the ICU and IMC units, collaboration with a psychiatric nurse was 
found to be helpful and a welcome relief from individual assessment 
and responsibility. In general, they wished for more standards and 
guidelines.

4.8  |  Quick transfers restrict debriefing 
with patients

A debriefing with the patients involved almost never occurred. 
Patients were usually transferred quickly once they were feeling 
better, especially from the ICU, therefore there was no chance to 
discuss the restraint events with them. The physical therapist was 
often the only person who continued to see the patients. Study par-
ticipants mentioned episodes with patients that showed some were 
ashamed of what had happened and that there was a will to express 
gratitude at the end. Other patients commented to healthcare staff 
that they had experienced worse things than restraints in the ICU, 
such as the light or the noise. In the experience of the study par-
ticipants, most patients had no memory of the restraints. If a reap-
praisal of the stay did take place for individual patients on the basis 
of the documentation, the focus for the patients was on their behav-
iour during delirium and not on the restraints. However, this was not 
found to be true for patients with mental illness.

5  |  DISCUSSION

This qualitative study aimed to explore how healthcare staff in acute 
care hospital settings describe the current practice of restrictive 
measures and to investigate their perceptions and experiences of 
using restraints. The engagement of the participants during the in-
terviews indicated that the subject of this study is of high relevance 
for them. The study participants described the types of restraints 
to be expected on their wards and that they were viewed as safety 
measures for the patients. Implementation of most restraints was 
led by nurses, supported by physicians in particularly challenging 
situations or when medications were involved. Study participants 
told of significant differences within the team in the use of restraint 
and that these were mainly caused by different attitudes and experi-
ences. Nurses wished for more discussion about restraints in the in-
terprofessional team and for better standards and guidelines to help 
with the decision- making.
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In the settings involved in this study, there appeared to be con-
siderable differences between the restraints used on different units. 
Due to better monitoring and more staff, ICU and IMC units had 
a wider range of options for the use of restraints than the AGU. 
Nurses seemed to be aware of what measures were available in their 
units and adapted to that. Acute geriatric unit staff knew about the 
opportunity of transferring patients to the ICU if they could no lon-
ger manage the situation with their resources. Mechanical restraints 
were mentioned more frequently in the study participants’ narra-
tives and were unanimously considered to be restrictive of freedom. 
Study participants said that mechanical restraints likewise made the 
biggest impression on the restrained patients’ relatives. It is hardly a 
coincidence that this form of restraint is also the most researched in-
ternationally (Perez et al., 2019). Due to demographic changes with 
an increase in older and multimorbid patients (Kingston et al., 2018), 
these measures will be used even more frequently in the coming 
years as this patient population is more likely to experience restraints 
in acute care hospital settings (Thomann et al., 2021). This shows the 
urgency of finding new ways to reduce the use of restraints.

Study participants justified the use of restraints as necessary 
for patient safety, as do participants in international studies (Cunha 
et al., 2016). This may explain why, while intensive efforts have been 
made to reduce restrictive practice in mental health settings, fewer 
initiatives are conducted in acute care hospitals. The study partici-
pants described a lack of knowledge about restraints in their teams. 
International studies link poor knowledge about restraints to unsafe 
practice and patient injury (Teece et al., 2020) and recommend ed-
ucation and training for nurses, since they appear to be the primary 
decision- makers in the application and removal of restraints (Perez 
et al., 2019). However, the participants in the present study seemed 
to be aware of their important role and their limited knowledge and 
expressed a desire for more discussion about restraints in the inter-
professional team and for better standards and guidelines to help 
with the decision- making process. As also described by participants 
in the present study, restraints are often implemented by nurses and 
applied unprescribed (Ertuğrul & Özden, 2020; Teece et al., 2020).

Research has found that decision- making among nurses, espe-
cially in challenging situations, is often based on experience and 
intuition (Li & Fawcett, 2014). Study participants stated that individ-
uals with more professional experience were more confident about 
trying to manage a situation could be handled without restraint mea-
sures. A study conducted by Cui et al. (2019) confirmed that nurses 
with more professional experience tend to use fewer restraints. On 
the other hand, there were also individuals who had experienced 
violent situations and as a result were more likely to resort to re-
straints, indicating that the type of experience influences whether 
more or less restraints are used. In line with international studies, 
high workload and the time of day, with fewer staff in the evening 
and at night, were mentioned as contributing factors to the use of 
restraints (Balci & Arslan, 2018; Cui et al., 2019). However, if a nurse 
already knew the patients and could therefore better assess their 
behaviour, fewer restraints were used; this was also described by 
Goethals et al. (2012). Similarly, the study participants stated that 

sympathy or antipathy towards a patient could influence the use of 
restraint. Internationally, it is described that caring for patients with 
delirium can be very challenging emotionally and physically and can 
lead to an unwillingness amongst staff to engage and care (Teece 
et al., 2020). To prevent this, it is important to be aware of the op-
portunity of such reluctance, to address it openly and to relieve and 
support all team members in caring for these patients.

Our findings confirmed the results from other studies that the 
individual attitudes of healthcare staff appear to play an important 
role in the decision- making process to use restraints or not (Goethals 
et al., 2012). Although the study participants stated that the team 
members’ own attitudes were often decisive in the choice to use 
restraints, different attitudes in the team and different ways of deal-
ing with restraints were rarely addressed. Participants indicated 
that because they were concerned that fellow team members might 
feel patronized, the different ways of addressing restraint were not 
discussed at all. Here, a change in team culture needs to be intro-
duced to promote increased communication in the intra-  but also the 
interprofessional team, a factor identified as significant by Langley 
et al. (2011). Since nurses are most directly dealing with the patients, 
it may happen that they are blamed by physicians and relatives when 
patients injure themselves, while there are no restraints in place 
(Langley et al., 2011). But to date, it has not yet been demonstrated 
that restraints do protect patients’ safety (Chao et al., 2017; Kiekkas 
et al., 2013; LeLaurin & Shorr, 2019). On the other hand, evidence 
has shown that sufficient well- educated staff and the associated re-
duction in workload offer protection against adverse medical events 
such as self- extubation (Kiekkas et al., 2013). These are essential 
points that need to be addressed by the interprofessional team.

It must become the norm for team members to talk about re-
straints and to exchange different opinions on the best solution 
for the patient without individual team members feeling criticized. 
When a situation is reviewed by several people, it can be assessed 
more comprehensively and people with less experience can bene-
fit from those with more experience. Different views are not a dis-
advantage, they can be valuable if discussing them broadens one's 
horizons and encourages viewing certain situations from a different 
perspective. Thus, responsibility is shared among several people, 
ideally from interprofessional areas.

With such an important and impactful issue as restraints, it is of 
great importance that the decisions of team members can be based 
on guidelines and do not depend solely on the attitude and the expe-
rience of individuals (Li & Fawcett, 2014). These guidelines must be 
precise and comprehensive enough to support the interprofessional 
team in identifying the optimal treatment, with the least amount of 
restraint use. The national guidelines (American Medical Association, 
n.d.; National Institute for Health & Care Excellence, 2015; Swiss 
Academy of Medical Sciences, 2015) must be broken down to hospi-
tal level in a way that is understandable to individual team members 
and that gives clear guidance on using restraints as rarely as possi-
ble. Since our findings show that there are no defined formats for 
interprofessional discussion in the units involved in the interviews, 
these must be defined in the guidelines and implemented. Possible 
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formats include daily ward rounds and shift changes. For challeng-
ing situations, interprofessional case discussions are an appropriate 
option to find solutions and to reflect on experience. In addition, the 
guidelines must set clear rules for evaluation and documentation as 
these areas are often deficient (Thomann et al., 2021).

The legal and ethical aspects play a prominent role in restraint 
decisions and must be known and taken into account given that 
restraints affect the personal autonomy of patients. The lack 
of knowledge described by the study participants, seems to in-
clude the legal background, as neither the staff of the ICU nor 
IMC units mentioned that incapacity to judge is required for a re-
straining measure to be applied (Schweizerisches Zivilgesetzbuch 
[ZGB], 2013). Staff must also be informed of the other condi-
tions that must be fulfilled before a restraint can be applied. 
Restraints may only be used as a measure of last resort and only 
after other, less intrusive measures have been considered and 
rejected (American Medical Association, n.d.; National Institute 
for Health & Care Excellence, 2015; Swiss Academy of Medical 
Sciences, 2015). By law, the measures must be prescribed by a 
physician (American Medical Association, n.d.; Swiss Academy of 
Medical Sciences, 2015). The aim is to create guidelines that help 
to achieve joint responsibility in decision- making, so that the nurs-
ing staff are better supported in this aspect.

As mentioned, our findings indicate that participants actively 
want more knowledge about restraints. To be able to perform an 
adequate harm/benefit risk assessment, staff need to be informed 
about possible side effects of restraining measures. Then, the least 
stressful measure for the patient must be chosen (National Institute 
for Health & Care Excellence, 2015; Swiss Academy of Medical 
Sciences, 2015). This decision also contains a careful balancing of 
the classical ethical principles of non- maleficence and beneficence, 
on the one hand, and the protection of the patient's autonomy, on 
the other (Beauchamp et al., 2001).

In order to avoid restraints being used as a means of last resort, 
it is important to know and to consciously use preventive measures. 
One important factor in avoiding restraints is delirium prophylaxis. 
However, these measures also require appropriate knowledge, pref-
erably uniform standards and, above all, time to apply them, three 
conditions that are often not present in acute settings (Palacios- 
Ceña et al., 2016). The study participants mentioned only a few 
preventive measures for delirium and restraints. They also stated 
that delirium management was inconsistent and dependent on the 
physician present.

In this context, it is important to mention that restraints are an 
additional risk factor for the development or exacerbation of delir-
ium (Kandeel & Attia, 2013; Pan et al., 2018). This further shows the 
importance of avoiding restraints whenever possible.

Studies have shown that, in addition to lack of knowledge, time 
pressure due to a heavy workload seems to prevent consideration 
of alternatives to restraint and preventive measures (Ertuğrul & 
Özden, 2020; Möhler & Meyer, 2014). This could be one reason 
why preventive measures were not mentioned more often in the 

interviews. It is therefore of great importance that time- effective 
preventive measures are made present and quickly available in the 
everyday work routine. A checklist with clearly defined measures— 
alternatives and restraints— should be available to identify the most 
suitable measure in a specific situation.

A major goal must be to involve relatives throughout the process, 
whenever possible (Freeman et al., 2016). They can give support in 
dealing with patients and often have a calming effect on restless 
patients provided, of course, that the situation is acceptable to the 
relatives and they wish to be present (Freeman et al., 2016). Legally, 
they must consent to the restraints on behalf of the patient if they 
are to be used for longer than a brief emergency (American Medical 
Association, n.d.; Swiss Academy of Medical Sciences, 2015).

5.1  |  Limitations and strengths of the study

Although the interviewers had the impression that data satura-
tion was reached during the interviews, the limited number of par-
ticipants from just three different settings naturally restricts the 
generalizability of the results. A selection bias cannot be excluded 
since the participants were approached by the clinical nurse spe-
cialist of the corresponding units. Furthermore, it must be kept 
in mind that the use of restraints is, to some extent, also subject 
to national or local guidelines, which limits comparability to other 
studies. Our study primarily considers the views of the nursing 
staff and some physiotherapists; few physicians participated due 
to limited availability. Participants from different hierarchical 
levels in the hospital organization were represented in the inter-
view groups. It cannot be ruled out that this influenced individual 
statements but, on the other hand, it can be assumed that the in-
terviews gained substance from including the views of staff at dif-
ferent levels of responsibility.

The inclusion of direct quotes from the original interviews en-
hances the integrity of our analysis and ensures traceability. During 
the interviews, feedback from the study participants was continu-
ously requested to validate the focus group illustration maps. This 
ensured that the statements were correctly understood and cate-
gorized. The fact that it is efficient and comprehensive is a strength 
of the knowledge- mapping technique and was used advantageously 
here. However, it must be acknowledged that the condensation of 
the data is limited as the interviews were not transcribed.

6  |  CONCLUSION

Based on the results of this study, it is clear that currently the 
decision- making process about the use of restraints in acute care 
hospitals occurs at the individual level. The attitude and level of expe-
rience of nurses are the main factors determining in which situations 
restraints are used. Although this leads to restraints being applied 
differently in a single team, that fact is rarely discussed intra-  and 
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interprofessionally. A new team culture of discussion and exchange 
must be established among the interprofessional teams, with the 
aim of identifying the best solution for the patient, with considera-
tion of possible preventive measures. In addition, interprofessional 
cooperation, especially between physicians and nursing staff, must 
be strengthened, with the aim of establishing joint decision- making 
to relieve the pressure on nursing staff. This requires clear guide-
lines at hospital level to ensure that restraints are used more con-
sistently than and as rarely as possible, along with defined formats 
for interprofessional exchange. Knowledge of the various aspects of 
restraints use (scientific, legal, ethical etc.) and possible preventive 
measures needs to be provided in training courses and in continuing 
education for all professional groups in the medical field.

7  |  RELE VANCE TO CLINIC AL PR AC TICE

The potential use of restraints becomes an even more relevant issue 
as hospitals face a future scenario where there is an increase in the 
number of complex multimorbid patients combined with staff short-
ages. It cannot be the case that the use of restraints is solely decided 
by individual attitudes or habits. Healthcare staff need support in 
this decision- making process, which they should receive through 
evidence- based guidelines, patient- specific assessment and institu-
tional values of care. It is important to address the subject on an 
interprofessional basis. The professions involved must develop a 
common understanding and attitude towards the use of restraints.
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