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Abstract
Aim: To explore nursing staff's experiences of using manual (physical) restraint within 
inpatient adolescent mental health care.
Design: This was a descriptive phenomenological study.
Methods: Individual semi- structured interviews were conducted with 12 nursing staff 
between March 2021 and July 2021. The nursing staff were recruited from four inpa-
tient adolescent mental health hospitals across three National Health Service Trusts in 
England. Interviews were transcribed verbatim and analysed using Braun and Clarke's 
reflexive approach to thematic analysis.
Results: Four themes were generated from the analysis: (1) it needs to be done some-
times; (2) it's not a nice thing to do; (3) it does not really damage the therapeutic 
relationship; and (4) importance of team support. Despite strongly reporting that it 
was sometimes necessary to manually restrain young people for substantial safety 
reasons, participants spoke with dislike about its use, and described consequential 
aversive experiences of emotional distress, patient aggression, pain and injury, and 
physical exhaustion. Participants reported relying on each other for emotional and 
practical support. Three participants reported observing premature restraint use by 
non- permanent staff.
Conclusion: The findings detail a paradoxical picture of the nursing staff's experi-
ences where restraint is experienced as psychologically and physically aversive yet 
deemed as sometimes necessary to prevent significant harm.
Reporting Method: The Standards for Reporting Qualitative Research (SRQR) check-
list was used to guide reporting.
Impact: This study suggests a need for the targeting of non- permanent staff for re-
straint minimization interventions, and highlights how the treatment of non- permanent 
staff by permanent staff may contribute to avoidable restraint practices. The findings 
indicate several ways in which the staff- young person therapeutic relationship can be 
preserved in the context of restraint. However, this needs to be treated with caution 
given that young people's voices were missing from this study.

www.wileyonlinelibrary.com/journal/jan
mailto:
https://orcid.org/0000-0001-9297-7799
http://creativecommons.org/licenses/by/4.0/
mailto:michael.kodua@nhs.net
http://crossmark.crossref.org/dialog/?doi=10.1111%2Fjan.15742&domain=pdf&date_stamp=2023-06-22


2  |    KODUA and EBOH

1  |  INTRODUC TION

Manual (physical) restraint is a restrictive intervention whereby one 
or more persons immobilize the free body movement of another 
by manually holding them (Stubbs & Paterson, 2011). This type of 
physical restraint is not to be confused with mechanical (physical) 
restraint whereby equipment (e.g., cuffs or belts) is used to immo-
bilize movement (Ryan, 2010). Manual restraint is used internation-
ally within inpatient mental health nursing and beyond to prevent 
harm to patients and staff, and to administer necessary treatments 
(Bowers et al., 2015; Chapman et al., 2016; Lombart et al., 2020). 
For instance, nursing staff may use manual restraint to manage pa-
tient aggression and deliberate self- harm, and in the provision of 
compulsory nasogastric feeding treatments for patients with se-
vere eating disorders (Chapman et al., 2016; Kodua et al., 2020). 
Additionally, manual restraint is sometimes used in the application 
of other restrictive interventions because manual holding may be 
required in order to mechanically restrain, chemically restrain or 
seclude patients posing significant harm risks to themselves and/
or others (Ryan, 2010). Despite the protective functions of manual 
restraint, its use has been associated with adverse patient and staff 
consequences, and an international calling to minimize manual re-
straint has arisen (Haw et al., 2011; Wilson et al., 2017). However, 
manual restraint remains in widespread use globally, and has been 
described as a “necessary evil” within the nursing literature (Perkins 
et al., 2012).

2  |  BACKGROUND

The literature has illustrated numerous adverse physical and psycho-
logical patient and staff outcomes consequent to manual restraint 
use including staff and patient emotional distress (e.g., fear and 
anger), staff misuse (e.g., use of excessive force), staff and patient 
physical injury and pain (e.g., bruises and muscle aches), staff physi-
cal exhaustion, damage to staff- patient therapeutic relationship, and 
even patient death (Bigwood & Crowe, 2008; Duxbury et al., 2011; 
Haw et al., 2011; Knowles et al., 2015; Kodua et al., 2020; Wilson 
et al., 2017). Consequently, the international emergence of numer-
ous policies, laws and programmes calling for a reduction in man-
ual restraint is not surprising (e.g., Department of Health, 2014; 
Duxbury et al., 2019; Royal Australian and New Zealand College 
of Psychiatrists, 2021). Within the United Kingdom (UK), govern-
ment policy mandates that manual restraint should only be used as 
a last resort when less restrictive alternatives have been exhausted, 
and that the use of restraint should be imposed for no longer than 

necessary and be proportionate to the risk presented (Department 
of Health, 2014). However, despite such policy, there is evidence 
to indicate that manual restraint is not always used as a last re-
sort within the UK and beyond (Bigwood & Crowe, 2008; Wilson 
et al., 2017). Manual restraint minimization programmes arguably 
represent some of the most effective approaches to reduce manual 
restraint. Drawing from elements of trauma- informed care, these 
multi- modal programmes include “REsTRAIN Yourself”, “Safewards” 
and “No Force First”, and have been shown to reduce manual re-
straint rates by 19%– 26% within inpatient mental health, older 
adult and learning disability settings (Bowers et al., 2015; Duxbury 
et al., 2019; Haines- Delmont et al., 2022).

Incident rates of manual restraint have been found to be sub-
stantially higher within inpatient child and adolescent mental health 
settings compared to inpatient adult mental health settings. For in-
stance, a survey study of 25 child and adolescent psychiatric units in 
the United States found sixfold higher rates of restrictive interven-
tions (inclusive of manual restraint) compared to adult psychiatric 
units in the same state (LeBel et al., 2004). Moreover, within the UK, 
between September 2021 and February 2022, sixfold higher rates 
of restrictive interventions (inclusive of manual restraint) were re-
corded in National Health Service (NHS) funded inpatient child and 
adolescent mental health services compared to analogously funded 
inpatient adult mental health services within the same period (NHS 
Digital, n.d.). Concerningly, these figures may indicate that manual 
restraint is not always being used as a last resort within inpatient 
child and adolescent mental health care.

Despite the high reported incident rates of manual restraint use 
within inpatient child and adolescent mental health care, this set-
ting has received relatively little attention in the manual restraint 
research literature. We could only locate one qualitative study that 
explored young people's and/or staff's experiences of manual re-
straint within an inpatient child and/or adolescent mental health 
setting (Kodua et al., 2020). In this in- depth interview study of nurs-
ing assistants' experiences of using manual restraint, three themes 
were generated which highlighted the negative psychological, 
physical and interpersonal consequences of restraint: “an unpleas-
ant practice”, “importance of coping” and “becoming desensitized 
and sensitized”. This study however exclusively focused on the use 
of manual restraint to provide compulsory nasogastric feeding to 
young people with anorexia within a specialist eating disorder unit; 
this limits the transferability of the findings to generic inpatient 
child and/or adolescent mental health settings where manual re-
straint is predominately used for other risk contingency purposes 
such as in the management of patient deliberate self- harm and ag-
gressive behaviour.

Patient or Public Contribution: This study focused on nursing staff's experiences.

K E Y W O R D S
adolescent health, phenomenology, psychiatric nursing, qualitative approaches, restraint
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    |  3KODUA and EBOH

3  |  THE STUDY

3.1  |  Aim

This study aimed to explore nursing staff's experiences of using 
manual restraint within inpatient adolescent mental health care. 
The research question was “How do nursing staff experience the 
practice of manually restraining adolescent patients within inpatient 
adolescent mental health care?”

3.2  |  Design

We chose to adopt a qualitative methodology to allow for a rich ex-
ploration of nursing staff's experiences of manual restraint within 
a setting that remains under- researched. Specifically, descriptive 
phenomenology was applied as it focuses on describing the lived 
experience of participants without adding or subtracting from it, 
and places emphasis on the researcher attempting to bracket their 
presuppositions of the phenomena under study (Langdridge, 2007). 
Generating the “essences” of participants' experiences is central in 
descriptive phenomenological research; essences refer to aspects of 
any experience that are invariant across perception and intersubjec-
tively common to all those that have had that experience (Lopez & 
Willis, 2004).

The first author has experience of using manual restraint within 
inpatient adolescent mental health care, and the second author had 
observed manual restraint being carried out. Although we viewed 
our manual restraint experience as a resource to this study, and did 
not believe that it was effective or possible to completely bracket 
our experiences, we felt that applying descriptive phenomenology 
would enhance the credibility of the study and prevent our presup-
positions from disproportionately influencing the study findings. 
We attempted to bracket our presuppositions by having regular re-
flective discussions during the design, data collection and analysis 
phases of the study. Additionally, the first author kept a reflective 
diary and adopted a mindfulness practice stance throughout the 
study and partook in a reflective interview about his own experience 
of using manual restraint prior to participant recruitment.

3.3  |  Participant recruitment

Participants were recruited from five 10– 15 bedded locked adoles-
cent mental health wards across four inpatient adolescent mental 
health hospitals spanning three NHS Trusts in England. Four wards 
were psychiatric acute wards, and the remaining ward was a psy-
chiatric intensive care ward. We recruited participants from several 
hospitals and NHS Trusts in an attempt to achieve maximum varia-
tion within the participant sample with respect to hospital cultures 
and environments.

Collectively, the four hospitals provide assessment and treat-
ment for young people aged 11– 18 years with complex mental health 

needs. Young people admitted to the four hospitals experience dif-
ficulties including depression, self- harm, suicidal ideation, eating 
disorders, psychosis, and severe anxiety disorders, and are deemed 
to pose a significant risk of harm to themselves and/or others. The 
four hospitals have on- site educational facilities and provide multi- 
disciplinary treatment to young people from several professionals 
including psychiatrists, psychologists, nursing staff, social workers, 
occupational therapists, dieticians, and family therapists. Chemical 
restraint via intramuscular rapid tranquilization was used in all hospi-
tals and only the psychiatric intensive care ward was equipped with 
a seclusion room. Mechanical restraint was not practiced within any 
of the hospitals.

3.4  |  Participants

Participants were recruited through email advertisements, and 
poster advertisements displayed on staff room notice boards within 
the four hospitals of recruitment. The email advertisements were 
sent to all nursing staff by the clinical psychologists within the hospi-
tals. A participant information sheet providing further participation 
details was subsequently emailed to all nursing staff that contacted 
the first author and responded to the email and poster advertise-
ments. A total of 12 nursing staff agreed to participate.

Participants were a purposeful sample of 12 permanent nursing 
staff, and included five registered mental health nurses (RMNs), four 
nursing assistants (NAs) and three senior nursing assistants (SNAs). 
Their ages ranged from 22 to 47 years (mean = 30.1 years) and their 
experience of working within inpatient adolescent mental health 
care ranged from eight months to nearly 12 years (mean = 3.6 years). 
Seven identified as “female” and the remaining five identified as 
“male”. Apart from two participants that described themselves as 
“Black British” and “Mixed- Race British”, all participants described 
themselves as “White British”. Five, three, two and two participants 
were recruited from the four hospitals respectively. All participants 
had received a minimum of five consecutive days of manual restraint 
training. We excluded temporary and agency nursing staff to en-
sure that only participants with sufficient experience of using man-
ual restraint within inpatient adolescent mental health care were 
recruited.

3.5  |  Data collection

Semi- structured interviews were conducted by the first author be-
tween March 2021 and July 2021. We chose this method of data 
collection to allow for an in- depth exploration of participants' expe-
riences while eliciting the maximum amount of relevant information 
(Langdridge, 2007). The interviews lasted 45– 96 min (mean = 71 min) 
and were conducted over videoconference due to restrictions 
placed on face- to- face research at the time of the study consequent 
to COVID- 19. Our interview topic guide included prompts to elicit 
the psychological and physical experience of manual restraint, and 
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4  |    KODUA and EBOH

consisted of seven open- ended questions covering the following 
topics: the process and experience of using manual restraint within 
inpatient adolescent mental health care (e.g., “Can you tell me about 
a typical time where you were involved in manually restraining a 
young person?”); the experience of the therapeutic relationship in 
the context of manual restraint (“Can you tell me what your thera-
peutic relationship is like with the young people who you have manu-
ally restrained?”); and participants' perceptions of the use of manual 
restraint within inpatient adolescent mental health care (“Can you 
tell me about your views towards the use of manual restraint within 
inpatient adolescent mental health settings?”).

Despite the videoconference format of interviews, rapport was 
easily established and maintained, and participants spoke openly 
about their manual restraint experiences. Consequently, we decided 
to cease data collection after the twelfth interview as we felt that 
the richness of data collected, in combination with the narrow aim 
of the study, and the homogeneity of the participant sample in re-
lation to the phenomenon under study, suggested that our study 
had a reasonably high information power. Malterud et al's (Malterud 
et al., 2016) concept of information power highlights that the more 
information a sample holds relative to the research question, the 
fewer participants that are required. All interviews were audio- 
recorded in preparation for verbatim transcribing.

3.6  |  Data analysis

Data were analysed using inductive thematic analysis guided by 
Braun and Clarke's (2006, 2019) cyclical six- step reflexive approach: 
familiarization through transcribing and repeated reading of tran-
scripts; coding transcripts meaningful unit- by- meaning unit; gener-
ating themes; reviewing themes; defining and naming themes and 
subthemes; and producing the written report whereby participant 
extracts are embedded within an analytical narrative. We deemed 
reflexive thematic analysis as an appropriate data analysis method 
because it acknowledges the analytical value of the researcher's sub-
jectivity (within limits) and focuses on identifying patterns of mean-
ings across participants within a dataset (Braun & Clarke, 2019); this 
is congruent with our position on bracketing, and the descriptive 
phenomenology objective of generating the intersubjective com-
monalities of participants' experiences. Additionally, the theoretical 
flexibility of reflexive thematic analysis means that it is compatible 
with the experiential, predominantly inductive and predominantly 
semantic orientations characteristic of a descriptive phenomenol-
ogy methodology (Sundler et al., 2019).

In line with descriptive phenomenology, we adapted our induc-
tive thematic analysis in accordance with several recommenda-
tions outlined by Sundler et al. (2019). Specifically, the re- reading 
of interview transcripts was approached with an open mind where 
conscious efforts were made to search for novel information rather 
than confirm what was already known. We adopted a predominantly 
semantic approach to coding whereby short descriptive codes were 
assigned to each meaningful unit of text across transcripts. In the 

next phase of the analysis, codes were organized into themes based 
on the differences and similarities between codes; this process in-
volved searching for the intersubjective commonalities of our par-
ticipants' experiences. The final phases of the analysis involved 
naming, defining, refining, writing- up and re- writing up the themes. 
Here, a conscious effort was made to notice any presuppositions and 
judgements that appeared, and refocus attention back to our partic-
ipants' descriptions.

The first author conducted the analysis and subsequently refined 
the generated themes and subthemes following discussions with the 
second author. This constituted part of the bracketing process and 
ensured that the first author's lived experience of using manual re-
straint within inpatient adolescent mental health care did not dispro-
portionately influence the generated themes and subthemes at the 
expense of our participants' experiences. We considered the final 
collection of themes and subthemes to represent the “essence” of 
our participants' experiences.

3.7  |  Ethical considerations

Ethical approval was obtained from a University and NHS research 
ethics committee. All participants provided their informed consent 
by signing electronic consent forms prior to their participation. 
Pseudonyms were assigned to all participants and any potentially 
identifiable information was removed from interview transcripts.

3.8  |  Rigour

In addition to the bracketing procedures we implemented to ensure 
rigour, we took the analysis to our participants for verification to 
further improve the credibility of the study. Eight participants across 
three hospitals responded to our member checking requests, all 
of which reported that the analysis had accurately captured their 
experiences.

4  |  FINDINGS

Four themes were generated from the analysis: it needs to be done 
sometimes; it's not a nice thing to do; it does not really damage the 
therapeutic relationship; and importance of team support.

4.1  |  It needs to be done sometimes

Despite trying to avoid manual restraint where possible, all partici-
pants described situations where they had judged their restraint of 
a young person as necessary to keep the young person, themselves 
or their colleagues safe from harm. Three subthemes are reported: 
a last resort to protect young people; a last resort to protect staff?; 
and the fantasy of eliminating restraint.
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    |  5KODUA and EBOH

4.1.1  |  A last resort to protect young people

All participants described using manual restraint as a “last resort” 
to protect young people from significant harm. Self- inflicted harm 
through self- harm behaviour such as head- banging, ligature- tying, 
cutting and substantial refusal of foods and fluids were the most com-
monly cited antecedents leading to restraint. Although participants 
described using non- restrictive means to manage lower- level self- 
harm (e.g., verbal de- escalation, distraction/grounding techniques), 
participants deemed restraint as necessary for more serious forms of 
self- harm where there was risk of substantial imminent injury:

If a young person has a pen and they're scratching 
themselves, you wouldn't necessarily restrain them 
… you might try and verbally de- escalate and then 
you might even go away and come back again later 
because you know they're not going to be in any kind 
of real imminent risk, whereas if it's a piece of glass or 
a piece of metal and they're trying to cut deeply and 
they're doing it aggressively, that's where you'd have 
to physically intervene in the moment. (Jane, SNA, 
Hospital 4)

Contrary to the use of manual restraint as a last resort, three 
participants from two hospitals described experiences where they 
had observed agency and temporary staff use manual restraint pre-
maturely to manage self- harming young people. One participant re-
ported that this approach to managing risk stemmed from the risk 
tolerance differences between agency/temporary staff and perma-
nent staff, and the over- allocation of the former to cover one- to- one 
observations:

We can often put agency staff in quite vulnerable 
situations [by over- allocating them to one- to- one ob-
servations] … often their first instinct is to go in and 
restrain to safely manage the situation [self- harming 
young person]. Of course, it's not necessarily wrong, 
we all want to try and preserve safety, but a lot of the 
time … there's often more time than people think to 
be able to try and work around the situation. (Wayne, 
RMN, Hospital 1)

Despite the described patient protective functions of manual 
restraint, and although participants expressed that patient injuries 
during restraint were uncommon, four participants highlighted how 
manual restraint could compromise the safety of young people due 
to reducing the numbers of available staff to care for other young 
people:

These other patients, their safety is compromised as 
well because … it's one staff member making sure that 
like eight people on 15 minutes are seen every 15 min-
utes, and that's because of the restraint that's taken 

away staff and cut the numbers of available staff for 
the other patients. (Greg, RMN, Hospital 3)

4.1.2  |  A last resort to protect staff?

Although all participants remarked that manual restraint could be 
used as a “last resort” to prevent young people from harming staff, 
only seven participants described first- hand experience of using 
manual restraint to prevent such harm. These participants reported 
that restraint in such circumstances was frequently the only resort to 
protect staff, rather than the “last resort”. This was evidenced by the 
use of descriptions such as “the only option” and “do it right away”:

We always try and make sure that restraint is the last 
option … if they're attacking staff, that would be then 
the only option because you're stopping the risk, the 
immediate risk. (Eric, NA, Hospital 1)

Three participants made a distinction between using manual re-
straint to prevent patient self- harm and to prevent young people from 
harming staff. These participants highlighted that restraint was more 
often used as a last resort to protect young people from self- harm, 
but more often as an earlier resort to protect staff from the harm of 
young people:

If they're doing some self- harm, of course we'll try to 
just do some tactile support … However, if they start 
to lash out or try to harm us, then we might have to 
be more restrictive and use restraint. (Naomi, RMN, 
Hospital 3)

Contrary to the use of manual restraint as a staff- protecting in-
tervention, all participants described situations where they had expe-
rienced physical pains or injuries as a consequence of using manual 
restraint. These experiences are reported in the subtheme “physical 
pain and injury” within the theme “it's not a nice thing to do”, which 
better captures this aspect of participants' experiences.

4.1.3  |  The fantasy of eliminating restraint

All participants expressed a desire to reduce manual restraint 
through avenues such as increased staffing, improved ward layouts 
and improved training of agency and temporary staff. However, such 
expressions were frequently overshadowed by a strong disapproval 
of “zero restraints” and “restraint elimination” initiatives. There was 
a perception that such initiatives came from external agencies (e.g., 
Care Quality Commission) that did not understand the substantial 
imminent physical harm that could occur to young people and staff 
without restraint. One participant even went as far as to claim that 
people who urged restraint elimination had no personal experience 
of its use:
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6  |    KODUA and EBOH

People who talk about moving away from restraint 
completely have never worked on a children and 
adolescent mental health ward. They've never been 
attacked by a child or young person. They've never 
watched a young person self- harm to the extent 
that they're not stopping and they're about to cause 
themselves imminent loss of life. (Belinda, SNA, 
Hospital 4)

Five participants described how refraining from restraint in partic-
ular circumstances was incongruent with their job role of protecting 
young people. Again, such descriptions were verbalized in the context 
of opposing the absolute elimination of restraint:

Preventing harm is what my job is as I see it … It's all 
very well to say, “oh, you should never restrain”. You 
watch that person banging their head on a corner of a 
wall and talk to them when they're completely out of 
control and they're completely unable to listen until 
they've split their skull wide open. I'm not going to do 
that because that's not protecting them. (Paul, SNA, 
Hospital 1)

Four participants reported that they desired for manual restraint 
to be eliminated but then described how this was not feasible. Sarah, a 
RMN from Hospital 2, described that she would “like not to have to do 
it at all and not have to ever intervene physically with young people” 
but then continued “but I think you have to be realistic at times that 
you have to do it”.

4.2  |  It's not a nice thing to do

Manually restraining young people within inpatient adolescent 
mental health care was an unpleasant practice for all participants, 
and this was evidenced by participants' descriptions of the aversive 
physical and emotional outcomes that they, their colleagues and 
young people experienced as a consequence of restraint. Phrases 
such as “it's not a nice thing to do” and “I don't like it” were com-
monly expressed. However, such phrases were frequently followed 
by words such as “but” in an attempt to justify restraint on safety 
grounds (as evidenced within the theme “it needs to be done some-
times”). Five subthemes are reported: it's distressing for the young 
person; it's distressing for us; aggression from the young person; 
physical pain and injury; and it's physically exhausting sometimes.

4.2.1  |  It's distressing for the young person

Despite acknowledging that manual restraint was sometimes 
necessary, all participants described the emotional distress that 
restraint prompted for young people. Shouting, screaming, cry-
ing, resisting, and fighting were commonly reported responses of 

young people towards restraint, and many participants described 
such behaviour from young people as an indicator of their emo-
tional distress:

We had a patient who we restrained for about 45 to 50 
minutes, and they were just continually screaming … 
they were really distressed. (Belinda, SNA, Hospital 4)

All participants described experiences where they had endeav-
oured to make restraint less distressing for young people. Such en-
deavours were described compassionately, and included verbally 
supporting young people during and after restraint, considering the 
gender of restraining staff members when young people had abuse 
histories, ensuring that young people were dignified in restraint, and 
restraining young people in the least restrictive way for the shortest 
time possible:

We've got quite a few young girls who haven't had 
the most positive experience of physical contact 
with men, so although we don't necessarily stop 
using men for their restraints, we try and have fe-
males in their restraint too … so that young people 
are potentially less distressed about it as obviously it 
is a very distressing situation. (Alice, NA, Hospital 2)

Despite the reported distress that restraint caused young people, 
10 participants described experiences where they believed young 
people had behaved in certain ways to intentionally elicit a restraint. 
Such young people reportedly appeared to find restraint therapeutic, 
and were described as using restraint to seek physical contact:

There's some people I've known that find restraint 
almost therapeutic. We've had some people in the 
past that have actually almost escalated in their be-
haviour in order to elicit that response from staff and 
then when you've got them in the holds, it's almost 
like their body relaxes and they're not even fight-
ing against you at all … they just wanted to be held. 
(Laura, RMN, Hospital 1)

4.2.2  |  It's distressing for us

All participants described the emotional distress that they experi-
enced as a consequence of manual restraint. Participants reported 
that restraint was “upsetting”, “horrible” and “traumatizing” for them, 
and eight participants expressed their dismay at the prospect of re-
straining young people specifically. Three participants described 
experiences of restraint where they had cried or had been close to 
being moved to tears:

During the restraint, I just had to look away … and all 
I could hear was “I'm sorry, I'm sorry”, and I was like 

 13652648, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jan.15742 by U

N
IV

E
R

SIT
Y

 O
F E

SSE
X

, W
iley O

nline L
ibrary on [19/07/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



    |  7KODUA and EBOH

“I can't look, if I look at him, I'm going to burst into 
tears”. It was horrible … I'm a human being and at the 
end of the day, it was a young boy, do you know what 
I mean? (Emily, NA, Hospital 1)

The use of manual restraint to prevent acute self- harm, and to facil-
itate compulsory nasogastric tube feeding of food and/or fluid refusing 
young people was described by five participants as being particularly 
distressing:

It's really difficult if you're restraining someone to give 
them a nasogastric tube for an NG feed … that can be 
quite traumatising because usually the patient is very 
very against being NG'd … often there's a lot of emo-
tion, there's tears, they're crying, there is “why are you 
doing this to me? let me die”. (Belinda, SNA, Hospital 4)

All participants reported experiencing several unpleasant emo-
tions consequent to using restraint. Although anxiety, anger, guilt 
and sadness were explicitly cited emotions, it was anxiety and anger 
that were the most frequently described. All participants described 
feeling anxiety, particularly in the moments leading up to restraint; 
this was often in the context of worrying about the young person's 
preceding self- harm, and fearing for themselves, their colleagues 
and the young person being hurt in restraint:

You're afraid because you don't want to get injured, 
you don't want your peers to get injured, you don't 
want the young person to get injured. Also, this thing 
that's been cut away from their neck, you don't know 
when they applied it and whether there's any harm 
that's happened to them as a result … you're anxious 
about that too. (Paul, SNA, Hospital 1)

Nine participants described feeling anger, often in the context of 
being hurt by the young person in restraint, and in response to the 
young person's behaviour that had led to and/or that was perceived 
as prolonging the restraint. Some participants described experi-
ences where they had expressed their anger to the young person:

You're in a position that is naturally making you quite 
angry … nobody enjoys restraining somebody and 
when you've been in a restraint for a while, some-
times you just get like “why have you done this?”, 
“what are you trying to get out of this?”, and it's that 
frustration again, being quite annoyed at that young 
person. (Alice, NA, Hospital 2)

Five participants reported a reduction in their distress towards re-
straint over time. However, these participants were clear that restraint 
continued to be distressing for them. Jane, a SNA from Hospital 4, de-
scribed: “you kind of do get a little bit more desensitised to it … you 
always feel anxious, but probably less anxious”.

4.2.3  |  Aggression from the young person

All participants described being subjected to aggression by some 
young people during restraint. Physical aggression was most com-
monly described, as evidenced by the frequent occasions that the 
majority of participants reported being kicked, scratched, punched, 
pushed, head- butted, and spat at by some young people during re-
straint. It appeared from participants' descriptions that these young 
people displayed such physical aggression to prevent or break out 
of restraint:

They can hit out at staff in restraint and do anything 
to get out … they can hit, spit, bite, kick. Personally, 
I've been bitten during a seated restraint … the 
young person turned their head to the left of me 
and tried to bite my neck and my ear. (Greg, RMN, 
Hospital 3)

Five participants described deliberate attempts and actions of 
young people hurting staff in restraint. Such physical aggression was 
described as being vindictively motivated rather than as an attempt to 
break out from restraint:

Recently we've had a few patients that deliberately 
assault staff … sometimes the kicking and punching 
and pulling and stuff is more about struggling to get 
away, and sometimes it's an actual desire to hurt staff. 
(Alice, NA, Hospital 2)

Ten participants expressed an understanding of young people's 
physical aggression during restraint. Some described experiences 
where they had reminded themselves that young people were men-
tally unwell in hospital for a reason, and others considered how phys-
ical aggression from young people was understandable in the context 
of restraint:

I just think if I was in their situation being held down 
by four, five people, I wouldn't like it and I would try to 
do what I could to get out, you know? It wouldn't be a 
nice situation. (Eric, NA, Hospital 1)

Six participants explicitly described the verbal aggression that they 
experienced from young people in restraint which included swearing, 
shouting, insulting and name- calling. Daniel, a NA from Hospital 2, 
described: “there's lots of ‘fuck off’, ‘get off of me’, all kinds of names 
being called, that's a very common thing”.

4.2.4  |  Physical pain and injury

All participants described experiences of physical pain and/or injury 
during manual restraint. Bruises, grazes and muscle aches were com-
monly described injuries. Such injuries were frequently sustained by 
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8  |    KODUA and EBOH

participants during the execution of restraint, such as when restrain-
ing young people's legs or when transitioning from standing to floor- 
based positions:

A lot of the time in restraints, you can get a lot of 
bruises and it's quite common, especially if you're 
going to the floor and you have to sort of drop to your 
knees. (Naomi, RMN, Hospital 3)

Five participants described experiences of post- restraint delayed 
onset muscle aches and stiffness. Such pains were reportedly expe-
rienced some moments after restraint, and in some cases, it was not 
until the following day that participants became aware of such pain. 
Alice, a NA from Hospital 2, described: “and you get up the next day 
and you just think, ‘oh, my God, I ache everywhere’”.

Aside from bruises, grazes and muscle aches, eight participants 
described situations where they had sustained or witnessed their 
colleagues sustain more severe injuries during restraint such as rib 
injuries, twisted ankles, concussions, nerve damage and being kicked 
in the abdomen and groin. Such injuries were not described to be 
common, and were reportedly sustained through the physical ag-
gression of young people or the execution of restraint:

I'm currently waiting for an operation on an injury that I 
suffered to my ankle during a restraint … that was sim-
ply a matter of the restraint going to the floor and me 
turning to go to the floor, and my foot not turning as I 
wanted so my ankle snapped. (Paul, SNA, Hospital 1)

A young person had kicked a staff member in the side 
and she was crying … she was crying because she had 
been kicked previously in the same place just the day 
before by the same young person in a restraint. (Jane, 
SNA, Hospital 4)

4.2.5  |  It's physically exhausting sometimes

Ten participants described manual restraint as a sometimes physi-
cally exhausting practice, and this was indicated by their use of terms 
such as “draining”, “tiring” and “exhausting”. The degree of physical 
exhaustion that participants reported experiencing in restraint was 
described as being contingent on the size, strength, distress, and re-
sistance of the young person:

When you've got somebody who's actually really 
upset and you're having to hold onto them; physically, 
it can be exhausting … especially if I've got some of the 
kids that are bigger than me. (Sarah, RMN, Hospital 2)

Prolonged manual restraints that could last for hours at a time due 
to rapid tranquilization being ineffective were described by partici-
pants as being some of the most physically exhausting:

We held her for hours, and the entire time she was 
straining towards getting to the wall or to the floor 
because she wanted to hit her head on the floor … 
it was one of the most exhausting things, just hold-
ing this person until they literally fell asleep … we had 
IM'd her, but they had like so much fight and energy. 
(Daniel, NA, Hospital 2)

Three participants explicitly described felt physical exhaustion 
during restraint in circumstances where they had needed to run to 
young people before restraining them. Such experiences were de-
scribed in the context of responding to panic alarms and radios for 
assistance:

When we get a radio from education saying “we 
need assistance down here”, you've got to run to that 
… you've then got to jump in a restraint and you're 
trying to get your breathing back and you're just ex-
hausted. (Emily, NA, Hospital 1)

Four participants additionally described occasions of minimal 
physical exhaustion in restraint due to the minimal physical resistance 
displayed by some young people. Sarah, a RMN from Hospital 2, de-
scribed “I guess with some restraints, physically it's not so demanding 
… they don't really resist too much”.

4.3  |  It does not really damage the therapeutic 
relationship

Despite the negative staff and patient outcomes of manual restraint 
described in the theme “it's not a nice thing to do”, all participants 
conversely reported experiencing manual restraint as non- damaging 
to the staff- young person therapeutic relationship in the long- term. 
Three subthemes are reported: damage to the relationship from re-
straint is only temporary; restraint strengthens my relationship with 
young people; and long- term damage to the relationship from re-
straint is rare.

4.3.1  |  Damage to the relationship from restraint is 
only temporary

Ten participants described restraint experiences which resulted in 
the young person being temporarily upset with them or they them-
selves being temporarily upset with the young person. Such impacts 
on the staff- young person therapeutic relationship were described 
as being marginal, and as having no impact on the quality of the rela-
tionship in the long term:

I haven't ever found that my relationship has been 
affected detrimentally by any restraint … Obviously, 
in the very short term, after the restraint, they're 
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    |  9KODUA and EBOH

not necessarily wanting to see or be nice to you but 
I can't say long- term or longer than a day or so it's 
really affected any of my relationships. (Alice, NA, 
Hospital 2)

You just feel very frustrated at the whole circum-
stance [of restraining them], and it does sometimes 
change the way you view a patient, not forever, but 
for that moment in time, you do get quite cross and 
frustrated with them. (Belinda, SNA, Hospital 4)

Participants cited a number of reasons to explain why manual re-
straint did not damage the staff- young person relationship in the long 
term. Six participants attributed this to young people knowing that re-
straint was used in their best interests:

Most of them know that we're there to keep them 
safe. They even say “so you're there to sort of prevent 
me from harming myself” … so they're aware of that, 
and that our use of restraint is not personal. (Greg, 
RMN, Hospital 3)

Formal and informal post- restraint debriefing with young peo-
ple was reported by seven participants to play an important role in 
preserving the staff- young person relationship in the long term. 
Debriefing reportedly involved explaining to young people the reasons 
for restraint and resolving any short- term damage that might have oc-
curred to the relationship:

If you have like a good debrief and you explain to 
them that you're reasoning for it is always with their 
best interests at heart, I think it's harder for them to 
stay angry with you. (Sarah, RMN, Hospital 2)

4.3.2  |  Restraint strengthens my relationships with 
young people

Four participants from two hospitals reported that using manual re-
straint had strengthened their relationships with young people. This 
was evidenced by their use of terms such as “improves”, “strength-
ens” and “enhanced” when describing the impact of restraint on their 
relationships with young people:

In the majority of cases where I've had to restrain a 
young person on multiple occasions, it hasn't frac-
tured the therapeutic relationship at all to be hon-
est. If anything, I'm loathed to say it's enhanced it. 
(Wayne, RMN, Hospital 1)

Participants described being unsure of how manual restraint had 
strengthened their relationships with young people. However, two 

participants highlighted the opportunity that restraint had provided 
them to come into contact with young people at their most vulnerable 
times. Such opportunities reportedly helped participants get closer to 
young people:

Sometimes I think restraint might strengthen it [the 
therapeutic relationship] in a weird kind of way, and 
I can't really explain it but it's like, I've seen them 
at their worst time, I've seen them at the time that 
they've struggled the most … it brings you closer to 
them. (Emily, NA, Hospital 1)

4.3.3  |  Long- term damage to the relationship from 
restraint is rare

Although nearly all participants described experiences where man-
ual restraint had resulted in temporary damage to the staff- young 
relationship, just three participants described witnessing or expe-
riencing long- term damage to the relationship consequent to re-
straint. These participants described how such experiences were 
uncommon:

I can only think of probably one scenario really where 
I've restrained a young person where it completely 
messed up any sort of therapeutic relationship. They 
wouldn't talk to me for the rest of that admission. 
(Wayne, RMN, Hospital 1)

Contrary to this subtheme, two participants described more com-
mon occurrences where they had witnessed a breakdown in the staff- 
young person relationship involving their colleagues. In all reported 
instances the damage to the relationship was reported from the staff 
side only:

Some staff have been frustrated with caring for pa-
tients that they've had to restrain frequently, so it has 
affected the staff rather than the patients … some 
staff didn't want to be on that patient's one- to- one 
observations. (Greg, RMN, Hospital 3)

4.4  |  Importance of team support

The staff team was an important support system for all participants, 
and this was partially evidenced by participants' use of terms such 
as “team”, “we” and “us” when describing their restraint experiences. 
It was clear from participants' descriptions that their colleagues 
were an integral practical support system during the execution of 
restraint, and a valued emotional support system in the aftermath of 
restraint. Two subthemes are reported: working together as a staff 
team; and looking out for each other.
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10  |    KODUA and EBOH

4.4.1  |  Working together as a staff team

All participants described the importance of working with their col-
leagues as a team when restraining young people. Teamwork pro-
cesses such as effective communication, coordination and observing 
were reported as being integral to the safe and successful execution 
of restraint. Some participants described the risk of injury that could 
occur to young people and staff in the absence of such teamworking 
processes:

You're never going to be able to effectively restrain 
somebody if you're all not working together. You're 
going to either bend somebody's body in a way that 
it shouldn't because you're not listening and watch-
ing what other people are doing. When you go in, you 
need to be fairly simultaneous, otherwise somebody 
grabs an arm, and the young person uses their other 
arm to hit them. (Alice, NA, Hospital 2)

Six participants reported that the standard of teamwork during 
a restraint was contingent on the team that they were working with 
on shift. These participants made a distinction between working 
with a “good” team and with an unskilled team. The latter team was 
described typically as a team that had poor communication or that 
included a significant number of temporary staff. One participant 
described how working in such a team could make restraint more 
physically laborious for some staff:

It depends on your team, so if you have a good team, 
the team that you're working with dictates how phys-
ically draining it is, because if you're working in a team 
with a lot of non- permanent staff or a team that's not 
communicating well, then certain staff have to work 
harder. (Greg, RMN, Hospital 3)

4.4.2  |  Looking out for each other

This subtheme highlights the personal support that participants pro-
vided and received from their colleagues. Six participants recounted 
the informal verbal emotional support that they received from their 
colleagues in the aftermath of a restraint. These participants de-
scribed how speaking with and being listened to by their colleagues 
had helped them to feel “better” and “alright”, particularly after par-
ticipating in a restraint that had unsettled them:

I remember afterwards, I went in the office, and I said 
“that's my first time restraining a child”, and I can't re-
member who the nurse was, but they sat and spoke 
with me for a bit, so I felt alright after speaking to 
them. (Eric, NA, Hospital 1)

Three participants described experiences of providing informal 
emotional support to their colleagues in the aftermath of a restraint. 

Paul, a SNA from Hospital 1, described: “you'll have a chat with them 
and make sure they're alright … if somebody is particularly affected, 
you might go and sit down and talk to them”. Formalized post- restraint 
staff debriefing meetings were not frequently reported to occur due 
to insufficient staffing and a lack of protected time. Notwithstanding, 
two participants described the emotional offloading support that such 
meetings provided when they did occur:

Afterwards, we do try and have like a debrief process 
for anyone that was involved, and then there's just 
a bit of like decompression that happens … because 
those things can weigh on you a bit when you have to 
go home. (Daniel, NA, Hospital 2)

Aside from emotional support, seven participants described ex-
periences where their colleagues had provided them with practical 
support in the context of a restraint, and where they too had done 
the same. Such support included the facilitation of preferred restraint 
positions and the swapping out of restraint in response to staff phys-
ical struggle:

There are times when I've been in restraints where 
people have noticed that I'm struggling and just taken 
over from me … or if you know that somebody else is 
kind of struggling a bit physically, I'm thinking about 
what I can do to support them. (Jane, SNA, Hospital 4)

5  |  DISCUSSION

The purpose of this study was to explore nursing staff's experiences 
of using manual restraint within inpatient adolescent mental health 
care. The findings detail a paradoxical picture of the nursing staff's 
experiences where restraint was experienced as psychologically and 
physically aversive yet deemed as sometimes necessary to prevent 
significant harm. We critically discuss our findings, drawing from 
trauma- informed care theory where appropriate.

The analysis showed that participants experienced manual re-
straint as a sometimes- necessary intervention to protect young 
people, themselves and their colleagues from significant harm, con-
curring with previous research findings on staff's experiences of 
manual restraint globally in adult and child and/or adolescent con-
sumer settings (e.g., Bigwood & Crowe, 2008; Chapman et al., 2016; 
Lombart et al., 2020; Wilson et al., 2017). Despite using restraint 
to protect staff from patient aggression, participants overwhelm-
ingly described using restraint to protect young people from their 
own self- harm; this diverges from the inpatient adult mental health 
care literature where self- harm initiated manual restraint incidents 
have not been so prevailingly described in staff's lived experience 
accounts (e.g., Bigwood & Crowe, 2008; Perkins et al., 2012; Wilson 
et al., 2017). All participants described using restraint as a “last re-
sort”, and there indeed was evidence of last resort practice (e.g., 
using verbal de- escalation and distraction/grounding techniques 
first). However, the notion of “last resort” has been criticized for 

 13652648, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jan.15742 by U

N
IV

E
R

SIT
Y

 O
F E

SSE
X

, W
iley O

nline L
ibrary on [19/07/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



    |  11KODUA and EBOH

being an easily voiced rhetorical device that is very difficult to ob-
serve or challenge (Deveau & McDonnell, 2009). Moreover, previ-
ous studies have evidenced incorrect staff assertions of “last resort” 
where restraint had been avoidable (McKeown et al., 2019; Wilson 
et al., 2017). The above points indicate that our participants' claims 
of restraint as a “last resort” may not have always been legitimate.

Three participants across two hospital sites described witness-
ing premature restraint use by temporary/agency staff to manage 
self- harming young people, indicating that restraint was not always 
being used as a last resort. Although participants claimed that im-
proved training of temporary/agency staff could be a viable solution 
to this problem, participants failed to realize their own potential role 
in maintaining such restraint practices. Specifically, one participant 
alluded that temporary/agency staff were disproportionately allo-
cated to one- to- one patient observations; this might have reflected 
a wider poor treatment of such staff (Birmingham et al., 2019). Thus, 
temporary/agency staff, in addition to being disproportionately ex-
posed to patient safety incidents, may have been deprived of the 
opportunity to access important knowledge (e.g., historical patient 
background information in patient records and/or withheld by per-
manent staff) necessary to develop trauma- informed understand-
ings, and in turn, responses towards patient risk behaviour such as 
self- harm. The disproportionate allocation of non- permanent staff 
to purely instrumental duties (e.g., smoking breaks, patient obser-
vations) has been described in the literature, and may reflect the 
hierarchical and power structures that exist within inpatient mental 
health staff teams, and a wider poor treatment of non- permanent 
staff in healthcare (Birmingham et al., 2019; McKeown et al., 2019).

Although participants felt that restraint could be minimized, such 
expressions were frequently overshadowed by a strong disapproval 
of “restraint elimination” initiatives, with one participant unfairly 
claiming that those who urged restraint elimination had no personal 
experience of its use. Given that the majority of restraint reduction 
initiatives start from a place of minimization rather than absolute elim-
ination (e.g., Bowers et al., 2015; Duxbury et al., 2019), this somewhat 
straw man fallacy response by participants may reflect a wider issue 
within inpatient mental health care in which concerns raised about 
restraint are dismissed and problematized (e.g., Meehan et al., 2022); 
this may come from a place of staff fear (Muir- Cochrane et al., 2018). 
Notwithstanding, our participants' aversion towards the elimination of 
restraint is in line with the views of healthcare staff in previous studies 
of manual restraint (Muir- Cochrane et al., 2018; Wilson et al., 2017).

It was evident from the analysis that manual restraint was a dis-
liked practice for participants. All participants described experienc-
ing a spectrum of unpleasant emotions consequent to using restraint 
(e.g., anxiety, anger, sadness), and some described their restraint 
experiences using terms such as “traumatising”: this is despite the 
fact that nearly half of participants reported a reduction in restraint- 
related distress over time. Worryingly, physical pain and injury (e.g., 
bruises and muscle aches), patient physical aggression (e.g., being 
kicked and hit) and physical exhaustion were also commonly de-
scribed hallmarks of participants' restraint experiences. The above 
cluster of findings are in line with previous studies in adult and child 

and/or adolescent consumer settings where staff have reported a 
reduction in their distress response to restraint over time, and de-
scribed the emotional distress, patient physical aggression, physical 
pain and injury and physical exhaustion that they have been sub-
jected to consequent to using restraint (Bigwood & Crowe, 2008; 
Chapman et al., 2016; Kodua et al., 2020; Lombart et al., 2020; 
Wilson et al., 2017). It has been argued that patient physical ag-
gression to staff, although inexcusable, is understandable through a 
trauma- informed lens in light of the epistemic violence and explicitly 
violent acts that psychiatrized individuals are subjected to within 
the mental health system (Chapman, 2014). Our participants viewed 
staff- directed physical aggression from young people as understand-
able in the context of restraint, thereby supporting this viewpoint.

Given the aversive physical and psychological challenges that 
pervaded participants' experiences of restraint, and the reported 
infrequency at which formal post- restraint staff debriefing meetings 
were held, it is not surprising that participants reported frequently 
providing and receiving informal emotional support to and from their 
colleagues to cope with restraint in the aftermath (e.g., to feel “bet-
ter” about their actions). While this form of debriefing has been iden-
tified as being an effective coping mechanism for staff in previous 
studies of restraint (Kodua et al., 2020), such debriefing, as evidenced 
in the present study, has also been described as serving legitimiza-
tion and exculpatory purposes rather than facilitating learning from 
restraint events (McKeown et al., 2019). From this angle, this form of 
debriefing may function to relieve staff of justified restraint- related 
guilt and maintain the belief that the team acted correctly, contrib-
uting to the epistemic and explicit violence within the mental health 
system (Chapman, 2014; McKeown et al., 2019).

The most unexpected and controversial finding from the anal-
ysis was that all participants experienced manual restraint as non- 
damaging to the staff- young person therapeutic relationship in the 
long term, with some reporting a strengthening of the relationship 
consequent to restraint; this profoundly conflicts with the manual 
restraint research literature from the perspectives of patients who 
have described the psychological and physical harm that manual re-
straint has caused them, and the unrepairable damage that restraint 
has inflicted upon their trust of services and healthcare staff (e.g., 
Haw et al., 2011; Knowles et al., 2015; Wilson et al., 2017). Given the 
disparity with the previous research literature, the above findings, 
while reassuring, need to be considered critically and must not be 
assumed to reflect the reality of restrained young people. It is pos-
sible that our participants knowingly or unknowingly minimized the 
impact of restraint on the staff- young person therapeutic relation-
ship. This assumption is strengthened by the fact that nearly half of 
participants reported becoming somewhat emotionally desensitized 
to restraint over time. Thus, desensitizing responses may have gen-
eralized to the potentially damaging effects of restraint on the ther-
apeutic relationship, leading to the perception of restraint as being 
non- damaging. Nonetheless, a non- damaging impact of restraint on 
the therapeutic relationship has been described by a small number 
of staff and consumers in previous studies of restraint (Steckley & 
Kendrick, 2008; Wilson et al., 2017).
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12  |    KODUA and EBOH

5.1  |  Implications for practice

In light of the findings of our study, we highlight a number of practice 
implications and recommendations. Specifically, efforts to reduce 
manual restraint (e.g., restraint minimization programmes) also need 
to target non- permanent staff for intervention as opposed to solely 
permanent staff to have the greatest effect in reducing avoidable 
restraint practices. However, the indirect role that permanent staff 
might potentially play in maintaining avoidable restraint practices, 
through their treatment of non- permanent staff (e.g., disproportion-
ately allocating them to one- to- one patient observations), also needs 
to be explicitly acknowledged and targeted by restraint minimization 
efforts to more effectively reduce avoidable restraint practices.

Given the “restraint can't be eliminated” knee- jerk response that 
our participants expressed towards restraint minimization, efforts 
to minimize restraint within inpatient child and/or adolescent mental 
health care and beyond need to make clear that the objective is not 
necessarily the absolute elimination of restraint. This might help re-
assure staff, reduce their fears, and in turn increase their willingness 
towards restraint minimization.

Efforts to reduce manual restraint need to explicitly acknowl-
edge the restraint- related challenges that nursing staff might expe-
rience (e.g., emotional distress, patient physical aggression, tension 
between maintaining safety and reducing restraint) and sufficiently 
validate the position of nursing staff, as opposed to focusing dispro-
portionately on change and the benefits of restraint reduction. This 
may ultimately improve nursing staff's openness and willingness to-
wards adopting restraint minimization values and practices, which 
in turn could translate into further reduced restraint rates. Indeed, 
people are far more likely to be willing to change when they feel 
heard and validated (Bertolino, 2018; Day, 2008).

Staff debriefing after restraint events, whether formal or informal, 
need to emphasize learning from restraint events (e.g., how the re-
straint could have been avoided), rather than purely exculpating staff 
from their actions. This is important given that debriefing that exclu-
sively focuses on the latter may contribute to the unwavering telling 
and re- telling of restraint legitimization narratives and hamper the fos-
tering of trauma- informed understandings of patients' behaviour that 
in turn may maintain avoidable and even abusive restraint practices.

In harmony with what the majority of our participants reported 
and demonstrated, the showing of compassion (e.g., ensuring pa-
tients are dignified during restraint, considering the gender of 
restraining staff), the facilitation of staff- patient post- restraint de-
briefing meetings, and the holding of trauma- informed understand-
ings of restraint- related patient aggression (e.g., acknowledging 
that patient physical aggression is understandable in the context of 
restraint), may be paramount in preserving the staff- young person 
therapeutic relationship in the context of restraint.

5.2  |  Limitations and research suggestions

The participants in this study were all permanent nursing staff con-
sequent to the exclusion of temporary/agency nursing staff. Given 

that temporary/agency staff often constitute a significant portion of 
the nursing workforce, our exclusion of these staff may have inad-
vertently limited the transferability of the findings beyond the re-
search setting. Moreover, the findings of this study suggested that 
temporary/agency staff were more likely to use manual restraint 
prematurely. Consequently, valuable lived experience insights may 
have been missed from the exclusion of these non- permanent staff. 
Future research focusing on exploring the manual restraint experi-
ences of temporary/agency staff within inpatient mental health care 
would be valuable in following up the findings of this study and in 
developing a greater understanding of the potential restraint prac-
tice differences between permanent and temporary/agency nursing 
staff. Additionally, future manual restraint research focusing on the 
recruitment of both permanent and temporary/agency staff could 
generate findings that are more transferable to inpatient mental 
health care settings.

This study exclusively explored nursing staff's experiences of 
manual restraint without also exploring young people's experiences. 
Consequently, the findings purely represent the nursing staff partic-
ipants' subjective truth and cannot be assumed to reflect the sub-
jective reality of young people also. For instance, the theme “it does 
not really damage the therapeutic relationship” cannot be assumed 
to also represent the experiences of young people. Future research 
that focuses on exploring the shared manual restraint experiences of 
nursing staff and young people or the manual restraint experiences 
of young people alone in inpatient child and/or adolescent mental 
health care would be valuable in clarifying the extent to which the 
experience described in this study also represents that of young 
people.

Although the construction of our interview schedule was guided 
by descriptive phenomenology, it is possible that the interview ques-
tions asked increased the likelihood of generating the findings that 
resulted, representing a limitation of the study. Thus, future research 
focusing on staff's manual restraint experiences within inpatient 
child and/or adolescent mental health care might benefit from an 
interpretive phenomenological methodology to enable an analysis 
that goes beyond participants' descriptions.

6  |  CONCLUSION

This study is the first to explore nursing staff's experiences of 
using manual restraint within a general inpatient adolescent men-
tal health care context. This is an important contribution to the 
literature given the increased need to minimize manual restraint 
globally, and the substantially elevated incident rates of manual 
restraint in child and adolescent inpatient mental health settings. 
The findings suggest that using manual restraint within inpa-
tient adolescent mental health care, although deemed strongly 
as sometimes necessary for the protection of young people and 
staff from significant harm, was a disliked emotionally and physi-
cally aversive practice for the nursing staff in this study. Our find-
ings generate several implications to support international efforts 
to minimize restraint. Although our findings also generate some 
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practice implications for how the staff- patient therapeutic rela-
tionship might be preserved in the context of restraint, we urge 
that readers treat this with caution, given that young people's 
voices were missing from this study.
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