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Summary
Despite the increasing regulation of their use, restrictive interventions continue to be
used in psychiatric inpatient services, including secure services. The literature asserts
such practices cause distress to all involved. This thesis informs an in-depth
understanding of the experiences of both the nursing staff and patients involved in
incidents of restrictive practice, concluding with the author’s reflections on the
research process.
Chapter I: Chapter one offers a meta-ethnographical review of the qualitative
literature exploring nurses’ experiences of restrictive interventions in inpatient
psychiatric services. Following a systematic search of the literature, 11 studies were
included for review and the quality of each was assessed. The review generated three
meta-themes, including ‘The Conflicted Nurse’, ‘The Distressed Nurse’ and ‘The
Surviving Nurse’, reflecting nurses’ journeys before, during and after incidents of
restrictive practice. The clinical implications of the findings, along with future
directions for research are discussed.
Chapter II: Chapter two reflects an empirical piece of qualitative research. Using
interpretative phenomenological analysis, patients’ lived experiences of restrictive
interventions in a forensic, inpatient service were explored. Three superordinate
themes emerged, including ‘Powerlessness’, ‘A Sense of Injustice’ and ‘A Sense of
Resignation’. The clinical implications of the findings, along with future directions
for research are discussed.
Chapter III: Chapter three offers a reflective account of the author’s experiences of
the research process. Specifically, it explores the reason that the author chose to
study restrictive practices, followed by reflections on the recruitment and interview
stages of the research, and the conflicts experienced between the researcher and
clinician roles.
Overall word count: 18, 673
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Chapter I: Literature Review Paper

Nurses’ Experiences of Restrictive Interventions in Inpatient Psychiatric
Services: A Meta-Synthesis of the Literature

This paper was prepared for submission to the International Journal of Mental Health
Nursing. Refer to Appendix A for author guidelines.
Word count for chapter when submitted (excluding abstract, tables, figures and
references): 7,557.
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1.0. Abstract
Purpose: Despite the increasing regulation of their use, restrictive interventions
continue to be used in psychiatric services. The aim of this meta-synthesis was to
review the qualitative research exploring nurses’ experiences associated with their
involvement in incidents of restrictive practice in inpatient, psychiatric services.
Methods: A meta-ethnographic synthesis was conducted. Using five databases,
eleven empirical studies were identified that met the inclusion criteria. Each was
assessed using a recognised quality assessment framework.
Main Findings: Three meta-themes emerged, including: ‘The Conflicted Nurse’,
‘The Distressed Nurse’ and ‘The Surviving Nurse’. These themes reflect the nurses’
journeys through the restrictive practice process as they consider, implement and
cope with restrictive interventions.
Conclusions: The findings reflected the benefits of debriefing sessions, but also
spoke to the inconsistent nature of these which is reflected in the literature by the
lack of an agreed definition. It is recommended that services encourage a meaningful
debrief protocol to support staff involved with restrictive interventions. Additionally,
the findings revealed the importance of incorporating some consideration of the
ethical and emotional contradictions nurses may experience during restrictive
practices into their initial training. Future research directions are also discussed.
Key Words: psychiatric, nurses, experiences, restrictive practice, review

Abstract word count:

188

2

1.1. Introduction
1.1.1. Review Subject and its Significance
This review attempts to gain a clearer understanding of how nurses experience their
involvement in restrictive practices within inpatient psychiatric settings. Restrictive
practices or restrictive interventions, also known as coercive treatments, can take the
form of physical or mechanical restraint, forced chemical injection or seclusion.
Such practices are regulated by guidance set out across various legislative documents
written for psychiatric care (e.g., National Institute for Health and Clinical
Excellence [NICE], 2015), with a focus on adopting least restrictive and more
proactive approaches for managing self-injurious and challenging behaviours in
psychiatric services (Department of Health [DoH], 2014). Nurses represent the
practitioner group most commonly involved in implementing restrictive practices
and as such, their professional body has published specific educational documents
regarding restraint (Royal College of Nursing [RCN], 2016).
Despite the aforementioned regulations, the use of restrictive interventions is
prevalent within inpatient psychiatric care. An international study reported that of
patients admitted involuntarily to a psychiatric ward in the United Kingdom (UK),
namely under section of the Mental Health Act, 30% experienced seclusion, 26%
experienced physical restraint and 58% were subject to forced medication (Raboch et
al., 2010). Research has revealed the emotional distress experienced by the nursing
staff involved in the implementation of restrictive interventions (Gelkopf et al.,
2009) and the links between stress at work, professional burnout and job turnover is
well documented. For example, a recent review revealed that emotional exhaustion,
a core element of burnout, is prevalent in 40% of health care professionals working

3

in psychiatric care (O’Connor, Neff, & Pitman, 2018). Evidence also suggests that
25% of absenteeism amongst psychiatric nurses is a result of stress and that burnout
is associated with high rates of job turnover in the profession (Johnson et al., 2018),
especially amongst nurses working in forensic psychiatric care (DeLooff, Didden,
Embregts, & Mijman, 2018). In addition to the personal distress experienced by
nurses, professional burnout has wider reaching consequences, including its
significant impact on patient safety and care (Johnson et al., 2018), as well as the
economic costs associated with the aforementioned job turnover and absenteeism.
It is anticipated that one of the main outcomes of this meta-synthesis will be a clearer
understanding of the psychological impact that exercising restrictive interventions
has for nurses, and the methods they employ in an effort to mitigate their distress.
Gaining a better understanding of how nurses experience their engagement in
restrictive practices within inpatient psychiatric care will inform best practice and
help in the development of more meaningful and relevant forms of supervisory
environments. Research has shown that environments organised around the
formulation of supportive interventions directed towards helping protect the
emotional wellbeing of nurses have a protective role against the high levels of
distress and burnout typically identified within the psychiatric nursing profession
(e.g., O’Connor et al., 2018).
1.1.2. Evaluation of Previous Reviews
A number of reviews have been carried out drawing together the evidence on the
patients’ experiences of restrictive practice within psychiatric services. For example,
Strout (2010) concluded that the experience is distinctly negative and re-traumatising
in nature. A more recent review, exploring the perspectives of those cared for in
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inpatient psychiatric settings specifically, echoed this distress and reported that
patients feel ignored and disempowered; they concluded that physical and
psychological harm was an “inherent” consequence of restrictive practice (p. 1162;
Cusack, Cusack, McAndrew, McKeown, & Duxbury, 2018).
To the authors’ knowledge, whilst no review has been published to consider the
experience of the nursing staff involved, existing reviews have focussed on nurses’
attitudes towards such practices and their decision-making processes. For example, a
systematic review of 28 qualitative and quantitative studies, between 1995 and 2009,
evidenced nurses’ attitudes towards the use of seclusion (Happell & Harrow, 2010).
The review concluded that nursing staff were confronted with an ethical conflict that
arose between their role and beliefs as care givers, and the power they exercised
during the seclusion process, which they believed to be a necessary intervention.
In a more recent review, Riahi, Thomson and Duxbury (2016) aimed to understand
the decision-making factors influencing mental health nurses in their use of restraint.
Their review included 16 studies conducted between 1999 and 2012, with
quantitative and qualitative methodologies. The emerging themes echoed the role of
conflict found in the aforementioned review and also considered how decisionmaking is influenced by a responsibility to maintain safety on the ward, as well as
interpersonal and staff-related factors.
1.1.3. Rationale for Current Review
The previous reviews differ from the present review in three fundamental ways.
Firstly, whilst reviews that explore patients’ experiences of restrictive interventions
have been published (e.g, Strout, 2010; Cusack et al., 2018), no effort has been made
to draw together nurses’ qualitative experiences of being involved in restrictive
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interventions. Secondly, the reviews of research conducted with nurses have focused
on their attitudes towards restrictive practices and the factors associated with the
decision making, rather than their experiences of such interventions. Finally, the
previous reviews have examined studies employing both quantitative and qualitative
research designs, rather than attempting to conduct a meta-synthesis of qualitative
studies; the present review will help to provide a richer, more immersive overview of
the experiential evidence.
1.1.4. Aim of Current Review
The aim of this meta-synthesis was to systemically review qualitative research
exploring nurses’ cognitive and emotional experiences associated with their
involvement in incidents of restrictive practice that have taken place in mental health
settings. More specifically, the principal question governing this review is: what are
nurses’ experiences of being involved in restrictive interventions within inpatient,
psychiatric services?

1.2 Method
1.2.1. Literature Search
Prior to commencing this systematic literature review, ethical approval was granted
by Coventry University (see Appendix B). A systematic search of research exploring
nurses’ experiences of restrictive practices in inpatient, mental-health settings was
conducted in August 2018. The search employed five electronic databases relevant
within this field: Psychological Information (PsychINFO), Cumulative Index to
Nursing and Allied Health Literature (CINAHL), SCOPUS, EMBASE and Medical
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Literature Analysis and Retrieval System Online (MEDLINE). To establish whether
additional research may have been missed by the database search, additional
searches of published literature was carried out using Google Scholar and also
manually, by reviewing the reference lists of included articles. The search terms used
to retrieve relevant articles from the databases were identified within the title,
abstract or key words, to increase the likelihood of identifying relevant articles.
They are presented in Table 1.1, as guided by the ‘Population, Context, Outcome’
(PCO) framework (Butler, Hall, & Copnell, 2016).
Table 1.1
Search Terms: An Overview of the Concepts and Synonyms Included in the Search
Main Concept
Nurse
Restrictive Practice

Psychiatric Setting
Experience

Synonyms
Nurse, nursing staff, staff
Restraint, seclusion,
coercion, restrictive practice,
restrictive intervention
Psychiatric, acute, inpatient,
mental health
Experience, perception,
attitude, view, feeling

The proposed literature review adopted a Boolean search strategy and made use of
the truncation symbol (*), which can be placed at a given point in a word to account
for variations in the spelling of the word from that point forward. For example, when
searching for ‘nurs*’, the truncation symbols instructed the database to retrieve
results for ‘nurse’, ‘nurses’ and ‘nursing’. In addition, the use of AND, OR, NOT in
the search formations provided instruction to the database to combine the keywords,
search for at least one keyword or exclude keywords respectively. This ensured the
resulting search retrieved studies linked to each of the main concepts explained in
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Table 1.1. The search formation for the proposed study was as follows: (nurs* OR
staff OR ‘nursing staff’) AND (experience OR perceptions OR attitudes OR views
OR feelings) AND (restrain* OR seclusion OR coercion OR ‘restrictive practice’
OR ‘restrictive interventions’) AND (psychiatric OR acute OR inpatient OR ‘mental
health’).
The review was only concerned with qualitative data. Evans (2002) has detailed the
complexity of identifying qualitative papers when searching using an electronic
database; as a result, instead of including ‘qualitative’ within the search terms or
advanced search options, the design of the study was noted when screening the title
and abstracts of the retrieved papers.
1.2.2. Inclusion and Exclusion Criteria
In order to manage the range of literature arising from use of the search terms, a set
of selection criteria were established (Table 1.2). During the initial screening of the
resulting articles, title and abstracts were considered in relation to these criteria and,
where relevant, the full text was accessed. This process was used to establish
whether the research was eligible for inclusion in the review. Each criterion is
discussed in more detail below.
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Table 1.2
Selection Criteria for the Studies Included in the Review
Criteria

Inclusion

Exclusion

Geographical region

Research conducted
anywhere that exercises
restrictive interventions

Language of publication

Studies published in, or
translated to English

Peer review status and
accessibility

Peer reviewed articles
published in an academic
journal where the full text
is available

Time period

2000-2018

Epistemology

Social constructivism

Other paradigms e.g.,
positivist

Methodology

Empirical, qualitative
(e.g., IPA, grounded
theory, and thematic,
discourse, narrative and
content analysis) or the
qualitative aspects of
mixed methods studies

Quantitative study design
or non-empirical research
(e.g., reviews,
commentaries)

Methods

Interviews or focus
groups

Qualitative data collected
via surveys,
questionnaires, scales

Sample

Includes nurses or
nursing assistants, male
or female

Subject

Nurses experiences of
using restrictive practice

Setting

Psychiatric hospital, adult
inpatient mental health
wards

Research that focusses on
the decision-making
process behind initiating
the practice or attitudes
towards it

9

Restrictive interventions are practiced worldwide, although the type differs between
countries (Bowers et al., 2007) as does the prevalence of its use in inpatient
psychiatric services (Raboch et al., 2010). Therefore, the literature review included
research conducted anywhere in the world, providing it was peer-reviewed and
published in the English language. This helped to ensure that different cultural
perspectives of restrictive practices were included where possible. Articles published
after 2000 up to the present year were included in the review. This year marked a
fundamental shift in attitude and practice, as the first national guidelines were
published to address adult abuse in health and social care (DoH, 2000).
Whilst a wealth of data exists identifying nurses’ feelings during restrictive
interventions, much of this information is derived from studies employing a
questionnaire-based methodological design (e.g., Gelkopf et al., 2009). The current
literature review wished to provide a deeper understanding of nurses’ experiences
and therefore, only empirical qualitative research, or mixed methods research with
in-depth qualitative accounts of nurses’ experiences of restrictive practices were
included. The studies included collected their data via interviews or focus groups
and employed in-depth data analysis methods. Quantitative or non-empirical articles
were excluded, as were those who had gathered qualitative data from surveys and
questionnaires.
Nursing staff play a considerable role in incidents of restrictive practice (Goulet &
Larue, 2016) and as such, much of the existing research focuses on this group of
mental health professionals. For the purpose of this review, any papers exploring the
impact on other professionals, or patients, were excluded. The literature review aims
to explore nurses’ experience of employing restrictive practice, that is the cognitive
and affective processes that occurred during and after the intervention. Research
10

exploring nurses’ attitudes towards and understanding of restrictive practice, or
studies examining the decision-making process which occurred prior to employing
the restrictive intervention were excluded. However, to ensure that no relevant
literature was missed and to account for ‘experience’ being lost in translation of
articles, multiple synonyms of ‘experiences’ were used in the database search,
including attitudes. During the screening process, the author looked at the
methodological design and the research question to ascertain whether in-depth
exploration of ‘experiences’ was present. Further, the literature review only included
research conducted with psychiatric nurses working on adult, inpatient wards; data
collected from community-based nurses or acute medical wards were excluded.
1.2.3. Study Identification
The process of searching for, and selecting articles has been captured in the
‘Preferred Reporting Items for Systematic Reviews and Meta-Analyses’ flow
diagram (PRISMA; Moher, Liberati, Tetzlaff, & Altman, 2009), which is depicted in
Figure 1.1. The PRISMA statement suggests that when conducting a systematic
review of literature, information pertaining to the number of identified, screened,
eligible and included studies should be presented.
When combining the output of the electronic database searches on PsycINFO,
CINAHL, SCOPUS, EMBASE and MEDLINE, which retrieved 276, 249, 434, 297
and 259 studies respectively, a total of 1515 articles were identified. Initial screening
revealed 566 duplicates. The abstracts of the remaining 949 studies were screened
and 922 were excluded on the basis they did not meet the eligibility criteria of the
review. This left 27 studies, the full texts of which were accessed by the author and
further assessed for eligibility based on the inclusion and exclusion criteria outlined
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above. Of these, 16 were excluded on the basis that they generated data using a
questionnaire, were not empirical studies, were not on topic or recruited nurses that
did not work in an inpatient psychiatric setting. A total of 11 studies met the
selection criteria and were retained for the purpose of the systematic review.
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Identification

Records identified through:
- database searching
(n = 1515)
- hand searches / other
sources (n = 1)

Eligibility

Records screened (n = 949)

Full-text articles assessed for
eligibility (n = 27)

Included

Screening

Records after duplicates
removed (n = 949)

Studies included in qualitative
synthesis
(n = 11)

Records excluded on basis of
title or abstract (n = 922)

Full-text articles excluded
(n = 16)
Data generated by
questionnaire (n = 4)
Not an experimental design
(n = 3)
Sample did not contain nurses
(n = 1)
Not a mental health setting
(n = 3)
Not relating to experience
(n = 2)
Experience of informal coercion
(n = 3)

Figure 1.1: PRISMA Flow Diagram
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1.2.4. Quality Appraisal Tool
Once the systematic search process was completed, the quality of articles that had
been selected for inclusion in the review were assessed. All included articles were
published in a peer-reviewed journal, which accounted for a certain level of rigour.
However, the quality of published research does still vary. The quality of the 11
studies which satisfied the inclusion criteria and were assessed using a framework
put forward by Kmet, Lee and Cook (2004; see Appendix C). This recognised
framework has been used in various reviews of healthcare-related topics (e.g.,
Labrague, McEnroe-Petitte, Leocadio, Van Bogaert, & Cummings, 2018). It poses a
10-item checklist against which an empirical study with a qualitative design can be
scored on the basis of how well it meets the requirements of the given criteria. For
each criterion, the scoring guidelines are as follows: does not meet (score 0);
partially meets (score 1); or fully meets (score 2). Studies can receive a score
between 0 and 20, with higher scores indicating higher quality research.
1.2.5. Outcomes of the Quality Assessment
As reported in the PRISMA, eleven articles met the aforementioned inclusion
criteria. The quality assessment framework was applied to each of these. Kmet et al.
(2004) advise a cut-off of 75%, and suggest a ‘liberal’ cut-off score of 55%. Quality
assessment scores ranged from 16 to 20, with a mean of 17.18. To increase the
reliability of this quality assessment, each article was scored independently by two
assessors. Cohen’s Kappa (κ) coefficient was performed to determine inter-rater
reliability. These ranged from .51-1.00 (M = .79), indicating good inter-rater
reliability. Where there were discrepancies between the scores of the two assessors,
these were discussed and a consensus score was achieved (Table 1.3).
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The majority of included studies justified their design and methodology, including
sampling strategy, data collection and data analysis. Most also utilised verification
measures to ensure the credibility of their results as they recounted that researchers
had co-developed codes and themes. However, half of the studies made no reference
to the reflexivity of their account, that is to consider how their own characteristics
and experiences may have influenced their analysis of the data. In fact, only two
studies made explicit references to methods taken to minimise potential influence
over the interpretation of the data. Acknowledging reflexivity is important in
qualitative research due to the influence of hermeneutics in the process of analysis
but its absence is common in empirical research (Walsh & Downe, 2005).
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Table 1.3
Quality Assessment Framework as Applied to Each of the Studies

Vedana
et al., 2018
Wilson
et al., 2017
Muir-Cochrane
et al., 2015
Holmes
et al., 2012
Moghadam
et al., 2014
Moran
et al., 2009
VanDerNagel
et al., 2009
Bigwood
& Crowe., 2008
Sequeira
et al., 2004
Bonner
et al., 2002
Marangos-Frost
& Wells, 2000

Study
objective
sufficiently
described?

Study design
evident and
appropriate?

**

**

**

Context
for the
study is
clear?

Connection
to theoretical
framework /
literature?

Sampling
strategy
described/
justified?

Data
collection
clearly
described?

Data analysis
is clearly
described/
systematic?

Verification
procedure(s)
to establish
credibility?

Conclusion
supported
by the
results?

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

*

**

**

**

*

**

**

**

**

**

**

**

**

**

**

*

**

**

**

**

**

**

*

*

**

**

**

*

**

**

**

**

*

**

*

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

**

*

*

**

**

*

**

**

**

*

**

**

**

**
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1.2.6. Characteristics of Studies
A summary of the 11 included studies, along with their quality assessment score, has
been presented in Table 1.4. The specific aims of the studies varied but all related to
nurses’ experiences of employing restrictive interventions.
In line with the selection criteria, all included studies were conducted between 2000
and 2018. Five were conducted in Europe (Bonner et al., 2002; Moran et al., 2009;
Sequeira & Halstead, 2004; VanDerNagel et al., 2009; & Wilson et al., 2017), two in
Canada (Holmes et al., 2015; & Maragos-Frost & Wells, 2002), two in Australasia
(Bigwood & Crowe, 2008; & Muir-Cochrane et al., 2018), one in South America
(Vedana et al., 2018) and one in Iran (Moghadam et al., 2014). Given the nature of
the inclusion criteria, there was little difference in the demographics of the
participants, although sample sizes ranged from six to thirty-nine nursing staff.
All employed a qualitative design; all but one study employed semi-structured
interviews which were conducted on an individual basis and one used focus-groups
to extract data from their sample (Moran et al., 2009). A range of data analysis
methods were used; four studies employed interpretative phenomenological analysis
(IPA; Bigwood & Crowe, 2008; Holmes et al., 2015; Moran et al., 2009; & MuirCochrane et al., 2018), four used thematic analysis (Moghadam et al., 2014; Sequeira
& Halstead, 2004; Vedana et al., 2018; & Wilson et al., 2017), one used grounded
theory (VanDerNagel et al., 2009), and two used unspecified methods (Bonner et al.,
2002; & Maragos-Frost & Wells, 2000), although the articles outlined qualitative
methods that resulted in themes.

17

Table 1.4
Characteristics of Studies
Study
Authors

Aim

Sample &
Setting

Methodology &
Analysis

Findings / Themes & Subthemes

Vedana
et al., 2018

To understand the
experiences and
perceptions of nurses
regarding physical
restraint in psychiatric
units.

29 nurses
working in
psychiatric units,
Brazil

Interviews

Aggressiveness and restraint: Unpleasant, challenging and
harmful
The need and purpose of the physical restraint
Strategies to reduce physical restraint related damage

Wilson, Rouse,
Rae, & Ray,
2017

To improve
understanding of the
experience for all
involved, patients and
staff.

(13 patients) and
22 staff working in
adult mental health
wards, UK

Interviews

Muir-Cochrane,
Baird, &
McCann, 2015

To explore nurses’
experiences of restraint
and seclusion.

39 nurses
working in old age
psychiatry units,
Australia

Interviews

Holmes, Murray,
& Knack, 2015

To understand patients’
and nurses’ experiences
of seclusion in a secure
psychiatric unit.

(13 patients) and
13 nurses working
in a forensic
inpatient unit,
Canada

Interviews

Thematic Analysis

Thematic Analysis

IPA

IPA

Quality
Assessment
Score &
KAPPA
18/20
κ=1.0
(p<.01)

A necessary evil
It’s never very nice
Emotional outcomes
Relational outcomes

18/20
κ=1.0
(p<.01)

Lack of accessible alternatives
Adverse interpersonal environment contributes to use
Unfavourable physical environment contributes to use
Practice environment contributes to use

17/20
κ=.71
(p < .01)

Resorting to seclusion
Observing and assessing patients
Experiencing seclusion

16/20
κ=.76
(p<.01)
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Table 1.4 Continued
Characteristics of Studies
Study
Authors

Aim

Sample &
Setting

Methodology &
Analysis

Findings / Themes & Subthemes

Moghadam,
Khoshknab, &
Pazargadi, 2014

To investigate the
experiences of nurses
working in psychiatric
wards regarding
physical restraint.

14 nurses working
in a psychiatric
hospital, Iran

Interviews

Restraint as a multi-purpose procedure
Processing of physical restraint
Restraint as a challenging subject
Effect of restraint on a spectrum

Moran
et al., 2009

To explore the
emotions and feelings
experienced by nurses
in relation to restraint
and seclusion.

23 nurses working
in a psychiatric
hospital, Ireland

Focus groups

VanDerNagel,
Tuts, Hoekstra,
& Noorthoorn,
2009

To understand nurses’
feelings before, during
and after seclusion.

8 nurses working
in a psychiatric
ward, Holland

Interviews

Bigwood
& Crowe, 2008

How do mental health
nurses experience
physical restraint in an
acute, inpatient
psychiatric setting?

7 nurses working
in acute and ICU
psychiatric wards,
New Zealand

Interviews

Content analysis

IPA

Grounded Theory

IPA

Quality
Assessment
Score &
KAPPA
17/20
κ=1.0
(p<.001)

Last resort
Emotion distress
Suppressing unpleasant emotions

17/20
κ=.74
(p<.05)

Tension-related feelings
Trust-related feelings
Power-related feelings

18/20
κ=.74
(p<.05)

It’s part of the job
Control
Scared nurse
Conflicted nurse

20/20
κ=.71
(p<.01)
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Table 1.4 Continued
Characteristics of Studies
Study
Authors

Aim

Sample &
Setting

Methodology &
Analysis

Findings / Themes & Subthemes

Sequeira &
Halstead, 2004

To examine the
experiences of
physical restraint as
reported by nursing
staff in a secure
setting.

17 nurses / nursing
assistants working in
a forensic mental
health unit, UK

Interviews

Emotional responses
Inhibition of emotional distress
Laughing and joking to release feeling

Bonner, Lowe,
Rawcliffe, &
Wellman,
2002

To explored the lived
subjective experience
of restraint.

12 nursing staff
working in a
psychiatric inpatient
unit, UK

Interviews

MarangosFrost
& Wells, 2000

To understand the
thoughts and feelings
nurses’ experiences
during the decision to
restrain.

6 nurses working on
a psychiatric ward,
Canada

Interviews

Thematic Analysis

Analysis unclear

Analysis unclear

Quality
Assessment
Score &
KAPPA
18/20
κ=.71
(p<.01)

Themes organised in sequential order
Antecedents
In the midst of conflict
The aftermath

16/20
κ=.80
(p<.01)

Framing the situation as the potential for imminent harm
Unsuccessful search for alternatives
The conflicted nurse
Contextual conditions of restraint

16/20
κ=.51
(p<.05)
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1.2.7. Synthesis of the Findings
A meta-ethnography approach, originally developed by Noblit and Hare (1988) was
used to synthesise the findings from the studies included in this review. Some have
argued that synthesising qualitative data dilutes its richness (e.g., Sandelowski,
Docherty, & Emden, 1997) but others argue that it can be seen as a “multivocal
interpretation of phenomenon, just as the voices of different participants might be in
a single study” (Zimmer, 2006, p. 315). Noblit and Hare’s seven stage model is a
widely accepted and credible approach to synthesising empirical qualitative studies
with a high standard of rigor and has been influential in health and social care
research (Britten & Pope, 2012).
In accordance with the model, and as described by Atkins et al. (2008), the lead
author read and re-read the papers to familiarise herself with the content and to
consider the emerging themes or concepts. The translation and synthesis of concepts
was carried out systematically by comparing each theme from each article with all of
the other articles in turn. For example, themes found in paper 1 were compared with
themes found in paper 2 and the synthesised findings from these two papers were
compared with paper 3. This repeated analysis and revision of themes was completed
until all eleven papers had been translated into one another; this process is defined as
a constant comparison.
This systematic process of the meta-ethnography allows for the synthesis of
congruent findings as well as the identification of those that refute each other.
Indeed, a meta-ethnography has been defined as a method that “translated the
findings of different primary research studies into each other to generate overarching
themes… (reciprocal translational analysis) [and] identifies and explains
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contradictions and differences that exist between the various studies (refutational
synthesis)” (Paterson, 2012, p. 15). The lead author generated the final meta-themes;
Noblit and Hare (1988) describe that the name used to describe each of the concepts
or themes can be taken directly from one of the papers, or can be chosen by the
researcher.
1.2.8. Reflexivity
The lead author has previously worked in a medium secure unit. Whilst she did not
actively participate in any physical restraints or transfers to seclusion, she did
witness these and was able to see the impact they had on the staff and patients alike.
The author recognises that these experiences may have influenced her interpretation
of the articles included for this review. Aforementioned steps have been taken to
reduce any potential bias, included dual rating of the included articles on the basis of
their quality assessment and discussions with the research supervision team
regarding the emerging themes throughout the process of analysis. No considerable
differences were observed and as such, the author is happy that the findings of this
synthesis are valid and credible.

1.3 Results
A meta-ethnographic analysis of the qualitative findings drawn from 11 studies
exploring nurses’ experiences of restrictive interventions within inpatient settings
revealed three meta-themes. These themes reflect nurses’ journeys through incidents
of restrictive practices and include: 1) the intrapersonal conflict they experience as
they decide whether to employ restrictive interventions; 2) the distress they
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experience during and after the intervention has been used; and 3) the ways in which
they attempt to cope with, and adapt to, their experiences of incidents of restrictive
interventions. Table 1.5 displays which meta-themes and subthemes were considered
within each of the articles.
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Table 1.5
Meta-themes and Sub-themes
Meta-Themes
Subthemes

The Conflicted Nurse

The Distressed Nurse

A
necessary
evil

The
emotional
experience

The last
resort

Low
morale

The Surviving Nurse
Damage to
therapeutic
relationship

Damage to
working
alliance with
colleagues

Emotional
Emotional
suppression acclimatisation

Emotional
wellbeing
through
debriefing

Vedana
et al., 2018
Wilson
et al., 2017
Holmes
et al., 2015
Muir-Cochrane
et al., 2015
Moghadam
et al., 2014
Moran
et al., 2009
VanDerNagal
et al., 2009
Bigwood &
Crowe, 2008
Sequeira &
Halstead, 2004
Bonner
et al., 2002
Marangos-Frost
& Wells, 2000
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1.3.1. The Conflicted Nurse
This meta-theme of conflict reflects the fundamental juxtaposition between the care
nurses provide within a therapeutic environment and their acknowledgement that
exercising restrictive interventions is, at times, a necessary, integral and unavoidable
part of their job. This theme highlights that the shape of these intrapersonal conflicts
is often defined by the absence of alternative and less invasive strategies for
managing challenging behaviour. There were two meta-subthemes: ‘a necessary evil’
and ‘the last resort’.
1.3.1.1. A necessary evil.
The data revealed nurses’ beliefs that restrictive interventions are necessary, but that
employing them creates a conflictual experience and ethical dilemma as it sits in
direct contrast with their caring vocation. This subtheme is neatly summed up by
nurses’ reflections that “it’s a part of the job … but it spoils the job” (Bigwood &
Crowe, 2008, p. 219).
Nurses described that maintaining a safe ward environment was integral to their job
and therefore, the decision to employ a restrictive intervention was determined by
their perception that a situation had the potential for imminent harm, specifically that
“the patient … will either hurt themselves and hurt others or damage equipment”
(Wilson et al., 2017, p. 506). In this context, restrictive interventions were
considered “a necessary therapeutic tool. Yes, it is unavoidable in certain
circumstances… to keep everyone safe basically and to just re-establish control.”
(Bigwood & Crowe, 2008, p. 219).

25

The data highlighted that nurses considered there was a lack of alternative measures
to effectively maintain safety on the wards. They shared the belief that “without
restraint and seclusion, there would be chaos” (Muir-Cochrane et al., 2015, p. 111).
As such, nurses expressed their belief that it could not be eliminated from nursing
practice, otherwise “nurses would leave the profession” (Muir-Cochrane et al.,
2015, p. 111).
“I guess the thing is, if they ever got rid of the seclusion rooms here, I
wouldn’t work here. I feel strongly that they are a useful tool, both for us and
the client.”
(Holmes et al., 2015, p. 210)
However, whilst nurses acknowledged that restrictive practices undermined the
therapeutic environment within inpatient settings, safety was considered the ultimate
priority. Nurses expressed the intrapersonal conflict that they had to battle when they
implemented restrictive interventions, describing that “to go from caregiver
approach to prison guard approach within a couple of minutes” (Moran et al., 2009,
p. 602) sat in direct contrast with their professional principles of care and on a
personal level, went “against my conscience” (Sequeira & Halstead, 2004, p. 8)
“I felt instantly like a bully, I am awful, you know, look what I did to this
man … I had been controlling … all the things that I hate.”
(Bigwood & Crowe, 2008, p. 220)
1.3.1.2. The last resort.
In line with government guidance to use least restrictive practices, the majority of the
nurses interviewed in the studies reported that self-injurious and challenging
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behaviour was managed via proactive and cooperative means in the first instance and
that restrictive practices were largely implemented as a last resort. They described
drawing upon de-escalatory techniques such as therapeutic communication with
patients, efforts to understand the causes of behaviour and reducing stimulation in
the environment (e.g., Holmes et al., 2015; Moran et al., 2009; Vedana et al., 2018).
“The initial approach [to manage challenging behaviour] would be the least
restrictive form of treatment…. the worst possible scenario would be
someone ending up in seclusion… that would be end game really.”
(Moran et al., 2009, p. 601)
Nursing staff shared the sentiment that restrictive interventions were employed only
when other avenues had been exhausted and described them as “the last thing you
want to do” (Bigwood & Crowe, 2008, p. 206).
“It was always absolutely the last resort… with all the will in the world,
you’ve tried every angle possible, but it comes down to that in the end.”
(Wilson et al., 2017, p. 507)
1.3.2. The Distressed Nurse
Four meta-subthemes emerged to reflect the complex layers of nurses’ distress: ‘the
emotional experience’, ‘a sense of low morale’, ‘damage to therapeutic relationships
with patients’ and ‘damage to working alliance with colleagues’.
1.3.2.1. The emotional experience.
All 11 papers captured, to varying degrees, nurses’ emotional experiences relating to
their involvement in restrictive interventions. The meta-ethnographic process
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revealed three pertinent issues within this meta-subtheme, including anxiety, shame
and relief.
The data reflected nurses’ anxiety associated with “knowing we’ll have to act”
(VanDerNagel et al., 2009, p.409) and initiate a physical encounter with a patient.
“Everything was telling me run away, run away, you know I was really
scared … but there were people behind me. The team were behind me, they
were expecting me to perform here, you know, so I couldn’t run away.”
(Bigwood & Crowe, 2008, p. 220)
Nurses’ reflected anxiety around feeling “unsafe” (VanDerNagel et al., 2009,
p. 410) and “at risk … you could easily get assaulted” (Moran et al., 2009, p. 601).
The fear of physical injury is a valid one. Nurses described that staff had been
injured, as a direct result of physical restraint; for example, “I’ve seen a broken
tooth … bruises, injuries, scratches … There is a risk for the employee always”
(Vedana et al., 2018, p. 369).
The second issue that arose within this meta-subtheme was nurses’ sense of shame
when exercising the “degrading” (Holmes et al., 2015, p. 209) and “dehuman”
(Wilson et al., 2017, p. 504) practices during which they exerted power over another
human being.
“You can’t help but feel guilty at times, even though you know you’re doing it
for the patient’s safety and for everybody else’s safety.”
(Moran et al., 2009, p. 601)
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Nurses also reflected on their distress when connecting with the patients’
experiences of restrictive practice, expressing “helplessness and despair and anger,
so I know why I’m crying and what I’m feeling is theirs … it’s not mine … but I’ve
been left with it” (Sequeira & Halstead, 2004, p. 8).
The third issue relating to the nurses’ emotional experience was their sense of relief
after the implementation of a restrictive intervention, which centred around the
restoration of a safe ward environment for staff and patients.
“Everyone just immediately relaxes … everyone’s safe now. No one’s going
to get hurt. We got it under control.”
(Holmes et al., 2015, p. 210)
1.3.2.2. Low morale.
The data also revealed a sense of low morale and decreased job satisfaction that
arose as a consequence to being part of a restrictive intervention. For example,
nurses described that being “expected to restrain patients… can make you feel
differently about the job” (Wilson et al., 2017, p. 505). Feelings of reduced job
satisfaction were further exacerbated by the policies surrounding restrictive
interventions, such as the requirement to document incidents, as nurses described
that this was time-consuming and reduced time that could be spent caring for their
other patients (e.g., Bonner et al., 2002; Marangos-Frost & Wells, 2000; Sequeira &
Halstead, 2004).
1.3.2.3. Damage to therapeutic relationships with patients.
Nurses spoke about the relational outcomes that occur as a result of being involved
with an incident where restrictive practice was used. The findings reflected that
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damage to the therapeutic relationship was often due to nurses being “blamed” by
patients (Moghadam et al., 2014, p. 26), which in turn undermined the therapeutic
alliance and led to the “break down [of] some of the trust” (Wilson et al., 2017, p.
505).
Nursing staff described the reparative efforts they take to rebuild the relationship
with the patient by talking things through after. In some instances, the damage can be
temporary, (e.g., “we work through it”, Wilson et al., 2017, p. 506). However,
nurses reflected that sometimes the breakdown can be permanent and continue for
the “remainder of their admission … you gained a little bit of trust, and then that’s it
after that” (Wilson et al., 2017, p. 506).
In addition, the data revealed that some nurses’ experienced anger when patients did
not respond to less restrictive interventions, as well as towards oneself for feeling
like they have tried but failed to meet the needs of the patient. Nurses’ feelings of
frustration also contributed towards the damage to the therapeutic relationship.
“We are here to reassure them, to calm them down in a soft, caring and
professional way but if they don’t respond to that then you tend to get angry
– I mean I’m only human.”
(Sequeira & Halstead, 2004, p. 7)
1.3.2.4. Damage to working alliance with colleagues.
This meta-subtheme comprises two issues; the first is the sense of division that arose
among the multi-disciplinary team (MDT) and the second is a sense of mistrust
within oneself and amongst colleagues derived from the potential to abuse power.
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Studies included in this review captured the divide that restrictive interventions
generated amongst the MDT. Nurses expressed their belief that the weight of
responsibility to get involved in restrictive interventions “falls on our shoulders”
(Bigwood & Crowe, 2008, p. 218). This serves to produce an “undercurrent of
resentment” towards the doctors, who dismissed the impact that restrictive
interventions have on nurses as being part of their job, but “raise a tremendous
ruckus about it” if they themselves were involved (Marangos-Frost & Wells, 2000,
p. 367). Such sentiments were echoed by nurses who expressed “the doctor has
made the decision … but the nurses have to live with it … I feel I am not heard”
(VanDerNagel et al., 2009, p. 410).
Separate to the conflict that restrictive interventions created amongst the MDT, the
data also revealed a sense of mistrust amongst nurses who expressed their belief that
some staff misuse restrictive interventions as “punishment” (Vedana et al., 2018, p.
370). They also shared that “any member of staff could lose control, that frightens
me a bit” (Sequeira & Halstead, 2004, p. 7). This fear was validated as some nurses
acknowledged they felt justified in exercising this power in a “not pleasant way”
(VanDerNagel et al., 2009, p. 410) when believing patients had made a choice to
behave in a particular way. In addition, whilst nurses did not report the misuse of
their power, some reflected on their thought to do and the sense of mistrust this
created in oneself (e.g., Sequeira & Halstead, 2004).
1.3.3. The Surviving Nurse
The final meta-theme focusses on the strategies employed by nurses to manage the
emotional and relational consequences they experienced as a result of being involved
with a restrictive intervention. Across the studies, nurses described a broad range of
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techniques and these are reflected in three meta-subthemes, including ‘emotional
suppression’, ‘emotional acclimatisation’ and ‘emotional wellbeing through
debriefing’.
1.3.3.1. Emotional suppression.
Findings showed that nurses suppressed their emotional responses as a way of
coping. Some studies noted that nurses made a conscious choice to switch off (e.g.,
Bonner et al., 2002; and Moran et al., 2009), whilst others reflected a sense of
working on autopilot, a numbness as they did not connect with the salience of the
experiences. Nurses cited that emotional suppression was motivated to facilitate
getting on with the job, “you must act and you simply do … you have no opportunity
to feel emotions” (VanDerNagel et al., 2009, p. 410) and protected their “sanity”
(Sequeira & Halstead, 2004, p. 10). Other motivations included a perceived
responsibility to model emotional control to the patients for whom they care.
“I am in charge of this ward and you know, I can’t let myself look … you
know – unprofessional … If they [patients] don’t see us in control
emotionally, that’s when they get stressed out as well. You know, “We look at
you to control your emotions, be emotionally strong”.”
(Sequeira & Halstead, 2004, p. 8)
1.3.3.2. Emotional acclimatisation.
A further method employed by nursing staff to ‘survive’ the emotional impact of
being involved with restrictive interventions was to remind themselves that it was a
justified action that had restored safety on the ward and was in the best interest of the
patient.
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“I’d say it’s a higher level of care … [the patients are] discussed regularly
… their needs are met, you know, a lot quicker than they are if they are [just]
milling around the ward.”
(Holmes et al., 2015, p. 208)
Further, studies addressed how nurses described feeling ‘hardened’ as familiarity
with such procedures developed. For example, “I’ve sort of hardened myself to it …
it used to affect me but it doesn’t now” (Sequeira & Halstead, 2004, p. 9) and “the
first real incident … it scared me … a year into working here I lost that feeling”
(Sequeira & Halstead, 2004, p. 6). The data revealed some staffs’ concerns around
this concept. For example, “if you hardened up, then the caring would go out of it”
(Moran et al., 2009, p.602). The data also captured the nurses’ journeys from
idealistic views (e.g., “why can’t you just talk to them”, Wilson et al., 2017, p. 504)
to more pragmatic views regarding its necessity (e.g., “people can suddenly turn into
this total whirlwind … I understand it [the need for restrictive practice] now”,
Wilson et al., 2017, p. 504)
1.3.3.3. Emotional wellbeing through debriefing.
Nurses reported the benefits of ‘debriefing’, following an incident of restrictive
practice. The studies conveyed a sense that either formal “meetings” (Vedana et al.,
2018, p. 370) or informal opportunities to debrief “in the form of a cup of tea,
nothing major” (Bonner et al., 2002, p. 470) were both experienced as effective.
Interestingly, the studies revealed the multifaceted purpose of the debrief session.
Nurses spoke to the role of debriefing to provide a supportive space in which to learn
and “provide a more overall picture to help understand the situation” (Bonner et al.,
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2002, p. 470). Across the studies, topics for debriefing discussions included
reviewing the incident in terms of whether there were missed opportunities for deescalation, the appropriateness of the practice and decision-making according to
policy, familiarising oneself with guidelines or identifying training needs where
necessary. Nurses described a further function of the debrief was to check in with
each other, although some described a culture where it felt unacceptable to express
feelings.
“We’re helping them [patients], soaking up their pain and anxiety… there’s
no next step for staff to go on and say what happened to this person and
explode about it or cry about it. I think we’re still in this culture here that if
you cry you’re not coping, but it’s not, [it’s] just an expression of how
helpless you feel”.
(Sequeira & Halstead, 2004, p. 10)
Nurses also commented on the importance of laughing and joking to “get rid of a lot
of stress” (Sequeira & Halstead, 2004, p. 9) as an important element of their support
from colleagues.
“We joked around about it [the restrictive intervention] … I think we used
humour to make ourselves feel better about the whole thing.”
(Bigwood & Crowe, 2008, p. 221).
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1.4 Discussion
1.4.1. Summary of Findings
Three meta-themes emerged from this meta-synthesis of the research literature on
nurses’ experience of restrictive interventions in inpatient psychiatric services. These
included: ‘The Conflicted Nurse’, ‘The Distressed Nurse’ and ‘The Surviving
Nurse’.
Firstly, The Conflicted Nurse, highlights the psychological struggle that nurses
experience between wishing to exercise their caring responsibilities towards patients
and recognising that such a role may inevitably give way to the adoption of more
controlling practices via the use of restrictive interventions. It was revealed that
nurses attempted to reconcile this intrapersonal conflict as they considered the use of
such interventions as necessary in order to safeguard the interests of everyone
concerned, including the patient involved, as well as staff members and the broader
ward environment.
Secondly, The Distressed Nurse, reveals the psychological difficulties that nurses
experience in their conflicting responsibilities between patient care and control.
Here, nurses reported a range of negative emotions associated with this practice,
more concerned with control than in line with their values of compassion. These
emotions included anxiety, shame and distress. The findings also show that nurses
often felt uncomfortable allocating so much of their time documenting incidents of
restrictive practice, further reducing their capacity to hold true to the compassionate
values and ‘care’ for patients. Nurses also reported on the general lack of meaningful
support they received from colleagues of other professions, which played a
significant contributory role to the relational distress they experienced.
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The final meta-theme identified in this review, The Surviving Nurse, reveals a series
of strategies employed by nurses in order to cope with, and adapt to, the conflictual
and emotional difficulties they experience. These included suppressing ones’
feelings in service of ‘getting on with the job’ and the perceived need to model
emotional control to the patients. Further, the findings revealed that nurses
‘hardened’ to the process, feeling more confident that they could justify the necessity
of restrictive interventions as their familiarity with the process developed. Finally,
nurses talked about the use of debriefing to manage their emotional wellbeing. The
analysis of the literature included in this meta-synthesis revealed a lack of clarity
amongst nurses’ about how best to cope with, and survive, their experiences of
restrictive practice. These strategies were influenced by the culture of their
colleagues and the broader organisation.
1.4.2. Relations with Wider Research
The findings from this current meta-synthesis supported the outcomes of previous
reviews. This was especially the case with regards to highlighting nurses’
perceptions that restrictive practices are a necessary tool to maintain safety on
psychiatric wards, but that they struggle with an ethical dilemma because these
interventions go against their perceived duty of care (e.g., Happell & Harrow, 2010;
Riahi et al., 2016). However, the current review goes beyond the findings of the
conflictual experiences and offers a broader, more in-depth exploration of the nurses’
journey; the current review draws out the layers of distress that nurses experience, as
well as reviewing the coping strategies nurses employ in an attempt to reconcile
these experiences.
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The meta-synthesis revealed nurses’ intrapersonal conflict as a result of the
dissonance between their attitudes and practice, as they are compelled to carry out
the ‘necessary’ restrictive practices despite this going against their values of care and
compassion. Previous research has reflected that restrictive practice is a necessary
evil that is justified in the context of the unpredictable milieu on psychiatric wards
(Perkins, Prosser, Riley, & Whittington, 2012). It is important to acknowledge the
potential impact of such cognitive dissonance, as recent literature has highlighted the
links between role conflict and value incongruence as significant factors associated
with stress and burnout among nursing staff working in psychiatric care (O’Connor
et al., 2018 and Hylen, Kjellin, Pelto-Piri, & Warg, 2018 respectively), which is in
turn associated with the high level of turnover in the profession (Johnson et al.,
2018). The intrapersonal conflict and associated emotional distress highlighted in
this current review may explain the high levels of work-related stress and burnout
found in the psychiatric nursing profession.
Interestingly however, the current meta-synthesis showed that despite the conflict
and distress experienced by nurses involved with restrictive practices, and its
contribution towards work-place stress, nurses’ also spoke to their reliance on
restrictive interventions to facilitate feelings of safety at work. This concept echoes
the findings of a recent study in which nurses expressed concerns about eliminating
these interventions in the context of a perceived lack of alternatives to manage the
challenging behaviours they are exposed to in psychiatric wards (Muir-Cochrane,
O’Kane, & Oster, 2018).
The meta-synthesis also highlighted the considerable and multifaceted emotional and
relational distress experienced by nurses involved in restrictive interventions. Whilst
this review focussed on the experiences of nurses working in adult, inpatient
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psychiatric settings, related research suggests that the patterns of psychological
struggle and emotional distress associated with such interventions is ubiquitous for
nursing practitioners across a range of services. For example, research with nurses
working with adults in secure learning disabilities services, on medical wards and
within psychiatric facilities for adolescents have all reported their distress when
involved with restrictive interventions (e.g., Fish & Culshaw, 2005; Chuang &
Huang, 2007; Petti, Mohr, Somers, & Sims., 2001 respectively).
The current meta-synthesis highlighted that nurses perceive opportunities to debrief
and talk with colleagues as an important element to ‘surviving’ an incident where
restrictive practice. This finding is echoed by a recent review that highlighted the
importance of clinical supervision as a protective factor against burnout in mental
health professionals (O’Connor et al., 2018). However, data from the current metasynthesis also revealed the lack of consistency in the method through which
debriefing is achieved or what these sessions comprised. This is reflected in the
findings of a previous scoping review looking at post-seclusion and/or restraint
review (PSRR) in psychiatry (Goulet & Larue, 2016); the authors argued that whilst
most services have policies around the use of debrief, a lack of definition in the
literature meant that services drew on and exercised elements of multiple models of
debriefing and reflective practice. A lack of a consistent and meaningful approach to
debriefing means that this strategy cannot be used to its full benefit.
1.4.3. Clinical Implications for Policy and Practice
Three distinct clinical implications and policy initiatives are proposed based on the
findings from this meta-synthesis.
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Firstly, professionals working in psychiatric hospitals are provided with training to
develop their knowledge around de-escalation techniques and the physical
manoeuvres associated with restrictive practices, to support them to feel confident
that they can execute such interventions effectively and safely (Livingston, VerdunJones, Brink, Lussier, & Nicholls, 2010). It is important to all involved that services
offer training with a greater focus on primary prevention in order to ensure that
restrictive interventions are only employed as an absolute last resort. This is line with
the initiative laid out by the DoH, recognising the importance of proactive care
(DoH, 2014). If fewer incidents of restrictive practice can be observed through
enhanced de-escalation then, in turn, the degree of conflict and distress experienced
by nurses will be reduced. Furthermore, if satisfactory de-escalation protocols are in
place, then the conflict and distress experienced by nursing staff in incidents
requiring restrictive practice will be easier to reconcile within oneself. They will feel
confident that such interventions were exercised as the last resort, employed only
when there were no viable alternatives that could otherwise have served to ensure
safety.
Secondly, the findings of the current meta-synthesis highlight that nurses experience
less distress as familiarity with the practice increased. This suggests that in addition
to the training typically provided by services, that is how to safely exercise a
physical restraint, it would be beneficial to use training as an opportunity to support
nursing practitioners, particularly new starters, to consider the ethical and emotional
contradictions they may experience when involved in restrictive practice.
Finally, the present review highlights nurses’ distress associated with implementing
restrictive practice and the perceived importance of debriefing sessions, which serve
as learning opportunities and a space where they can manage their emotions. Despite
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this, the author noticed a distinct lack of congruency across the studies, which has
also been highlighted in a recent scoping review around debriefing (Goulet & Larue,
2016). They concluded that effective PSRRs are concerned for the safety of the
patient and staff members and therefore, that all should be involved in this reflexive
process. It is therefore recommended that services encourage a more transparent and
meaningful debrief protocol and that all staff involved, or witnessing, restrictive
interventions are offered a suitable debrief sessions.
Taken in sum, in order to reduce the range of practical and emotional conflicts
experienced by nurses as a result of restrictive practice, creating better clinical
interventions in terms of de-escalation training and debriefs could help to resolve, or
mitigate, many of the difficulties highlighted in this review. This may, in turn,
protect against staff burnout and associated turnover.
1.4.4. Limitations
The author of the present review has acknowledged their professional experiences
with restrictive interventions. This explicit reflexivity is an important quality control
measure in qualitative research (Walsh & Downe, 2005). However, it is often
considered “impossible to remain outside of one’s study topic” (Palaganas et al.,
2017) during the undertaking of qualitative research and as such, the steps outlined
in the methods were taken to reduce any potential bias and to enhance the credibility
and validity of the findings of this meta-ethnographical review.
This meta-synthesis did not exclude studies on the basis on geographical location,
providing they were published in the English language. The use of restrictive
interventions is regulated in the Western World (e.g., Australian Council on
Healthcare Standards, 2008; DoH, 2014; RCN, 2008 etc.), with principles of ‘human
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treatment’ and ‘least restrictive practice’ at the heart of psychiatric care. However, it
is unclear how restrictive practices are considered and regulated in different cultures
and the impact that this cultural understanding will have on the experiences of
nursing staff. Whilst the concept of emotional distress and damage to the therapeutic
relationship was common across studies, the study conducted in Iran used language
that was considerably different as they talked about ‘fixing’ a patient and using other
patients to support with restraint when staffing was low (Moghadam et al., 2014).
Therefore, this study bared less weight in its contribution towards the meta-themes
within the present review. It is suggested that the findings of this meta-synthesis
relate predominantly to nurses living with Westernised cultures and values.
1.4.5. Future Research Directions
The current meta-ethnography highlights that nursing staff consider the debriefing
process to be a positive forum to support and manage their distress following
involvement with restrictive practices. Indeed, Goulet and Laure (2016) reflected
that PSRR serves to improve patient and nurse experience, as well as “continually
enhance the quality and safety of patient care” (p. 127). However, their paper
highlighted that its evaluation is scarce in the literature. Future research should be
conducted with nursing staff to understand exactly what elements of debriefing are
considered most helpful and which serve little benefit so nursing staff can be
supported in this integral, but difficult element of their practice.

1.5. Summary and Conclusions
This was the first review of the qualitative literature exploring nurses’ experiences of
being involved with incidents of restrictive practice in inpatient psychiatric services.
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The findings highlight the complex nature of this experience for nursing staff and
documents their journey through intrapersonal conflict in the face of the restrictive
practices, their subsequent distress when exercising such interventions and the
techniques they employ to survive. This data used to develop the meta-themes
presented in this review suggests this journey is cyclical in nature and experienced
by nursing staff as part of each restrictive practice. It is therefore important to
incorporate a focus on the ethical and emotional challenges experienced by nurses
during their training of the physical techniques of restraint practices, as well as to
improve their access to, and experience of debriefing.
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2.0. Abstract
Purpose: Literature asserts that restrictive practices are inherently harmful to the
psychological wellbeing of psychiatric inpatients. However, research exploring
patients’ experiences in forensic mental health services are limited. The current
study aims to explore forensic psychiatric patients’ experiences of restrictive
interventions in a medium secure service.
Methods: Six adult, male participants were recruited to the study. Audio-recorded,
semi-structured interviews were conducted to gather their experiences of restrictive
practice in a medium secure psychiatric service. The data was analysed using an
Interpretative Phenomenological Analysis framework.
Main Findings: The findings revealed three superordinate themes: ‘Powerlessness’
(participants reported their experiences of their voices not being heard and feeling
physically powerless), ‘A Sense of Injustice’ (participants reflected their emotional
distress, as well as their experiences that staff made little attempt to understand the
meaning that the restrictive practice held for them) and ‘A Sense of Resignation’
(participants described the techniques they employed to manage these restrictive
interventions, for which they had come to hold an attitude of uneasy acceptance).
Conclusions: Participants’ experiences were considered in the context of existing
literature. Clinical and service implications, as well as recommendations for future
research are discussed.
Key Words: patients, psychiatric, secure, forensic, restrictive practice, restraint,
seclusion, phenomenological, IPA
Abstract word count: 189
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2.1. Introduction
2.1.1. Research Aim and Significance
This study explores patients’ experiences of restrictive practice in secure forensic
psychiatric services. Such services hold both custodian and therapeutic
responsibilities, and patients detained there typically present with challenging and
often criminal behaviour due to their severe and enduring mental health difficulties
(Mason, King, & Dulson, 2009). Restrictive interventions, practiced in such settings,
constitute any form of coercive treatment or intervention that “may infringe a
person's human rights and freedom of movement” (National Institute for Health and
Clinical Excellence [NICE], 2015, p.15). These can include observation, physical
restraint, mechanical restraint, rapid tranquillisation and seclusion.
Of patients detained involuntarily, 30% experience seclusion and 26% experience
physical restraint (Raboch et al., 2010). Within forensic psychiatric settings, these
rates are considerably higher (Keski-Valkama, Koivisto, Eronen, & Kaltiala-Heino,
2010). Such restrictive practices can be psychologically distressing, and sometimes
re-traumatising for patients, especially for the estimated 40% of forensic patients
who have a history of childhood abuse (Bonner, Lowe, Rawcliffe, & Wellman,
2002; Shack, Averill, Kopecky, Krajewski, & Gummattira, 2004; Steinert,
Bergbauer, Schmid, & Gebhardt, 2007). Research has shown the effect of gender on
the frequency of restrictive interventions, with men more likely to be subject to such
practices (e.g., Stewart, Bowers, Simpson, Ryan, & Tziggili, 2009).
Legislation recognises the need for psychiatric services, including secure services, to
employ restrictive interventions to manage “behavioural disturbance” within a safe
and therapeutic culture (Department of Health [DoH], 2015, p. 281). However, the
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use of such restrictive interventions remains vulnerable to abuse and at times raises
ethical concerns around the violation of human rights and deprivations of liberty
(Mohr, 2010).
2.1.2. Evaluation of Previous Literature
Research has also started to take an interest in exploring the impact that restrictive
interventions may have on patient wellbeing. Strout (2010) conducted a systematic
review of 12 qualitative studies, four of which recruited from secure psychiatric
services, to explore patients experiences’ of restrictive practices. The findings
identified four themes: 1) the negative psychological impact on patients’ emotional
experiences (including anger, fear, humiliation, powerlessness, distress,
dehumanisation and violation); 2) re-traumatisation (patients reported that being
restrained bought back memories of abuse experienced as a child); 3) perceptions of
unethical practices (patients felt incidents had been punitive and abusive); and 4) the
broken spirit (patients reflected on the hopelessness and helplessness they
experienced during the restrictive practice). These findings have been replicated by a
more recent review of 10 studies exploring patients experiences of physical restraint
within psychiatric inpatient facilities. These studies, which employed both
qualitative and quantitative methodologies, led the authors to conclude that
restrictive practice continues to be inherently linked to physical and psychological
distress (Cusack, Cusack, McAndrew, McKeown, & Duxbury, 2018).
Research has also looked specifically at patients in forensic psychiatric services. For
example, Haw, Stubbs, Bickle and Stewart (2011) interviewed 57 patients and found
they often acknowledged restrictive practice served to prevent harm to oneself or
others and some reflected on this positively as a demonstration of nurses’ care.

54

However, patients also reflected on more negative impact of the interventions,
including the physical pain and emotions including fear, anger, humiliation and retraumatisation, as well as a sense of powerlessness. This in turn led to some patients
holding negative attitudes towards the staff involved.
Holmes, Murray and Knack (2015) explored 13 patients’ experiences of seclusion in
forensic psychiatric services. The findings revealed that patients experienced a broad
range of negative emotions, as well as a perceived reduction in the quality of their
care, driven by their sense of feeling ignored. Despite holding it as a negative
experience, patients shared their understanding of the necessity of restrictive
practices, supporting the findings of Haw et al. (2011).
In a further study conducted with a psychiatric forensic sample, eight patients were
interviewed about their experiences of physical restraint. Thematic analysis revealed
that patients reflected on it as degrading and traumatic and they also spoke to its
impact on the therapeutic relationship as it highlights the power imbalance between
staff and patients (Knowles, Hearne, & Smith, 2015).
2.1.3. Rationale
The current study adds to the literature in three fundamental ways. Firstly, a recent
review highlighted that the volume of research concerned with patients’ experiences
of restrictive interventions in psychiatric care is limited, and even more so in
forensic psychiatry (Cusack et al., 2018). Secondly, there has been a lack of
homogeneity across the samples of the existing studies. To the author’s knowledge,
there have been just three qualitative studies exploring patients’ experiences of
restrictive practices within a forensic psychiatric sample in the UK (Haw et al., 2011;
Knowles et al., 2015; Sequeira & Halstead, 2002), with other studies drawing their
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sample solely from forensic patients with a learning disability (e.g., Fish & Culshaw,
2005; Jones & Kroese, 2006; Sequeira & Halstead, 2001). Thirdly, despite a number
of studies in this area adopting a qualitative methodology, few have attempted indepth explorations of patients’ lived experiences and the meanings associated with
those experiences through employing a phenomenological research framework.
2.1.4. Aim
This study aims to address these gaps in the current literature by exploring forensic
psychiatric patients’ experiences of restrictive interventions. This qualitative study
will be organised around an Interpretative Phenomenological Analysis (IPA)
research design, which will enable a deep and meaningful interpretation of the
findings obtained in response to the research question: What are male patients’
experiences of restrictive interventions in a medium-secure hospital setting?

2.2. Method
2.2.1. Research Design
There are various research designs within the interpretivist stance, which are often
qualitative in nature. One such qualitative approach is IPA, which is “how people
make sense of” their lived experiences (Smith, Flowers, & Larkin, 2009, p. 1). As
this is consistent with the research aim, the current study adopted this design.
Smith and colleagues (2009) assert that one of the theoretical underpinnings of IPA
is the hermeneutics principle. This accounts for the researcher’s role in interpreting
the data, specifically, acknowledging the process whereby the researcher makes
sense of the experiences that participants have already made sense of. They further
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describe how the process of IPA supports insight into an ideographic narrative,
which involves understanding experiences as they are interpreted at the level of the
individual and the contextual meaning that each individual attributes to their lived
world.
2.2.2. Participants
2.2.2.1 Sampling design and eligibility criteria.
A purposive sampling design was employed. This type of non-probability sampling
design allows the researcher to select “information-rich cases whose study will
illuminate the questions under study” (Patton, 2002, p. 230). Selecting a sample
purposively facilitated the recruitment of a homogenous group of individuals, that
closely reflected the study’s inclusion criteria. Selection criteria are in Table 2.1.
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Table 2.1
Participant Inclusion and Exclusion Criteria
Criteria

Inclusion criteria

Gender

Men

Ethnicity

All ethnicities

Age

Adults, to include older

Exclusion criteria

adults and those of working
age
Diagnosis

Currently residing in a

Co-morbid diagnosis of a

medium-secure unit, that is

learning disability

with forensic history and
diagnosis of a mental health
difficulty
Language fluency

Can communicate fluently

Non-English speakers who

in English

require the presence of a
translator

Experience of

Experienced at least one

restrictive practice

form of restrictive practice
(physical and chemical
restraint, seclusion) within
the last two years

Risk status

Individuals who can meet
with the interviewer
without a chaperone

The literature reports differing rates of restrictive interventions across gender
(Stewart et al., 2009), ethnicities (e.g., Gudjonsson, Rabe-Hesketh, & Szmukler,
2004; Price, David, & Otis, 2004) and age groups (Knutzen, Sandvik, Hauff, &
Opjordsmoen, 2009). However, the current study is interested in exploring the
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experience of restraint only, not in factors surrounding frequency, so adult males of
all ethnicities who satisfied the other inclusion criteria were invited to participate.
Participants were recruited from a medium-secure hospital in the NHS. The hospital
cares for adult males with a forensic history who have a psychiatric diagnosis. The
study excluded individuals with a comorbid diagnosis of a learning disability, who
may have found it difficult to articulate their experiences due to their cognitive
capacity. Similarly, individuals whose clinical teams assessed that they did not have
the capacity to consent, as guided by the principles on the Mental Capacity Act
(DoH, 2005), were also excluded.
The study also excluded those who required the presence of a third party in the
interview. For example, for those who are unable to understand or speak English
fluently and would have needed an interpreter, and also those whose current level of
risk meant they would have required a chaperone. This decision was made to
facilitate an in-depth exploration of participants’ lived experiences, which may
otherwise have been hindered by the presence of a third party. One-to-one interviews
facilitate authentic disclosures and maximise the exploration of experience; it was
likely that participants would have felt pressured to offer a more sociably desirable
and positive account of their experiences if witnessed by a third party.
Finally, this study explored patients’ experiences of seclusion, physical restraint and
rapid tranquillisation. Patients were not asked about their experiences of mechanical
restraint as it is not permitted in the UK (Steinert et al., 2010). To embed the study in
recent legislative changes, it was specified that participants must have experienced
restrictive interventions in the last two years, that is after April 2016, as this marked
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the end of the two-year initiative, which emphasised the need to reduce restrictive
practice and encourage positive and proactive care (DoH, 2014).
2.2.2.2. Participant characteristics.
The literature surrounding the topic of an appropriate sample size within IPA
suggests that the answer lies within the richness of data, as well as organisational
constraints (Smith et al., 2009). It is argued that for professional doctorates, a sample
size of four or greater is adequate (Hefferon & Gil-Rodriguez, 2011). Indeed,
literature argues that successful analysis is dependent on rich data and that more
participants could inhibit the successful exploration of the dialogue and sound data
analysis (Smith et al., 2009).
The study recruited six participants, all of whom met the criteria outlined above.
With the participants’ consent, some demographic information was collected at the
time of interview to formulate ‘pen portraits’. This included: age, ethnicity, length of
stay, number and type of restraints, their current section and legal status, as well as
their diagnoses. Pen portraits (Table 2.2) allow for “biographical information” to be
shared with the reader in a way that brings participants to life (King & Horrocks,
2010, p. 139).
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Table 2.2
Participant Characteristics
Participant
pseudonym

Ethnicity

Years since
admission

Primary diagnoses

Incidents of
restrictive
practice

Steve

Asian

2 years

Psychosis

2 physical
restraint

Lincoln

White Other 1 year

Paranoid
Schizophrenia

1 seclusion

Paul

White
British

2 years

Paranoid
Schizophrenia,
Borderline
Personality
Disorder

2 seclusion

Charlie

White
British

4 years

Paranoid
Schizophrenia,
Autism Spectrum
Disorder

1 physical
restraint and 2
seclusion

Bob

White
British

< 1 year

Paranoid
Schizophrenia

1 physical
restraint and 1
seclusion

Phil

Asian

< 1 year

Paranoid
Schizophrenia

2 seclusion

2.2.3. Procedure
2.2.3.1. Ethical considerations.
The research was conducted in line with ethical considerations put forward by the
British Psychological Society (BPS, 2010). Ethical approval was sought from
Coventry University and also from the NHS’s Research Ethics Committee (see
Appendices E & F respectively). In accordance with ethical guidance, the following
issues were addressed.
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Participants were provided with an information sheet (Appendix G), which was
developed in accordance with the Code of Human Research Ethics guidelines (BPS,
2010). It included information about the aim of the study, what participation would
involve and participants’ right to withdraw. Participants were asked to sign a form,
confirming their informed consent (Appendix H). Participants were fully informed of
the purpose of the research and no information about the nature of the study was
withheld; no deception was involved.
Whilst it was not anticipated that the study would cause harm, the nature of the
interview material was likely to be sensitive, with previous literature describing the
traumatising nature of restraint (e.g., Strout, 2010). Therefore, after completing the
interview, all participants were provided with a debrief form (Appendix I) and given
information regarding who to contact should they require additional support to
manage any emotions that arose. Also of note, whilst research in this setting does
strike a power imbalance, inviting participants to tell their story is an enabling and
empowering process, allowing their voices to be heard.
The collected data, including the consent forms and audio-recorded interview, was
kept in accordance with the Data Protection Act. Participants were informed that the
interview transcript was only available to members of the research team and would
be anonymised prior to dissemination. Audio-recordings were deleted as soon as
they had been transcribed. Further, prior to participation, all participants were
informed that whilst the content of the interviews would remain confidential and
held in accordance with data protection legislation, the researcher was obliged by a
duty of care to inform the clinical supervisor of the project should they identify with
a risk to themselves or others.
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2.2.3.2. Materials.
Given their many benefits, semi-structured interviews are the preferred method for
researchers to collect data when employing an IPA research design (Reid, Flowers,
& Larkin, 2005). The interview guide (Appendix J) was constructed in collaboration
with the other researchers and clinicians involved in this study.
Previous literature reviews have described the negative emotional impact of
restrictive practice for patients in acute mental health settings and also, report
patients’ perceptions of unethical practice amongst staff; as such, these interventions
are linked to physical and psychological harm (e.g., Cusack et al., 2018; Strout,
2010). Questions were organised around these key themes from the existing
literature. Although this a-priori and deductive element to the interview guide can
serve as a limitation by guiding the participants towards a particular, pre-determined
focus, the questions were prepared as a flexible guide and the participant was
provided with every opportunity to explore their own experiences and reflect on the
meanings associated with those experiences. As such, the structure of the interview
guide was designed in order to facilitate and maximise the voice and concerns of the
participants (Smith, Flowers, & Larkin, 2009).
As guided by literature outlining IPA methodology (Smith, Flowers, & Larkin,
2009), the interview guide contained various types of questions, alongside suitable
prompts to facilitate the gathering of rich data. The interview guide was also
sensitive to the ‘rhythm’ of the interaction, that is, it started with more descriptive
questions about a poignant experience of restrictive practice and progressed onto the
associated affective and cognitive experiences.
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2.2.3.3. Recruitment.
With support from the lead researcher’s clinical supervisor for the study, the research
idea was initially shared with the research panel at the hospital from which
participants were recruited. Upon commencement, it was subsequently introduced to
the team of psychologists, each of whom was attached to a clinical team within the
hospital. The clinical teams were then asked to identify potential participants, as
guided by a letter from the researcher to outline the selection criteria (Appendix K).
Patients who met the criteria were informed of the study. Those who expressed an
interest were given an initial invitation letter (Appendix L), following which a
meeting with the lead researcher was arranged to share more information and where
appropriate, to gain consent. A figure to show the recruitment process can be found
Appendix M.
2.2.3.4. Interview procedure.
Interviews took place between April and October 2018 and lasted between 15 and 48
minutes (m = 29 minutes). All were audio-recorded; this reduced bias and meant the
researcher did not need to take detailed notes during the interview, which facilitated
the development of rapport (Howitt, 2010).
To establish rapport, review the information sheet and obtain informed consent, the
participants and researcher met on the ward. Whilst IPA principles typically enable
the participant to choose where the interview is conducted (Smith et al., 2009),
issues relating to the secure environment where patients were residing were
considered. For example, to adhere to hospital policy which prohibited the use of
recording devices on the wards, interviews were completed off the ward, in the
hospital’s family room. Being away from ward staff and other patients facilitated a
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‘safe’ feeling to disclose true experiences. However, the risk that leaving the ward
environment posed to both the patient and researcher had to be considered and as
such, patients who had not been granted ‘leave’ from the ward by their clinical team
were unable to participate.
There was potential for participants to find the topic distressing, and some had
impaired concentration as a result of their psychiatric diagnoses and medication,
therefore, all were given the opportunity to take breaks and terminate the interview.
Participants were also advised that they could withdraw their data in the 7 days after
interview, prior to the commencement of transcription and analysis.
During the interview, the researcher monitored the impact that the interview was
having on the participant and responded empathically. However, the researcher was
not to fall into a therapeutic role, or collude with the individuals if asked to disclose
their opinion regarding the actions of staff in the event described, that is, the research
maintained a neutral position (Patton, 2002). Debriefing was used as an opportunity
to signpost participants to supportive interventions.
2.2.4. Data Analysis
All interviews were recorded on a Trust-issued audio device and transcribed, prior to
analysis. Identifying information was omitted or changed as necessary so that written
transcripts reflected anonymised accounts. Data was analysed using the six key steps
of IPA (Smith et al., 2009) including: 1) reading and re-reading the transcript,
immersing oneself in the data; 2) initial noting, that is attending to the descriptive
comments, as well the language used and concepts considered; 3) developing
emergent themes; 4) drawing links between emerging themes; 5) repeating the
aforementioned processes with subsequent interviews; and finally, 6) looking for
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patterns across the interviews. An example of a coded extract can be found in
Appendix N. Themes were considered to address the initial aim of the research
study, that is, to capture and understand patients’ experiences of restrictive practice
in a medium-secure hospital.
2.2.4.1. Credibility of the study.
The lead researcher was responsible for the initial coding and development of
emerging themes. These were then discussed within the supervision team and
reflections were shared. Further, a section of a transcript was coded by a second
researcher (Appendix O); these codes were compared and discussed. The literature
asserts that this triangulation of the interpretation across researchers serves to
enhance the validity of the findings (Carter, Bryant-Lukosius, DiCenso, Blythe, &
Neville, 2014; Reid et al., 2005).
Further to this, as part of the consent form, participants were asked whether they
would like to be informed about initial themes as they emerged during the analysis.
Five of the six participants gave their consent to be part of this respondent validation.
All five were sent a letter comprising a brief summary of the initial themes
(Appendix P) and this was followed up with a telephone call from the lead
researcher to discuss further. This procedure ensures the final themes accurately
represent participants’ accounts (Mays & Pope, 2000). The researcher was able to
speak with three participants, as one was on leave during each attempted contact and
one had already been discharged from the hospital. All participants reflected that the
themes resonated with their experiences.
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2.2.4.2. Reflexivity.
As asserted in the literature, the researcher’s own experiences are brought into the
research and may influence the analysis (e.g., Smith et al., 2009). Therefore,
acknowledging one’s position and taking steps to enhance the objectivity of the
analysis is fundamental in ensuring the validity of the research findings.
A bracketing approach was adopted (Tufford & Newman, 2012), comprising an
interview as well as continued reflective practice within the supervision team.
During this process, the lead researcher explored their experiences of when
previously employed as an assistant psychologist within the secure hospital involved
in the recruitment and how this may influence the analysis. This reflexivity is
considered good practice within qualitative research (Reid et al., 2005).

2.3. Results
Analysis of the interview transcripts revealed three superordinate themes:
‘Powerlessness’, ‘A Sense of Injustice’, and ‘A Sense of Resignation’. Each of these
superordinate themes held several subordinate themes (Table 2.3).
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Table 2.3
Superordinate and Subordinate themes
Superordinate theme
Powerlessness

Subordinate theme
1) Powerlessness of voice
2) Powerlessness of body

A Sense of Injustice

1) A breach of human rights
2) The true issue had been missed

A Sense of Resignation

1) Learn how to play the game
2) A necessary evil

2.3.1. Powerlessness
All participants spoke about their experiences of feeling that they had no power or
control over being restrained or secluded and described how, in the context of
restrictive practices, “staff take power from us” (Charlie, follow-up interview, 442).
This sense of powerlessness was described by participants as taking two important
forms. Firstly, that they had no voice and that they did not feel listened to by staff.
Secondly, participants experienced a lack of physical power and control over their
own bodies as a result of the force used by staff during the restrictive intervention.
2.3.1.1. Powerlessness of voice.
This subtheme centred around the idea that throughout the whole restrictive process,
participants felt their voices were not heard. For example, Steve described how, prior
to the intervention, he had tried to alert staff about the escalating nature of the
difficult relationship he was having with another patient but reflected that staff had
ignored his concerns until after the situation reached a point at which restrictive
interventions were employed.
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“It’s not like it [the fight] happened with no warning, I was talking to staff …
and I told them I don’t get on with him, he’s going to cause me trouble …
then when it happened everyone was shocked, but like I’d been telling the
truth all along … I told them everything about the problem that I had … but
they didn’t listen. Then when it came to it, to the crunch, erm, when I
punched the person I had a problem with … that’s when they listened.”
(Steve, 101-133)
In part, Steve attributed the incident to the powerlessness of his voice. He shared his
belief that this incident could have been avoided if the concerns he voiced to staff
had been taken more seriously and that in this context, staff were “partly to blame”
(line 123). This experience was shared amongst participants.
“[Staff need to] do their best to stop it like … pay more attention to what
patients are doing… I’m just saying if it kicks off, they [staff] need to know
an explanation, don’t they?”
(Paul, 102-107)
Further to this, other participants asserted that communicating their distress with
staff verbally did not lead to action, and as a result, felt that their voice was rendered
powerless to change the circumstances they were in.
“I kept bringing that up [my distress] … but yeah, there’s nothing they’d do
differently. That’s how they do it, how they’ve always done it, how they will
continue to do it … I felt ignored.”
(Bob, 278-283)
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Participants attributed staffs’ dismissal to the culture of power within the system and
reflected on how their psychiatric status further rendered their voice powerless.
“We have a voice on paper and staff claim we have a voice but the reality is
that the words of a psychiatric patient, the voice we have, is very small, very
weak, ineffective ... the reality is that the voice of the patient is well, well it’s
not even worth being called a voice really. We will be heard perhaps, but
nothing will ever be done.”
(Charlie, 322-405)
As a result of not feeling listened to, participants reflected on their experiences in
terms of having a voice which was always subordinate to others and recalled their
experiences that staff accept each other’s versions of accounts more readily than the
narratives of patients.
“Nobody takes the word of a psychiatric patient very seriously. Their
judgment is always held in question. The patient’s account of a situation … in
this hospital is always going to be held with a degree of doubt … Everyone
will always take the words of a psychiatric patient with a pinch of salt …
[but] staff members are more than happy enough to see things from their
colleagues’ perspectives.”
(Charlie 187-246)
2.3.1.2 Powerlessness of body.
This subtheme centred around participants’ experiences of physical restraint and was
not experienced by participants in relation to seclusion, other than in the restraint
used to guide patients towards the seclusion room. Participants described their
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experiences that physical restraint was often exercised with “disproportionate force”
(Charlie, 53).
“When you’re being pinned down by seven people … you can’t really fight
back against seven people, can you? ... [My distress] was more about the
amount of people than what they did. Cos it was all staff members from other
wards as well … press the alarm and they all come running … all crowded
into my room and they crammed in and pinned me down.”
(Bob, 355-373)
Participants described that this use of force resulted in their sense of feeling
physically powerless and that they had experienced a complete loss of control of
their own bodies.
“They were pinning me down, hands on my head, some had hands on my
arms, hands on my legs, hand everywhere basically … I was never going to
escape it.”
(Bob, 128-377)
“Feeling powerless [was the worst part of the restrictive intervention] to be
honest with you … You know, when they hold your hands you’re not able to
do anything you know.”
(Steve, 136-139)
2.3.2. A Sense of Injustice
This superordinate theme centred around participants’ sense of injustice as they
reflected on the emotional distress they experienced as a result of the intervention, as
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well as how staff made little attempt to understand the triggers to the incident that
led to the restrictive practice. This is represented by two sub-themes, including “A
breach of human rights” and “The true issue had been missed”, both of which are
quotes lifted directly from the interview transcripts.
2.3.2.1. “A breach of human rights”.
Participants reported that their human rights had been breached when discussing
both physical restraint and seclusion. However, this was experienced differently
across the two forms of restrictive practice.
With regard to physical restraint, participants described their experiences of feeling
“violated in some way, mistreated and abused” (Charlie, 264).
“I don’t like being pushed and poked … but all they were saying was grab
his glasses, drag him out and all that … They said we all need to grab him
out, grab him out … It was just the staff like manhandling me basically … I
felt violated in a way … It wasn’t justified, it wasn’t reasonable means”.
(Bob, 204-239)
Participants reflected on the lasting emotional distress associated with the restraint.
For example, Bob described how the restraint had an impact of his self-esteem.
“It doesn’t help your self-esteem or your confidence, cos you’re lacking in
confidence when you go in [to hospital] and then you’re lacking in
confidence all the time [after the restraint].”
(Bob, 355-357)
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With regard to seclusion, participants recalled their experiences around the isolative
nature of this process where “you don’t get no freedoms” (Phil, 136). All
participants who had experienced seclusion reflected on the lack of stimulation and
interaction as being the worst aspects of the intervention. For example, Paul
described how “[the worst part of seclusion was] the boredom … just cut off from
everyone” (111-116).
Participants reflected that at the time of the incident, the restrictive intervention felt
unfair and an injustice. Indeed, participants shared their feelings of anger and
disappointment as they questioned the motives of the staff involved, asking “why are
they [staff] doing this to me” (Bob, 379). Participants also alluded towards their
experiences of restrictive practice being “used for punishment, rather than its
correct purpose” (Charlie, follow up interview, 442) and that this contributed to
their sense of injustice.
2.3.2.2. “The true issue had been missed”.
One of the experiences raised during the interviews was that following an incident of
restrictive practice, participants felt staff seemed primarily focussed on managing the
situation with medication and on assessing the level of risk they posed to both
themselves and others, rather than on understanding the build-up to the interventions.
In this context, participants shared their experiences that “the interactions you have
[with staff] are pointless” (Lincoln, 65-66).
“The doctor comes round a few times … but I think all they think about is
medication. Staff are all in it for medication.”
(Phil, 93-96)
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“They [nurses] were only interested in what pills they could give me. The
HCAs [health care assistants] weren’t interested [about why this had
happened], just wondered ‘how can we stop this guy from killing himself’
and ‘how many obs [observations] have we got to do’ … I mean, it would
have been better to talk to someone about the whole experience, but it didn’t
happen … I would have preferred someone to talk to”.
(Bob, 324-338)
“The debrief process tends to come from the doctor who erm has jurisdiction
over the ward, coming down and speaking to you, and checking you’re in the
right mind [to end the intervention] … deemed safe …You speak to the
doctor, he asks you a few questions and it’s not very in depth, no digging
about why this occurred.”
(Charlie, 302-309)
As a result of the focus of discussions being elsewhere, participants recalled that
“the true issue had been missed” (Charlie, 82). That is, participants shared their
experiences that staff didn’t try to understand their feelings, or the function of the
behaviour that led to the restrictive practice and the meaning that the restrictive
practice had on them.
“[The patient’s behaviour] cast a shadow over everything … when their
response is not proportionate, staff forget to ask why they did it … there is no
in-depth discussion. [Staff] listen to your point of view as a matter of
courtesy … but they don’t really take any of it on board most of the time …
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you’re placed in there while you’re a problem, but no one asks why you’re a
problem, how it [the incident] occurred.”
(Charlie, 329-342)
2.3.3. A Sense of Resignation
This superordinate theme reflected how participants form an uneasy acceptance in
their attitudes towards restrictive interventions and their recognition, typically
developed with hindsight, that such practices can sometimes be necessary to support
them. It is represented by two subthemes, to include, “Learn how to play the game”
and “A necessary evil”, both of which are quotes lifted directly from the transcripts.
2.3.3.1. “Learn how to play the game”.
This subtheme focussed on how participants described that they have had to “learn
to play the game” (Charlie, 363) in order to minimise the time in such interventions.
“Playing the game is a disingenuous way of ending the restrictive practice
but it’s just about jumping through the hoops and that’s the reality.”
(Charlie, follow up interview, 442)
Participants described that sometimes this meant they adopted a compliant approach,
cooperating with staff as a means to end their restrictive practice. Indeed, during
discussion in the follow up interview, Bob said that he had “learnt to accept that
they give you more freedom if you comply with their rules” (422).
“To get out of seclusion you have to cooperate with doctors … I have no
choice but to take it [the medication] or I’d be there for a longer time.”
(Phil, 44-101)
75

Participants reported that putting forward their own version of events would only
serve to extend the restrictive intervention. As a result, they described that
sometimes ‘playing the game’ took the form of deliberately using silence to manage
the time spent in the restrictive intervention.
“It involves staying quiet and not retaliating or challenging staff … they are
the ones who call the shots … it doesn’t matter about right of wrong … you
either have the power or you don’t and the people who have the power
impose their version of events, which will be always be held above the people
who don’t have power.”
(Charlie 368-378)
2.3.3.2. “A necessary evil”.
Participants reflected their understanding that restrictive interventions were
exercised to ensure “people are safe” (Paul, 56) in an environment where they, or
others, present with a risk to harm.
“It was about keeping me away from other patients, so you don’t hurt
yourself or others.”
(Bob 81-82)
“The way I see it yeah is that seclusion is there for a reason yeah … [at the
time of the incident] I was just off my head, I was really confused … I was
screw balled yeah … I thought I was superhuman or something … at the time
I needed seclusion.”
(Lincoln, 153-177)
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They recognised that staff were fulfilling their job to protect them and others from
physical harm. In this context, participants described how they accepted their
restrictive intervention was a direct consequence of their behaviour and “my own
fault” (Paul, 30).
“They [staff] got a job to do … I got into an altercation with somebody so it’s
only fair they do whatever to diffuse the situation … I did something wrong
so it’s expected of them to restrain you … basically I was in the wrong, so I
took it on the chin.”
(Steve, 55-66)
As a result of understanding the necessity of the practice, participants reflected on
the more positive aspects of staffs’ intervention with restrictive practices. With
regard to physical restraint, of the three participants who had experienced it, only
one shared a positive response as he recalled how it had served to prevent the
situation from escalating.
“I was kind of relieved at the end because I don’t want to fight anyway. And
so when they got me, straight up, I was kind of relieved as much as anything
… It would have gone on for longer, it would have been more serious than it
actually was, cos it was just like a scuffle. But if no-one had jumped in, it
would have been worser [sic].”
(Steve, 72-82)
Of the five participants who had experienced seclusion, four of them felt that it had
been of some benefit to them, with all citing the calmness of the seclusion
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environment, which gave their own space where they could “calm it down” (Paul,
113).
“I just found it peaceful … no-one in there trying to wind me up. [Seclusion
was] a change in circumstance from what I was in before … it was very
quiet, even though it was very busy on the ward it was very quiet in the
seclusion room”.
(Bob, 51-68)
In the context of being used to keep people safe, restrictive interventions were
understood by participants as a necessary part of the hospital system. However,
despite this, they still reflected on the undesirable aspects of the practice.
“I think it [restrictive practice] is justified, some patients genuinely are a
threat to other people around them … and those people need to be restrained.
It’s a necessary evil … The undesirable thing is that erm that essentially,
you’re overriding a human being’s will and you’re forcing them to be in a
place that they don’t want to be, and you’re doing it with force. It’s never
desirable to do that. Ever. But it is necessary.”
(Charlie 271-285)
Interestingly, participants reflected their experiences that their perception had
changed with hindsight, moving away from positions of anger and feeling attacked,
towards a sense of understanding why staff had exercised the restrictive practice.
“I felt angry but I don’t now … they’re doctors and nurses at the end of the
day and they’re here to help, not to harm …. I have a different outlook [now]
… At the time, part of me thinks something but I don’t know, that feeling, it
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hasn’t stuck with me … My mind were racing, probably thought they [staff]
were against me at the time”.
(Steve, 192-207)
Bob also shared “I was quite unwell at the time and I was pissed off [being placed in
a restrictive intervention]. But [now] I can see why it happened”.
(Bob, 160-161)

2.4 Discussion
The aim of the current study was to explore patients’ experiences of restrictive
practice in a secure forensic psychiatric service. Three superordinate themes
emerged from participants’ narratives of their experiences; these are discussed below
in the context of the existing literature. Clinical implications arising from the study
findings, limitations and recommendations for further research are also discussed.
2.4.1. Discussion of Findings
2.4.1.1. Theme 1: Powerlessness.
In the current study, participants spoke about how the restrictive process had served
to highlight the power imbalance in the therapeutic relationship between staff and
patients. This finding is in line with previous literature, which has consistently
demonstrated patients’ perceptions that staff hold all the power with regard to
restrictive practices in forensic psychiatric settings (e.g., Haw et al., 2011; &
Knowles et al., 2015). Participants in the current study also reflected how they
experienced their voice as powerless, describing how they had attempted to
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communicate their distress with staff prior to the incident escalating. In a study by
Knowles and colleagues (2015) patients also noted that staff missed opportunities to
act before the situation escalated to the point at which restrictive practice is
exercised. However, the findings of the current study extend beyond this, as
participants attributed the dismissal of their voices to the culture of the system,
stating that in their experience, having a psychiatric diagnosis rendered their voice
powerless in the process of restrictive practice.
2.4.1.2. Theme 2: A Sense of Injustice.
In the current study, participants’ accounts suggested that the sense of injustice
around the restrictive intervention was influenced by whether they perceived that
staff used reasonable force, and whether they felt it had been used for the correct
purposes, that is to ensure safety and not a means of punishment. These two ideas
have also been expressed by Sequeira and Halstead (2002) and Holmes and
colleagues (2015), respectively. The current study extends beyond the existing
literature and appears unique in participants’ reflections that the true issue behind the
restrictive intervention is often missed by staff and they described how this
contributed towards their sense of injustice. Participants reported their lack of
meaningful interactions with staff in the aftermath of the intervention, and described
how this had meant they were not afforded the opportunity to share their
understanding of the triggers or to process the difficult cognitions and feelings
associated with the incident. This finding adds weight to the importance of using a
meaningful debrief as part of the post-incident review, to further inform patients’
treatment plans, including the Positive Behaviour Support (PBS) framework, which
is now a good-practice standard for all patients cared for in inpatient psychiatric
settings, including secure services (DoH, 2014). The existing literature, along with
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the findings of the current study, asserts that patients feel staff justify their decision
to use a restrictive intervention in the way they construct their narrative of the events
in the post-incident paperwork (Knowles et al., 2015), whilst the patients’ account is
often missing. Participants in the current study described how this contributed to the
experience that the true issue was missed and further rendered their voices
powerless.
2.4.1.3. Theme 3: A Sense of Resignation.
One of the experiences raised by participants in the current study was how they had
learnt to use compliance and silence as a means to end the restrictive intervention.
Participants in the current study described how compliance took various forms,
including accepting staffs’ focus of discussion around medication and risk, as well as
accepting staffs’ understanding and portrayal of the events surrounding the
restrictive practice. This finding is consistent with a recent study by Knowles and
colleagues (2015) who reported that patients often accept the blame, even when they
do not believe it to be true, just to end their intervention. Together, these findings
demonstrate how patients learn to play the game, using compliance and silence in an
attempt to regain control in a situation they typically feel powerless in. Interestingly
however, participants’ acceptance of the intervention as a ‘deserved’ consequence of
their behaviour and their use of language (e.g., feeling it’s their ‘fault’ and ‘taking it
on the chin’ because they recognised that they had behaved badly) raises the issue
that they see restrictive practice as a punishment, not just a means to achieve safety.
In line with the current findings, other research has demonstrated patients’
understanding of the need for restrictive practices to ensure their safety, and those
around them. However, the current study extends beyond the existing literature as it
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explores participants’ shift in perception over time. Participants’ shared their
experiences of feeling able to make more sense of why staff had exercised a
restrictive practice with hindsight. They referenced how, at the time of the restrictive
intervention, they had been more unwell and that the acute nature of the emotional
distress and behaviour had contributed to their anger and sense of being under attack
at the time of restrictive practice. During the interviews, they reflected how, with
hindsight, they were able to see the protection that the restrictive practice had offered
them, preventing the situation from escalating to a point when injury to self or others
could have been more severe. However, even with hindsight, restrictive practice was
still viewed as undesirable and distress remains a longer-term consequence of others
overriding their will.
The current study recruited participants with experiences of both physical restraint
and seclusion. Not surprisingly, participants looked back less favourably on their
experiences of restraint, whilst all participants who had been secluded reflected their
experiences of finding the space to be calm; this is consistent with other research
(e.g., Haw et al., 2011). However, the current study extends our understanding of the
complexity of seclusion, as participants reflected that being away from other patients
and having the space to calm down was both a benefit of seclusion, but also the
worst part of the process in the sense they felt socially disconnected and lonely.
2.4.2. Clinical Implications for Policy and Practice
The findings from the current study give rise to three important clinical implications.
Firstly, research shows that the patients feel their voices are not heard in the lead up
to a situation that ends with a restrictive intervention. Participants shared their
experiences of attempting to communicate their distress with staff but reflected that
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their concerns had been dismissed; participants shared how they had either felt
ignored, or dismissed with comments such as ‘you’ll be fine’. Consequently,
participants asserted that some incidents of restrictive practice could have been
diffused or avoided. This finding highlights the importance of personalised PBS
plans, which identify potential triggers and techniques to keep a patient calm.
Indeed, PBS plans are now a recognised good standard for psychiatric inpatients
(DoH, 2014). Whilst placing more emphasis on the primary strategies to diffuse a
situation, and hearing patients’ concerns, could mean fewer incidents of restrictive
practice, it is important to bear in mind that this research did not gather staff’s
perspective on the workability of preventative strategies in these specific given
incidents of restrictive practice.
Secondly, the study reveals that patients’ felt interactions with staff after an incident
of restrictive practice lack depth, and that they have limited opportunity to share the
meaning that the restrictive practice for them. Indeed, a recent review of patients’
experiences of restraint in inpatient psychiatric services argued that best clinical
practice requires staff to understand the meaning that care and practices have for
patients and they highlighted that a deeper understanding is integral to improving the
quality of inpatient mental health (Cusack et al., 2018). In part, this can be achieved
through ensuring patients are offered an opportunity for a meaningful debrief. The
findings of the current study revealed that participants feel their voices are not heard
by staff in the lead up to a restrictive practice and that they perceive staffs’ primary
concerns to be assessing risk and medication-related issues in the aftermath. Indeed,
Goulet and Larue (2016) have argued that the debrief protocol should offer a
reflexive process for all staff and patients involved, allowing all involved to reflect
their version of events and maximising the potential for the reciprocity of learning

83

between staff and patients. When the lead author fed the findings of the current study
back the host Trust’s ‘Positive and Proactive Care Expert Panel’, she was informed
that this clinical recommendation was in line with some feedback they had received
from experts by experience (patients) who had recently presented to them and they
reported they would use the evidence from the current study to assert the importance
of the debrief process to the hospitals whom they represented.
Finally, the broad-reaching and complex impact of restrictive practice on patients’
psychological wellbeing, as well as on their perceptions of staff, highlights the
importance of attuned and transparent therapeutic relationships between staff and
patients in forensic psychiatric care. However, the current study highlights the
power dynamics held between staff and patients in a secure psychiatric hospital,
which are particularly prominent throughout the restrictive process. It is important to
consider the impact that such a dynamic will play on patients’ ability to share an
honest account of their version of events during the debrief process. This dilemma
calls for a cultural shift in psychiatric services and asserts the importance of using
formulation-based conversations to understand patients’ experiences of restrictive
practice during the debrief process. The recent Power Threat Meaning (PTM)
framework (Johnstone et al., 2018) may offer a helpful way to consider these
conversations. Research exploring trauma-informed care in psychiatric services
highlights that regardless of the perceived intention behind restrictive practices, they
are experienced as a coercive and traumatic (Watson, Thorburn, Everett & Fisher,
2014). Further, it is important to consider that the suffering of those who have a
trauma history may be exacerbated when power is exercised in a caring environment.
In particular, using the PTM framework to make sense of how threat is experienced
on the ward in the context of people’s histories may support patients to feel
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understood and to be open during these debrief discussions, without fear of further
consequence.
2.4.3. Limitations
It is important to reflect on four methodological issues and limitations when
interpreting the findings of this study. Firstly, the policies of the hospital site, such as
not being able to take a dictaphone onto the wards, meant that participants recruited
to this study reflect a sub-sample of the population that the study aimed to explore
and therefore the findings may reflect a bias towards the narratives of patients who
are less acutely unwell with lower risk profiles, that is, are granted more leave
around the hospital grounds.
Secondly, the study findings highlighted the power dynamics between staff and
patients. As the research recruited patients who were currently residing in a secure
hospital, these power relationships were currently present in this cultural system at
the time of the interviews and as such, this may have had an impact on participants’
narratives and experiences. Indeed, the researcher noticed that many of the
participants called her ‘miss’, a term commonly used by prisoners when addressing
female staff; therefore, it is possible that the researcher may have been seen by some
participants as a member of staff and this may have played into the dynamic. It may
be that the participants and the researcher would have a different interpretation of
their experiences if the interviews had been conducted post-discharge, when
participants were more detached from the process and could reflect retrospectively.
Indeed, the study findings do provide emerging evidence that perceptions of
restrictive practice change with hindsight.
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Thirdly, the researcher’s understanding of previous research in the field was used to
support the development of the interview questions. This a-priori nature of the
interview schedule could have posed as possible limitation in the context that it was
used to guide participants to a particular focus which may have had an influence on
the data and themes generated in this study. However, with this in mind, participants
were encouraged to offer their own experiences, and the questions were mainly used
to prompt further exploration when needed.
Finally, whilst the researcher did make some attempts to validate the study findings
using response validation, time and resources meant that the validation interviews
were conducted over the phone. Additionally, the researcher was only able to speak
with three of the five participants who consented to being part of this element of the
research. In the context of an IPA framework, it would have been helpful to have
more a more in-depth and thorough approach to the validating process of the study
findings.
2.4.4. Future Research Directions
The findings from the current study give rise to three recommendations for future
research in this field. Firstly, the researcher noticed that during the interviews, some
participants made references to having observed other patients’ experiences of
restrictive practices and briefly spoke to their cognitive and affective responses to
this. Passive observation is the process whereby an individual generates knowledge
without actively experiencing something themselves. It would be of interest to
conduct a qualitative study with patients who have observed restrictive practices on a
secure psychiatric ward, to understand the impact that such interventions have on the
broader population, rather than just focussing on those directly involved. A study of
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this kind would benefit from a grounded theory approach as little is known in the
existing literature about this phenomenon.
Secondly, it would be useful to understand whether the research findings from this
study are relevant beyond this homogenous group of adult males in a secure
psychiatric hospital. The current study could be replicated to recruit from other
populations residing in forensic psychiatric hospitals, for example, females or young
people; to the researcher’s knowledge, no study has been carried out directly
exploring the later.
Finally, in light of the clinical implication to promote a cultural shift and further
embed a formulation-based approach to early intervention and debriefing with
patients into the post-incident review, it would be interesting to conduct a
longitudinal study to ascertain whether this resolved some of the prominent
experiences raised by participants in the study. Such a study would provide evidence
of the psychological benefits of debriefing for patients who experience a restrictive
intervention in a secure psychiatric hospital.
2.5. Summary and Conclusions
The current study offers an in-depth, qualitative exploration of patients’ experiences
of restrictive practice in secure services and contributes to the limited literature base.
The findings, although supportive of other studies, extend beyond what is currently
known and further asserts the importance of primary preventative strategies, as well
as a formulation-based debrief process after an incident of restrictive practice. This
would encourage a cultural shift to address the power imbalance in the therapeutic
relationship, a prominent feature of patients’ experiences.
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Chapter III: Reflective Paper

Personal Reflections of the Research Process when Exploring Experiences of
Restrictive Practice

Chapter word count when submitted (excluding references): 3, 117
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3.1. An Introduction to Reflection
This chapter offers a reflective account of my experiences during the research
process. As part of clinical psychology training, I have been encouraged to reflect on
my clinical work in various forms including supervision, reflective discussions in
groups, as well as presenting more formal reflective essays. I have found using these
dedicated spaces to reflect really valuable and I often come away having learnt a lot
about myself and the situation. Indeed, the literature asserts that professionalism can
be enhanced through self-reflection (Knapp, Gottlieb, & Handelsman, 2017) and
such professionalism is often recognised as a core competency for clinicians working
in health care (e.g., Kaslow et al., 2018). It is argued that “the best psychologists
have the ability to self-reflect and modify their behaviour as needed” (Knapp et al.,
2017, p. 167).
However, the reflective process extends beyond clinical work and also hold benefits
with relation to research. Whilst there is no single definition, it is largely agreed that
reflexivity in research is concerned with paying attention to the researchers’
influence of, and how they are influenced by, the study topic (Palangas, Sanchez,
Molintas, & Caricatavio, 2017). That is, the researcher must continually monitor
their personal values and how these may impact upon the interpretation of the
research findings and as such, it is considered one of the fundamental pillars of
credible qualitative research (Jootun, McGhee, & Marland, 2009). Indeed, it is
argued that engaging openly with the reflexive process enhances the validity of the
research findings in qualitative methods (Berger, 2015).
Given the integral feature of hermeneutic principles within the framework of
interpretative phenomenological analysis (IPA; Smith, Flowers & Larkin, 2009), I
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have been mindful to pay close attention to reflexivity during the research process.
Due to the idiosyncratic nature of the reflective process, there are various reflective
models. One such model was put forward by Gibbs (1988), who offered a six-stage
guide to aid the reflective process about a given situation. Of note, this model is not
presented in a linear context, but as a cycle, consistent with the continuous and
evolving nature of the reflective process. This cycle suggests that a person may wish
to consider the following as part of their reflections: 1) a description of what
happened, 2) their thoughts and feelings in relation to this event, 3) an appraisal of
the situation in terms of its positive and negative aspects, 4) making sense of the
meaning that this situation for them, 5) what they could have done differently, and 6)
what they may do if this happened again. Whilst I will not explicitly refer to this
model during this chapter, I have organised my thoughts and narrative around this
process whilst reflecting on particular issues that I considered during my research.
This reflective chapter provides a space for sharing candid insights into the research
process and its challenges. These reflections aren’t a typical feature in academic
journal articles, perhaps due to word limitations. Researchers are now being
encouraged to provide a more reflexive account, to support their own research and
also to offer other researchers the opportunity to consider hidden issues; such
accounts are often referred to as confessional tales (Van Maanen, 1988). In line with
this, my specific reflections in this chapter include why I chose the topic of
restrictive practice, the ethical issues that arose during recruitment, my experiences
of the interview process, and the overlap and conflict between being a researcher and
being a clinician.
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3.2. Why I Chose to Research Restrictive Practice
Whilst I have never been directly involved in an incident of restrictive practice, I
have observed multiple physical restraints and incidents of seclusion whilst working
in both secure and inpatient mental health services. The first time I witnessed a
restraint was when I worked as an assistant psychologist in a secure hospital which
cared for forensic patients with psychiatric diagnoses. I remember feeling shocked
and anxious at the intensity of the intervention, including the accompanying noise
and rush of chaos that surrounded the event. This is an experience I took to my
supervision at the time, and has remained with me to the present day. I have often
reflected on the impact that this has had on me, despite holding what I perceive to
represent two protective factors: 1) I was not directly involved in the incidents, and
2) I do not have a trauma history upon which to hang the event or that may impact
upon the meaning that I attribute to it. Indeed, these factors contrast with the
frequency with which restrictive interventions are directly experienced by
psychiatric patients, a significant proportion of which have experienced childhood
abuse (e.g., Raboch et al., 2010; Shack, Averill, Kopecky, Krajewski, &
Gummattira, 2004). The long-standing influence that restrictive practices have had
on me as a passive observer has always led me to wonder how patients experience
such interventions. As I started to look at the literature base, I noticed its limited
references and so I decided to use the research requirements of the Doctorate in
Clinical Psychology as an opportunity to further understand the meaning that
restrictive interventions have for the forensic psychiatric patients who experience
them.
Holding in mind my own experiences, I recognised the potential for a biased
interpretation as I embarked upon the research. As such, a bracketing approach was
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adopted (Tufford & Newman, 2012) and I had frequent conversations with members
of my clinical team, as well as keeping reflective notes during the research process.
This reflexive approach supported me to hold a more balanced appraisal, whilst still
being sensitive to the hermeneutics and subjectivity of the interpretative process.
At the outset of the research process, whilst I understood the function of and
requirement for restrictive practices, my empathy was solely attuned with the
patients who experience such practices, particularly as research has shown it to be
re-traumatising for those with abuse histories (Bonner, Lowe, Rawcliffe, &
Wellman, 2002). I had not spent much time considering the impact that it has on the
staff who employ them, probably because it wasn’t something I heard talked about
much by the nurses with whom I’ve worked. However, during the process of reading
the literature included in my meta-ethnographical review, I noticed how I started to
consider the distress, not just of the patients, but for all involved in incidents of
restrictive practice, including the nurses who so openly spoke to their cognitive and
emotional turmoil during the interviews presented in the studies.
My empathy for the staff who have to exercise these restrictive interventions as part
of their job was further enforced when I fed the results of the review back to an
expert panel in the recruiting Trust. The nurses on the panel nodded in agreement as
the meta-themes I presented resonated with them and they shared some of their own
experiences, which further brought the meta-themes to life. Indeed, the panel
reflected their gratitude for me providing ‘evidence’ in a way that could action
change and they fed-back that “without data, we are just a bunch of people with
opinions”.
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In summary, my emotional journey over the course of this research process has
ended with a more balanced view, as I am aware of and compassionate towards the
distress and trauma for both staff and patient in relation to restrictive practice.

3.3. Ethical Dilemmas in the Recruitment
The project required ethical consent from Coventry University, as well as a local
Research and Ethics Committee and Health Research Authority, and from the
Research and Development department in the recruiting NHS Trust. Given the
vulnerable nature of the sample from which I wished to recruit, along with the
sensitivity of the topic area, I understood the importance of following the ethical
procedures and generated the relevant documentation as guided by the British
Psychological Society (2010) Code of Ethics to support my application for ethical
approval.
During the process of ethical consent being granted, I attended various meetings with
my supervision team, as well as larger panel meetings with the ‘Research and
Innovation’ group at the recruiting site. These meetings supported my understanding
of the research process within this particular setting and helped me to develop an
interview guide in a manner that gave opportunities for meaningful data, whilst also
being sensitive to potential impact of the topic and the vulnerable nature of the
participants.
After over a year of preparing the research proposal and applying for ethics, I was in
a position to send out the project information to staff teams and I was excited to start
gathering the data. However, what followed was a very slow response rate and I
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found I had to send follow up requests to prompt recruitment. I recall feeling
frustrated that my passion and enthusiasm for the project was not being matched. As
I tried to make sense of the slow nature of the recruitment, it was fed-back to me that
whilst some patients did satisfy the majority of the inclusion criteria, they were
either too acutely unwell to be able demonstrate their capacity to consent, or their
current presentation meant they were too ‘risky’ for me to see them off the ward. In
accordance with the ethical consent and hospital regulations, all interviews had to be
conducted off the ward so the prospective participants’ clinical teams had to assess
whether their risk was low enough that they were permitted leave from the ward,
without a chaperone.
In my enthusiasm to use this research to represent the under-represented voices of
this population, I had not considered the extent to which the patients’ psychological
and physical safety, and my own physical safety, would play a role in the selection
of an appropriate sample. Whilst I do understand the importance of adhering to the
selection criteria, including the patients’ capacity to consent, I found myself battling
thoughts of how this may bias the selection of participants and that the subsequent
research findings may be more reflective of those further along the treatment
pathway. As I started to analyse the data and reflect on the emerging theme of ‘a
powerless voice’, I noticed how this issue with the recruitment gave further rise to
the voices of those who are most acutely unwell being silent in the literature.
Whilst discussions with my supervision team have supported me to hold the positive
elements of how upholding ethical constraints, even when frustrating, serves to
minimise potential harm to patients, it remains an issue I have not fully resolved.
After all, as aforementioned, personal experience has shown me the impact that
simply observing a restraint can have and I chose this research topic as I am
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passionate about understanding the experiences of those more directly involved,
particularly those who are most vulnerable and, in that context, most likely to
encounter a restrictive practice.

3.4. Reflecting on the Interview Process
One of the first things I noticed when sitting in a room with the participants who
were recruited to the study was how much more vulnerable I felt being in a secure
environment as a researcher, rather than in the context of a clinical member of staff.
Upon reflection, I wondered whether this was because I did not know anything about
the person in front of me, including whether memories or ideas associated with the
interview may trigger a heightened emotional response. Further, whilst I did develop
a rapport with the participants in the lead up to, and during the interview, I was less
confident that my rapport would be strong enough to support me to diffuse any
potential escalation of a situation.
My anxiety was more heightened with some of the patients who presented more
acutely unwell. For example, some of the participants’ appeared to be responding to
unseen stimuli whilst in the interview and my lack of knowledge about the people
with whom I was sitting made it more difficult for me to assess whether this was
typical for them, or whether it reflected a more agitated presentation that meant I
needed to proceed with caution.
Additionally, one gentleman presented with considerably slurred speech which made
understanding some sections of the interview more challenging. In order to be able
to share the participants’ stories with focus they deserved, I was keen to get as much
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depth to the interviews as possible and so I asked this particular gentleman to repeat
himself. I was conscious that this was frustrating for him and it further drew my
attention to the fact that I was in a potentially vulnerable situation, at a distance away
from the wards and staff should I require any support. Interestingly, in relation to
this particular challenge, I found that when listening to the audio-recording back on
double speed, his speech sounded considerably clearer, which facilitated my sense
making.
In relation to managing my own risk, as per the policy of the hospital, I was provided
with a personal safety device that, if triggered, would activate an alarm and alert
staff to my location and the fact I required assistance. I did not require this alarm at
any point during the research process, although did reflect on the irony of the
situation that if I had a pressed my alarm, the likelihood is that the participant I was
interviewing would have been subject to a restrictive intervention, the main topic of
the research.
When reflecting upon the thoughts I had regarding my physical safety with my
supervisory team, and also when writing this reflective chapter, I noticed some
parallels with the meta-themes presented in literature review in chapter one. For
example, one the ideas that emerged from the findings of the review was the concept
of ‘the conflicted nurse’. This captured how nurses felt the use of restrictive
practices went against their moral code and professional duty of care, yet they still
employed such interventions, as a last resort, in order to ensure their safety and the
safety of patients. I too sat with the same dilemma in the back of my mind, knowing
that if the situation became unpredictable I would need assistance, but that this
support would likely come in a form that went again my moral and professional
code.
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Further, as the themes started to emerge from the data, I reflected on how
counterintuitive it was that the adult males I was interviewing, some of whom were
tall and well-built, could ever feel physically powerless. Whilst I had anticipated the
emotional impact of restrictive practices, this was not concept I had not really
considered prior to interview.
In sum, it is likely that these factors influenced the extent to which I attempted to
gain a deep understanding of their experiences, their communication of which, at
times, was reflected with fragmented ideas or slurred speech. Despite this, I did
develop rapport with participants and felt able to probe, to some extent, to gain a rich
understanding of the meaning that their experiences of restrictive practices had for
them.

3.5. Researcher versus Clinician: Overlaps and Conflicts
During the interview process, participants shared with me their distress in relation to
their experiences of restrictive practices. Whilst I was empathic and compassionate
in my responses, I was aware that my role was not to offer therapy but that I was
sitting with them in my capacity as a researcher, to hear how they made sense of
their experiences. I did however notice a pull to want to do more than just listen, I
wanted to try and ‘fix’ their distress and the wider systemic issues they spoke to
during their interview. However, perhaps as a process of identifying
countertransference, at times during the research process I noticed my own sense of
hopelessness and feelings of powerless in the context of the complex systemic
challenges at play.
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Further to this, I reflected upon how typically, when working clinically in an acute
psychiatric service, I would come away from a therapy session and share specific
details that pertained to the individual’s emotional wellbeing, even if there were no
prominent risk issues. In my experience, this sharing of information affords nursing
staff a psychological insight into the patients’ current wellbeing and gives rise to
additional care and support for patients when required.
In the current study however, despite participants sharing the distress they
experienced in relation to the restrictive practice, the confidentiality clauses of the
ethical approval for the empirical research meant that, with the exception of riskrelated information, I was not permitted to share details of the interview with anyone
outside of my supervision team. This meant that I could not share the insight
participants had been offered with the ward staff, at least not until it was prepared in
an anonymised format. This led to a part of me feeling I had failed the participants,
failed to share their voice with the people who care for them.
Additionally, when escorting participants back to the wards after the interview, I
noticed that their demeanour changed slightly. Participants had shown me their more
vulnerable side during the interview and had shared their experiences of distress that
restrictive practice elicited in them. However, when they walked back on to the
wards, their posture extended and some became more jovial in character, sharing
‘banter’ with other patients and staff. Others appeared to retreat into themselves. It
was in these moments that I felt the pull to communicate the smaller, more
vulnerable voice they had so bravely shared with me. However, in line with my role
as a researcher and the stipulations of the ethics and consent procedures, I simply
handed over that there were no risk issues to share.
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3.6. Conclusions
Whilst writing this thesis, I have experienced a range of emotions and I feel proud of
the output, not just as a piece of academic work, but at how it has given a voice to
those who typically feel powerless. When I look back, I can see that ultimately,
despite the undeniable power imbalance in the therapeutic relationship between staff
and patients in a secure psychiatric service, both feel distressed by the use of
restrictive practice and it is hoped that the review and empirical paper will give rise
to important clinical changes for those working, and residing, in these services.
This chapter has provided me with time in which to reflect, an opportunity I have
really valued. Processing some of the reflections I have had over the course of the
research process has served to draw this research element of my training to a
conclusion. However, writing this essay has shown that my learning and
development during the research process has stretched beyond a deeper insight into
the complexities of conducting research and has also served as an opportunity for
personal growth, all of which I will take forward with me.
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