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ABSTRACT 

  
The perception of relatives of elderly patients on the use of physical restraint was 
explored. A literature search was conducted and a paucity of published work on 
the topic was revealed. A pilot interview and six semi-structured interviews were 
conducted in one of the hospitals under the Health Services Executive. 
 A descriptive design was used and themes were identified with the Miles and 
Huberman (1994) framework. The three themes that emerged were: 
• Perceived meaning of physical restraints. 
• Participants perceived alternatives to physical restraints. 
• Participants perceived advantages and disadvantages of physical restraint. 
The findings suggest that the relatives have mixed perceptions towards the use 
of physical restraints in the care of elderly. It was apparent that as much as the 
relatives emphasized safety as the reason for the use of physical restraint, they 
also had concerns about the disadvantages of its usage. It was also revealed 
that as much as the relatives would have loved to be involved in the decision-
making process on the use of physical restraints, they were not involved neither 
were they educated about the use. 
 

INTRODUCTION 
 
The impact of an increased ageing population is focusing attention on the quality 
of services for the older people. Commonly accepted clinical practices, such as 
restricting the older patient’s freedom under the premise of safety, are now being 
subjected to increased scrutiny. Accordingly, physical restraints, which is 
believed to be a form of preventive measure against falls in the elderly, is now 
considered to be a form of abuse rather than a way of preventing falls (Gallinagh 
et al., 2001; Gallinagh et al., 2002; Hamers et al., 2004; Huizing et al., 2007; 
Moore and Haralambous., 2007; Chuang and Huang., 2007). 
Several studies have been carried out over the years on the care of the elderly, 
resulting in a vast number of publications, including those on the use of physical 
restraints on the older patients. However, information is scarce on the 
perceptions of relatives of these elderly patients on long-term care on the use of 
physical restraints on some of these patients. As efficient carers, nurses have a 
crucial role in providing excellent and efficient care, as well as educating patients 
and relatives on the need and relative importance of some decisions about their 
patients. 
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BACKGROUND 
 
This topic was chosen because the area of research is of particular interest to the 
researcher who has worked in a gerontology unit in the past ten years. The 
interest on this topic also arouse because of the researcher’s personal and 
observed experiences during the course of discharging her duty. Although nurses 
provide the majority of patient’s care in hospitals, it is important to stress that 
family members are also involved to a certain extent. It is imperative to note 
therefore, that nurses cannot replace the functions of family members who wish 
to participate in the physical and emotional care of their elderly relatives (Li et al., 
2004). 
 

SIGNIFICANCE OF THE STUDY 
 
The study, which is particularly orientated towards exploration and discovery of a 
Phenomenon of reality, explored the knowledge, understanding and the feelings 
of relatives of elderly patients on the reasons for the use of physical restraints. It 
is therefore, believed that the findings of this study will improve family and health 
professionals’ relationships on ways to enhance practice towards the patients 
and contribute greatly to the knowledge of how to deal with physically restrained 
patients, particularly with reference to the Irish healthcare context. The study will 
provide insight into the perception of relatives’ of elderly patients in long term 
setting on physical restraints. The importance of educating the relatives of the 
patients and nurses on how to go about the use of physical restraints when 
necessary is of relative importance and will without doubt reduce the conflict that 
nurses experience during ethical decision making regarding the use of restraint. 
 

OBJECTIVES 
 
The study objectives are: 
1. To explore participants understanding of physical restraints in care of the 
elderly. 
2. To increase older peoples family’s knowledge and awareness of physical 
restraints use and alternatives. 
3. To improve practices in restraints assessment and usage. 
 

LITERATURE SEARCH 
 
The literature search for this study was based on the strategy suggested by Polit 
et al., (2001) and it involves consultations with librarians when doing literature 
searches. Therefore, the first part of the literature search of this study was done 
in consultation with the Librarian at the Health Services Executive (HSE) library 
in Dublin. To answer relevant questions, the search focused on publications in 
English language, which appeared between year 2000 and 2008. It is the belief 
of this researcher that this period will reflect a lot about what is known on the 
subject. Initial searches were done using various electronic databases of 
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Psychinfo, Ovid, Medline and Cumulative Index of Nursing and Allied Health 
(CINAHL). The keywords used were physical restraint, aged/elderly, long term 
care, nursing homes and family perception. From the initial searches, relevant 
articles on the subject were selected. This was then followed by a search of the 
references in the selected articles. A manual search was also carried out using 
various combinations of the keywords. In total 41 articles were found to be 
relevant to the study. 
 
 
 

LITERATURE REVIEW 
 
The use of physical restraints in the care of the elderly is a controversial and 
emotive issue in nursing, which has received increased attention from 
researchers, institutions, and government in recent years. Commonly accepted 
clinical practices, such as restricting the older people’s freedom under the 
premise of safety are now being subjected to increased scrutiny (Frengly, 1999 
as cited by Gallinagh, 2001). Questions are being raised about the reasons and 
effectiveness of the use of restraints and its consequences on patients. Despite 
the extensive body of literature debunking the myths of physical restraints and 
initiatives to raise the awareness of patient autonomy, this practice is still very 
common in residential care settings (Evans et al., 2002; Hamers et al., 2004; 
Cheung and Yam., 2005; Moore and Haralambous, 2007; Chuang and Huang, 
2007). 
Physical restraint can be defined as any device, material or equipment attached 
to or near a person’s body, which cannot be controlled or easily removed by the 
person and which deliberately prevents or is deliberately intended to prevent a 
persons free body movement to a position of choice and or a persons normal 
access to their body (Gallinagh et al., 2001; Gallinagh et al., 2002; Mott et al., 
2005; Gastmans and Milisen, 2006).  
Physical restraint includes, but not limited to bedside rails, screw-on table tops, 
bed clothes, tipping chairs, wheelchair belt when not in transit, manipulation of 
furniture, limb and wrist restraints, applying break to wheelchair against patients 
will, putting walking stick out of patients reach and putting wheelchair out of the 
reach of a wheelchair bound patient (Gastmans and Milisen, 2006). On the other 
hand, chemical restraints are medications used as part of the treatment of a 
patient's condition in order to control the patient's behaviour. 
According to Wilson, (2000) the use of physical restraints is widespread in 
various nursing homes and hospitals. Anecdotally, it has commonly been 
reported that restraints are used to prevent patients’ harm (Gallinagh et al., 2001; 
Gallinagh et al., 2002; Harmers et al., 2004; Chuang and Huang, 2007; Moore 
and Haralambous, 2007; Huizing et al., 2007), but this therapeutic function is still 
a subject of controversy. Various modalities of physical restraints have so far, 
been reported in the literature, with bilateral and unilateral bedrails and belts 
being the most frequently used (Hamers et al., 2004; Moore and Haralambous, 
2007) 
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FACTORS RELATING TO THE USE OF PHYSICAL RESTRAINTS 
Several factors relating to both residents’ clinical conditions and the resources of 
the nursing facilities have been suggested to promote restraint use (Pekkarinen 
et al., 2006). In all the literature reviewed, a major reason cited for the use of 
physical restraints by nurses in the care of the elderly is falls prevention. 
(Gallinagh et al., 2001, Gallinagh et al., 2002; Hamers et al., 2004; Huizing et al., 
2007; Moore and Haralambous, 2007; Chuang and Huang, 2007; Tilly and Reed, 
2008). However, this justification has been researched extensively, and 
presently, is no longer considered the main motivating factor underlying nursing 
decisions to initiate restraint. In fact, certain authors have shown that restraint 
devices do not prevent incidences such as patient falls (Arbesman and Wright, 
1999 as cited by Gallinagh et al., 2002). Rather, untoward events, including 
deaths caused by asphyxia are believed to be major consequences of restraint 
use. 
 Non-compliance with therapy is believed to be a more accepted rationale for the 
use of physical restraints, than falls prevention. This is reinforced by greater 
acuity in conditions, and increasingly invasive character of therapies (Minnick et 
al., 1998 as cited by Gallinagh et al., 2002). 
 Another major factor relating to restraints use is the patient’s proximity to the 
nurses’ station. Patients who are not easily seen from the nurses’ station due to 
the size of the ward and location of the patient, when the nurses’ are in a sitting 
or standing position would be more likely restrained (Gallinagh et al., 2002; 
Moore and Haralambous, 2007).  
It was also found out from the literature that decrease in staffing levels is related 
to increase in restraints use (Castle, 2000; Gallinagh et al., 2002; Pekkarinen et 
al., 2006; Moore and Haralambous, 2007; Huizing et al., 2007). Majority of 
patients usually restrained are those mainly dependent on nursing staff for their 
care (Hamers et al., 2004; Huizing et al., 2007; Moore and Haralambous, 2007). 
Patient confusion has also been suggested to be a significant reason for the 
implementation of physical restraint in the elderly patients (Gallinagh et al., 2002; 
Hamers et al., 2004; Huizing et al., 2007). Anxiety, agitation or aggressiveness 
both verbal and physical, wandering and resistance to direction are other factors 
that have been shown to be related to the use of physical restraints (Moore and 
Haralambous, 2007). 
The use of physical restraints in the care of the elderly has been suggested in 
some studies to be gender related (Gallinagh et al., 2002; Hamers et al., 2004; 
Huizing et al., 2007). Past studies (Gallinagh et al., 2002; Hamers et al., 2004; 
Huizing et al., 2007) indicated a trend that restraints were more used in women 
than in men. Gallinagh et al., (2002) found 35% of men and 65% of women had 
restraints applied in their study. The study of Huizing et al., (2007) also showed 
21.4% of the patients restrained were male and 78.6% were female.  
There was also an association in the age of patients restrained. Restrained 
patients tend to be older than their unrestrained counterparts. The study of 
Gallinagh et al., (2002) showed the average age of the restrained patients was 
77 years and unrestrained patient 75 years. Hamers et al., (2004) in their study 
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carried out in two Nursing homes in Netherland also found that restrained 
residents were older than unrestrained ones. 
 Pekkarinen et al., (2006) were of the opinion that physical restraints are used 
more frequently in units where heavy jobs demand coincides with lack of control 
for nursing staff. This is in agreement with other findings (Gallinagh et al., 20002; 
Wang & Moyle, 2005; Moore and Haralambous 2007; Huizing et al., 2007) where 
it was found out that decrease in staffing levels is related to increase in restraint 
use. 
 Furthermore, it was asserted that restraint practices could be influenced by 
many other factors such as physical environment, institutional policy, nursing 
staff’s knowledge about restraint and attitudes towards the use of physical 
restraints (Karlsson et al., 2000; Gallinagh et al., 2002; Pekkarinen et al., 2006; 
Moore & Haralambous, 2007). 
 
EFFECTS OF PHYSICAL RESTRAINTS ON THE ELDERLY PATIENTS 
Many psychological and physiological consequences of restraint use are 
documented in the literature. In general, the use of physical restraints does not 
reflect the rationalised nursing care since the preventative function of therapeutic 
restraint mechanism has not been proven. Accordingly, their use may result in 
the very problems that they are supposed to overcome (Gallinagh et al., 2002; 
Evans and Fitzgerald, 2002; Hamers et al., 2004; Pekkarinen et al., 2006), with 
those who have their freedom limited by a physical restraint more likely to be 
chemically restrained. 
 In the literature, two categories of physical injury were identified to be associated 
with physical restraints. The first category is associated with the direct impact of 
the restraint device on the patient. These injuries include laceration, bruises, 
nerve damage, ischemic injury, asphyxiation and sudden death from 
strangulation. The second category is related to the injuries as a consequence of 
the enforced immobilization. These include reduced functional ability, loss of 
muscle tone and contractures (Evans et al., 2002; Evans et al., 2003; 
Bourbonniere et al., 2003; Morh et al., 2003; Capezuti, 2004; Cotter, 2005; 
Mamun and Lim, 2005; Demir, 2007). 
Other adverse effects of physical restraint are catecholamine rush due to 
escalating agitation and thrombosis due to prolonged immobile period (Morh et 
al., 2003). The repercussions of the second group of injury are more profound in 
older people because it can lead to extended period of hospitalization, 
development of pressure ulcers, falls, incontinence and longer hospital stay 
(Evans et al., 2002). It has also been reported that the morbidity and mortality 
rates are eight times greater in restrained patients than those unrestrained 
(Cheung and Yam, 2005). 
In addition to physical injuries, many restrained patients also suffer from 
psychological harms. Reactions like anger, fear, denial, demoralization, 
humiliation, confusion, depression, agitation and regressive behaviours are often 
expressed by patients who have been restrained (Evans et al., 2002; Evans et 
al., 2003; Mohr, 2003; Mamun and Lim, 2005; Moore and Haralambous, 2007; 
Huizing et al., 2007; Demir, 2007). 
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NURSES ATTITUDE TOWARDS THE USE OF PHYSICAL RESTRAINTS 
Different researchers reported that nurses’ attitudes have an influence on the use 
of physical restraints in the care of the elderly (Gallinagh et al., 2001; Huizing et 
al., 2007). Gallinagh et al., (2001) in their study carried out on the relatives’ 
perception of side rail use on the older person in the hospital described the use 
of side rails as a ritualised common practice in gerontology care. Gallinagh et al., 
(2002) further described the use of restraints in the care of the elderly as a 
routine, traditional and reactive approach. Moore and Haralambous, (2007) found 
out that nurses’ reported not knowing enough about alternative approaches to 
restraint use. They perceived that harm from restraint only occurred if the 
restraint was incorrectly applied or the patient’s assessment was not thorough. 
Furthermore, it was observed that nurses’ reported that family members 
sometimes insist on the use of restraints, especially side rails (Gallinagh et al., 
2002). 
 Hantikainen and Kappeli, (2000) found resident safety as the justifiable reason 
for restraint use. Most nurses agreed that there were both negative and positive 
aspects of restraint, and many saw physical restraint as a protection of staff 
members from liability. Restraint use was also seen as a legitimate means of 
controlling aggressive or disrupting behaviour and maintaining the peace and 
harmony of the environment for the well-being of all residents. Nurses were 
broadly in agreement that the decision to apply restraint was one for the nurse 
handling the situation rather than an institutional policy. Because restraint was 
understood in a variety of ways, decisions were often based on routines, 
emotions and attitudes rather than empirical facts. 
Karlsson et al., (2000) were of the opinion that it was unclear whether nurses 
were confronted with the dilemma of ethics or merely absenting themselves from 
the decision-making process. They believed that nursing staffs should read a 
clinical vignette to measure their reasoning in a hypothetical situation. They were 
of the opinion that nurses found ‘caring’ to be a complicated task and requested 
more contextual detail before making a decision to apply restraint.  
The decision to apply restraint is in most cases, associated with a disease 
perspective, for example, if a resident had dementia and did not comprehend 
what was good for him or her. Nurses usually found the decision-making process 
of applying restraint to be complicated and the majority would change the 
decision under different circumstances. Consistent with other studies (Karlsson 
et al., 2000; Hantikainen, 2000; Werner and Mendelsson, 2001; Kock et al., 
2006), Chuang and Huang, (2007) indicated that nursing staff members would 
use more physical restraints in situations where the safety of the older person 
was at stake. 
 The decisions of nursing staff to use or not to use physical restraints with older 
people are usually accompanied by the feeling of ambiguity, frustration, 
powerlessness and unease. In spite of the internal struggle, nurses’ still use 
restraints, believing that their use would prevent falls and other fall-related 
problems (Karlsson et al., 2000; Koch et al., 2006; Pekkarinen et al., 2006). In 
order to move forward, nurses as individuals must carefully reflect on practice 
and re-appraise the stance to counteract these benefits. 
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 Lai, (2007) found out that nurses expressed dissatisfaction with hospital 
management regarding the pressure placed on them to reduce fall rates and 
restraint use. This finding is in line with that of Chuang and Huang, (2007) where 
nurses demanded managers and hospital policy-makers to give their strong 
support if they use physical restraints properly or create a restraint-reduction 
environment. Hantikainen, (2001) questioned nurses caring for older people with 
physical frailties and/or moderate cognitive impairments. Rank-ordered reasons 
for restraint use were protection and safety; preventing injury and harm to other 
residents; restlessness, aggressiveness, resistance to treatments and confusion. 
Furthermore, the application of restraint was to control a situation perceived by 
nurses to be unacceptable behaviour, or a deliberate attempt to cause distress to 
staff members. Nurses held differing views on restraint use and what it involves 
and exhibited both positive and conflicting attitudes toward its use. They likened 
the decision-making task of restraint use to walking a moral and ethical tight 
rope. Yet, often restraint decisions were largely based on nurses rights and 
environmental considerations rather than the wellbeing of residents. As a way of 
absolving themselves from the responsibility of decision-making, staffs believed 
that resident’s behaviour would need to change before they could limit restraints 
use. 
Chuang and Huang, (2007) in their study in Taiwan on nurses’ feelings and 
thoughts about using physical restraints on hospitalized older patients reported 
how nurses struggled between patients’ autonomy and practice of care. Thus 
nurses’ personal thought may influence their decisions on physical restraints use 
as not all published data till date supported the use of restraints. Given increased 
emphasis on efficacy of nurses’ practice, there is the need to underpin their work 
with a rationalized evidence based approach.  
Because of this development, the Irish Nurses Organisation (INO, 2003) 
produced guidelines on the use of restraints in the care of the older person to 
help with clinical governance. The guidelines suggested that those who use 
restraint should justify their actions and that restraints should only be used when 
all other nursing interventions have failed. 
 In support of these findings, Moore and Haralambous, (2007) in their study on 
barriers to reducing the use of restraints in residential elder care facilities in three 
care of the elderly homes in Australia, explored staff, families and residents 
perception about why restraints are used and the barriers to removing them. 
Most of the families perceived that reducing restraints will increase potential 
harm rather than with the restraints. Although family members recognised the 
emotional distress that restraints can cause, they felt without restraints, serious 
physical injuries were likely to occur and these were considered to be of greater 
concern than emotional distress. Relatives also reported that when nurses 
applied restraints for the purpose of resident safety (as opposed to staff 
convenience); this was best practice available although they have no knowledge 
of alternative to restraints. 
Another challenge in the care of the elderly and the use of physical restraints is 
the growing number of care assistants working in long-term care (Werner & 
Mendesson, 2001; Wang & Moyle, 2004), whose limited health education 
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encourages a focus on reaction rather than the assessment and evaluation of 
care as a means of preventing residents agitation. While it is essential that all 
levels of staff must be involved in restraint education, it is ultimately the 
registered nurse who must be accountable for both assessment and evaluation 
of restraint use. In most of the literature reviewed, it was evident that nurses’ use 
restraints for fear of litigation and negligence (Moore and Haralambous, 2007; 
Chuang and Huang, 2007).  
From a legal perspective, Dimond, (1995) ascertains that the impedance of a 
person’s freedom is unlawful; exceptions being temporary protection of 
individuals from themselves or others. 
 
 RESTRAINT USE FROM A LEGISLATIVE AND ETHICAL PERSPECTIVE 
The use of restraints in long-term care facilities is believed to be a method of 
decreasing the risk of falls and wandering, and to control inappropriate 
behaviours. There is now a trend away from the use of restraints towards 
alternative methods. However, when no alternatives are available, to decrease 
the risk of harm to the resident or others, restraints may be used. To ensure 
residents’ rights and the safe use of restraints, nurses and other caregivers must 
understand the need to balance the risks of possible harm and their legitimate 
use. Restraints use is often accepted and justified by beneficence, the ethical 
principle that conveys the intention to promote good and avoid harm to another 
person (Ellerton, 2002). 
The use of restraints has always been an ethical dilemma. Keating and Smith 
(2000) defined ethical dilemma as a situation in which the most ethical course of 
action is unclear, when there is strong moral reason to support each of several 
positions, or when a decision must be made based on the most right or the least 
wrong choice of action. To determine if restraints usage is ethical requires 
consideration of ethical principles of autonomy, non-maleficence, beneficence, 
fidelity and veracity outlined by Keating and Smith, (2000). To these is added 
justice by Beauchamp and Childress, (2001). 
 When speaking of quality of life, one can speak of a resident’s condition as 
being unbearable due to an illness or pain and this can also be said of a patient 
that is restrained (Blais, 2004). 
Autonomy: The principle of autonomy asserts that a capable and competent 
individual is free to determine and to act in accordance with, a self chosen plan 
and can rightfully, decide their own destiny and should be allowed to make their 
own evaluations, choices and actions, so long as these do not interfere with the 
liberty or freedom of others (Keating and Smith, 2000). 
 Beauchamp and Childress, (2001) described autonomy as self-rule that is free 
from both controlling interference by others and from limitations that prevent 
meaningful choice. It is important to keep in mind that competent patients are 
allowed to make their own autonomous decisions and that an incompetent 
person still has rights that endure after decision making capacity had ended. 
When a resident is not competent, the next of kin is expected to make decisions 
on their behalf with full disclosure of the likely risks and benefits and informed 
consent obtained before physical restraints is used (Long, 2004; Blais, 2004; 
Cheung and Yam 2005). 
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In principle, a patient should receive treatment only after consenting to it. 
Consent as rooted in the Irish constitution guarantees bodily integrity (INO, 
2003). The use of a restraint, therefore, runs contrary to the principle of consent. 
However, the Irish law also recognises that in many cases restraints are 
necessary to ensure a right even higher than the right of consent which is the 
right to life. Although many institutions often ask family members to consent to 
the restraint of an incompetent or unwilling adult patient, such consent has little 
legal effect. In law, only the adult individual can give a valid consent (INO, 2003). 
Beauchamp and Childress, (2001) also assert that being a person with dementia, 
does not necessarily imply that a resident is incapable of making his own 
decision and consent treatment, as people with dementia may have periods 
when they are lucid and competent. Loss of mental functioning should not be 
taken as a reason to limit a person’s responsibilities about his affairs. It does not 
follow that people with reduced capacity to exercise their autonomy should loose 
it completely. Their autonomy should always be respected although their ability to 
understand or retain information before making complex decisions may be slow. 
Unless a third party is at risk of serious injury or public welfare is in jeopardy, 
overriding a refusal of restraint is ethically wrong. There is no ethical justification 
for the application of restraints as a punitive measure when caregivers are 
distressed, angered or threatened by a patient, as such practice could be 
dimmed abusive (Cheung and Yam, 2005). 
The ability of human beings to make choices must always be respected in the 
context of physical restraint (Cheung and Yam, 2005; Weiner et al., 2003). From 
this derives the ethical norm that caregivers, when considering the use of 
physical restraint, should inform competent older persons and their relatives as 
fully as possible about the various options. They should provide information as 
objectively as possible and in a way that is understandable to older persons and 
their relatives, about the various treatment possibilities, their nature and aim, 
their pros and cons, as well as effects and risks. Caregivers, older people and 
their relatives should attempt to arrive at a wellconsidered choice on the basis of 
this information (Gastmans and Milisen, 2006). 
When making decisions about physical restraints, not only the physical well-
being of the older person should be taken into account, but also the social, 
psychological and moral dimensions of their well-being (Weiner et al., 2003; 
Gastmans and Milisen, 2006). Physical restraint is justified only if the benefits 
outweigh the shortcomings. The benefit can be physical, psychological or social 
in nature; therefore physical restraint methods should be considered only if older 
people’s health, integrity or living and caring environment would be seriously 
damaged by not using them. There should be a reasonable or proportionate 
relationship between the physical restraint and the harm it intends to avoid 
(Gastmans and Milisen, 2006). 
 
PHYSICAL RESTRAINTS USE AND THE OLDER PATIENTS’ RELATIVES 
Very few studies have explored the family’s perception on the use of physical 
restraint on older patients in long-term residential care. Gallinagh et al., (2001) 
investigated relatives perceptions on the use of side rail; which has been found to 
be the most commonly used restraint method in the care of the older person in 
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the hospital (Hamers et al., 2004). In the study, relatives revealed mixed 
perceptions towards the use of side rails. Some relatives highlighted that if 
nurses feel secured by using them, they are also contended, as it is a 
precautionary measure. They believe that side rails aid movement in bed and 
around the bed, although they are not specifically designed for this purpose. 
Others see the use of side rails as a tradition in the care of the elderly. However, 
none of the relatives in the study could suggest any alternatives to the use of 
restraints, but feel side rails should be modified like padding or mesh. 
In a study carried out in Israel, Hendel et al., (2004) found 92% of participants 
supporting the patients’ right to participate in the decision to restrain, with 67% of 
the participants believing in the patients’ right to refuse restraint. About 40% of 
participants were of the opinion that care providers have no right to restraint 
patients’ against their will. Most of the participants believed in the family’s right to 
refuse restraining a family member, while 70% believed families should 
participate in decisions concerning restraining, as also indicated in the studies of 
Koch and Lyon, (2000) and Nay and Koch, (2006). However, in spite of the 
perceptions regarding the negative effects of restraining patients, most 
respondents supported occasional restraint use when needed to prevent 
patients’ from harming themselves and or others. 
Frequently, family members express concerns and distress about physical 
restraints use and potential risks. Nurses should be prepared to include family 
members in their decisions and explain the policies and alternatives. Sometimes, 
persuading family members to spend additional time with the patient may 
eliminate the need for restraints. Preparing clearly written policies and materials 
aimed at giving information and answering common questions about restraints 
and their alternatives is another way of developing families trust and confidence 
in the staff and increasing family member’s involvement. This may also increase 
family member’s satisfaction with the care provided to their relatives (Hendel et 
al., 2004).  
On the other hand, Koch and Lyon, (2001) found out that it was difficult to 
convince some older people and/or their family that restraint should not be used 
because they see bedrails and seatbelts in use in other institutions and as such 
did not see anything bad in it. Nay and Koch, (2006) revealed that some family 
saw a secure environment as one without risks, and as such the efficacy of 
restraint use and the emotional and physical effect it may exert on an individual, 
as well as the legal requirements of the facility, should be discussed with the 
residents and their families. 
 REMOVAL, REDUCTION AND ALTERNATIVES TO RESTRAINT USE 
Although several alternatives to restraints have been proposed in the literature, 
the efficacy and safety of these interventions have not been evaluated 
prospectively for their individual contribution to fall reduction and injury 
prevention among high-risk older people (Capezuti, 2004). 
 Restraints are used mostly to reduce fall and injury, which often has multiple 
causative factors. Optimal resolution therefore will require multiple interventions 
that rely on coordination by means of interdisciplinary dialog and action 
(Capezuti, 2004). Comprehensive assessment, coordinated care management, 
and individualised intervention plans targeting identified risk factors have been 
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found to be the most successful strategies to reduce restrictive devices and 
approaches to implementing these strategies such as staff education, 
consultation with individual patient and relative and institutional models of care 
(Koch and Lyon, 2001; Capezuti, 2004). 
Moore and Haralambous, (2007) in a study in three care of the elderly homes in 
Australia on barriers to reducing the use of restraints in residential elder care 
facilities, explored staff members, families and residents’ perception on why 
restraints are used, and the barriers to removing them. Most families perceived 
that reducing restraints will increase potential harm rather than with its use. 
Although family members recognised the emotional distress that restraints can 
cause, they felt without restraints, serious physical injuries were likely to occur 
and these were considered to be of greater concern than emotional distress. 
Relatives also reported that when nurses applied restraints for the purpose of 
residents’ safety (as opposed to staffs’ convenience); this was best practice 
available although they have no knowledge of alternative to restraints. 
 Lai, (2007) in his study found out that nurses expressed dissatisfaction with 
hospital management with regard to the pressure they felt was placed on them to 
reduce fall rates and restraint use. Nurses expressed doing their best and 
emphasized that better communication among all stakeholders will be significant 
in resolving the use of restraints. This opinion is in line with that expressed in the 
study of Chuang and Huang, (2007) where nurses demanded strong support 
from managers and hospital policy-makers if they use physical restraints properly 
or create a restraint-reduction environment. Nurses also requested that specific 
workable and supportive protocols and guidelines should be provided as a 
supportive practice environment that will give them more confidence in their care 
and more freedom to try out alternative methods of restraints. 
Several studies (Capezuti, 2004; Wang and Moyle, 2005; Pekkarinen et al., 
2006, Chiang and Hang, 2007; Knox, 2007; Ludwick et al., 2008) indicated the 
need for employers to support on-going education in restraint use, including 
creative alternatives. Such education will encourage staff to consider different 
behaviour patterns of residents’ agitation, rather than to act upon it when it 
occurs. Staff education in encouraging the use of alternatives to restraints has 
demonstrated reductions in usage in both the nursing home and acute care 
settings (Capezuti, 2004; Wang and Moyle, 2005).  
The most significant results however, have been shown with a combination of 
staff education and interdisciplinary team or advanced practice nurse 
consultation (Wagner et al., 2007). Regardless of intervention type, several 
authors (Koch and Lyon, 2001; Capezuti, 2004; Nay and Koch, 2006; Darcy, 
2007) recommended strong administrative support to ensure long-term restraints 
reduction. 
 Nay and Koch, (2006) and Knox, (2007), emphasized the need for support ‘from 
the top’ i.e. the Director of Nursing must be seen supporting the idea in principle 
and in practice. This will assist in overcoming barriers such as initial extra costs, 
different models of care, and lobbying of relatives and other health professionals. 
Nay and Koch, (2006) highlighted that existing institutional culture is a major 
obstacle to restraint minimization. For this culture to shift, staff at all levels must 
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adopt different work ethics. It was indicated that restraint minimization practices 
were most effective when implemented within an organizational context that 
stated a clear philosophy, had well-developed policies, implemented 
comprehensive client focussed assessments and incorporated programme 
evaluation. Best practice related to minimal restrain use was seen as optimal 
when all staffs were aware of the policies and philosophy, liaison with families, 
and interdisciplinary collaboration and evaluation encouraged. 
 Koch and Lyon, (2001) asserted that with the provision of alternative care, 
physical restraints could be safely and drastically reduced. Successful removal 
was grounded in staff’s education, commitment of staffs’, residents and families 
and in alternative equipment. They also acknowledged that physical restraints 
are not able to neither guarantee against nor prevent serious injury. In a restraint 
free environment, care plans should become more individualised and lead to 
increased communication and interaction between staff and residents. 
Information gained from family members and their cooperation will assist greatly 
in the removal of restraints, and the development of a new and individualised 
care plan that will focus on relaying issues of concern to management. 
Koch and Lyon, (2001) also found most alternatives were inexpensive and 
additional staffs were not required when physical restraints use was removed. 
They argued that success for a restraint-free environment was facilitated through 
the commitment of senior members of staff. However, in spite of the commitment 
to be restraint-free, they discovered that over 65% of residents remained 
restrained in some way, mainly by the use of bedrails. In response to its use, 
staffs’ perceive that bedrails were necessary for the maintenance of residents’ 
safety. 
 Broadly speaking, the perspective adopted by researchers as reported in the 
literature included, nursing staffs with inadequate knowledge about restraint 
reduction or restraint alternatives on the one hand (Koch and Lyon, 2001; 
Capezuti, 2004; Nay and Koch, 2006; Darcy, 2007; Lai, 2007; Ludwick et al., 
2008), and those who opt to maintain their own sense of comfort and security 
over the autonomy and dignity of patients (Cheung and Yam, 2005). Nurses 
seem to have been identified as the crux of the problem in restraint use. 
However, it needs to be understood that nursing staff may be victims in the 
system. More often that not, discussions in the literature fail to note that 
management might be one of the possible obstacles to restraint reduction 
because of too much bureaucracy in place and with a stance that placed great 
emphasis on the consequences of falls. It was also found out that registered 
nurses have a significantly higher level of awareness of the negative effects of 
restraint than nursing staff that are less highly educated, as the less highly 
educated staffs were unable to identify physical injury, depression, skin trauma, 
and humiliation as probable consequences of restraint, thus affecting the 
minimization of restraint use.  
Darcy (2007) in her study found out that most staff members felt that 
management and families expected them to protect the resident at all costs for 
fear of litigation, but the focus has changed from the type of restraint to be used 
to the intention behind the use of restraint. If the reason is for risky behaviour, 
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then the use of restraint can be minimised, because with the support of 
management and family, staffs can take risks instead of restraint use. The 
commitment to provide quality care and quality of life for residents in long-term 
care facility is evident. But it is important that the concept of risk taking is seen as 
an integral part of life, and is not denied to the older person. If risk taking is 
denied, then the holistic nature of nursing is affected (Koch et al., 2006). 
Hantikainen (2000) found out that nursing staffs could be overly protective and 
not take and accept more risks from older people in spite of possible unwanted 
consequences. Excessive interference in the lives of older people should be 
avoided as much as possible, and they should be allowed to express 
themselves. This in turn may help to uncover the motives for and possible 
consequences of their behaviour. 

 
METHODOLOGICAL ISSUES 

 
From the studies reviewed, different research approaches were used, including 
qualitative, quantitative and mixed research tools. To identify the most 
appropriate research methodology for this study, there is the need to review the 
research methods and perspectives in the reviewed studies. Sample sizes in the 
studies ranged widely. Although there is no simple formula for sample size in 
qualitative studies, it is however, acknowledged that the larger the sample size, 
the better for representativeness of the total population, and that small sample 
sizes create sampling error (Polit et al., 2001). Qualitative studies adopted a 
phenomenological approach with an appropriate sample size of between 9-20 
participants as observed in the work of some authors (Gallinagh et al., 2001; 
Hantikainen, 2001; Ludwick et al., 2008).  
Sample settings involved mostly long-term care facilities and few gerontology 
units in acute hospitals. The study populations included a mixture of residents, 
registered nurses, care staff and families of residents. Most of the studies used 
physically restrained residents (e.g. Gallinagh et al., 2001; Bourbonniere, 2003; 
Mamun and Lim, 2005; Koch et al., 2006). Very few studies included an explicit 
statement regarding inclusion and exclusion criteria. 
 Lai (2007) conducted focus group interview to determine the perspective of 
nursing staff on the use of physical restraints and participants were staff who 
volunteered to be interviewed. Dunn (2001) subjects consisted of all the elderly 
residents residing in a long-term care facility except one resident who is less than 
65 years of age. Participants involved those who were restrained and those that 
were not. Some studies did not discuss inclusion and exclusion criteria at all; in 
for example, Koch et al., (2006) and Ludwick (2008) while others provided few 
details (Gallinagh et al., 2001; Mamun and Lim, 2005). Gallinagh et al., (2001) 
and Lai (2007) used semi-structured interviews. Unstructured interview was used 
by Koch et al., (2006) and structured interview by Kirkevold and Engedal (2004), 
while Dunn (2001) used incident reports from case notes. Mamun and Lim, 
(2005) and Wagner (2007) reviewed medical records of residents. Karlsson et 
al., (2000), Werner and Mendelsson, (2001), Weiner et al., (2003) and Hamers et 
al., (2004) employed the use of questionnaires.  
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A longitudinal observational approach was used by Gallinagh et al., (2002) and 
descriptive cross- sectional study by Demir (2007). Majority of the researchers 
discussed issues of reliability and validity but only a few addressed the issue of 
study limitations. Identified limitations of study designs included two data points, 
which may not have provided a refined test of characteristics associated with 
increasing and decreasing use of physical restraints (Castle, 2000). Hantikanen 
(2001) employed the use of an interpreter because the participants do not speak 
researcher’s language. The tension between subjectivity and objectivity during 
data collection and analysis may have an impact on neutrality. Gallinagh et al., 
(2001) and Dunn (2001) identified small sample size and exclusively focusing on 
one care of older person/rehabilitation ward.  
The time chosen for data collection may have effect as observed in the work of 
Dunn (2001) as staffs were aware that reduction and/or elimination of physical 
restraints was the focus. Secondly, the data collection tool did not identify what 
total percentage of residents in the facility had physical restraint during the period 
because data were obtained only from incident report records.  
The sample design limited the result of the study of Hendel et al., (2004) because 
in convenience sampling, participants might be atypical of the population. 
Another limitation was that the study instrument was created for the study. 
Thirdly, the study did not explore in depth the cultural factors influencing public 
attitudes of Israeli citizens towards physical restraint. Chuang and Huang, (2007) 
identified their study limitation as having all participants as female nurses, while 
in Ludwick et al., (2008) participants were mainly nurses from the medical 
surgical unit, with a relatively small number from other different shifts, and of 
different ages and background. 
The aim behind this research is because no study of such has been conducted in 
Ireland in the past. Gallinagh et al., (2001) did conduct a similar study in the 
United Kingdom; however, the focus was only on bedside rail. From the definition 
of physical restraints, it is clear that focussing on one type of restraint will not 
adequately explore what families perception on the use of physical restraint is.  
 POPULATION, SAMPLE AND SAMPLING 
The term population connotes the entire number of participants that meet the 
inclusion criteria for a particular study (Polit and Hungler, 1999). The target 
population for this study are the relatives of elderly patients who have or are 
experiencing physical restraints use. 
A sample on the other hand, is a subset of the units that make up the population 
(Polit and Hungler, 1999). The sample for this study consisted of eight relatives. 
Purposive sampling was used for this study on the premise that the participants 
possessed certain unique knowledge and experiences about the phenomena to 
be studied as suggested by Polit and Hungler, (1999).  
The sampling involves selecting people from the accessible population to form 
the representative of the entire population (Polit et al., 2001). The 
appropriateness of the sample will be assured by the use of nonprobability (not 
every person will have a chance to be selected). They should be those that are 
willing to disclose their in-depth feelings and thoughts about their experiences, in 
order to facilitate the understanding of the phenomena. 
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In collaboration with the gatekeeper, twenty relatives who met the inclusion 
criteria were recruited. The use of a gatekeeper generally facilitates the smooth 
running of the study and can enhance the willingness of the participants to 
cooperate (Holloway and Wheeler, 2002).  
The participants were handed an information pack each containing the 
participants information guide explaining the research topic and formally inviting 
them to the study (see appendix 2), a consent form to be endorsed (see 
appendix 3), and a copy of the interview guide (see appendix 4). Among the 
twenty recruited relatives, seven showed their willingness to participate in the 
study and signed the consent form. 
 SAMPLE SIZE 
There are no rigid established rules, which determine the size of the qualitative 
sample (Holloway and Wheeler, 2002). Qualitative researchers tend to study 
smaller samples but in-depth (Holloway and Wheeler, 2002). Cohen (1999) 
supports this by stating that sample size in phenomenological studies is usually 
small. According to Streubert and Carpenter, (1999) sample size does not matter 
as long as it can reach a point of saturation in which no new information appears 
forthcoming on the same topic using the same participants. Kitzinger (1996) 
suggested a sample of four to eight. Burns and Grove, (2001) do not give a 
definite number but emphasize that recruiting a small sample size is not 
uncommon in studies meant to examine a phenomenon into its depth. 
 INCLUSION AND EXCLUSION CRITERIA 
The inclusion and exclusion criteria were formulated with the inputs from the 
literature review. Inclusion criteria require that participants must be: 
• Relatives of elderly patients who have had a recent or on going experience of 
physical restraint use in a long-term ward. 
• Eighteen years of age or over as only these are recognised in the society as 
adults. 
• A regular visitor to the patient and have the ability to comprehend the purpose 
of the study and able to communicate their feelings on the subject. 
• Have a close relationship with the patient, such as next of kin or person named 
on the patient’s chart. Only one member of the family will be invited to participate 
in the study. 
Exclusion criteria require that the following groups of people will be excluded 
from participating in the study: 
• Relatives who seldom visit 
• Relatives of residents who are less than sixty-five years of age. 
• Individuals who are not relatives 
• Relatives whose culture forbids probing into personal life. 
 STUDY SETTING AND ACCESS 
The study site is one of the hospitals under the Health Services Executives 
(HSE) in Dublin. It consists of six care of the elderly ward, two Alzheimer’s care 
wards, one day-care centre, two young adult chronic disabled wards, one drug 
detoxification ward and one Human Immunodeficiency Virus (HIV) and Acquired 
Immunodeficiency Syndrome (AIDS) ward; with each of the wards 
accommodating twenty-four patients at any point in time either as respite or as 
long-term care. At the time of conducting this research, the study site had no 
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research ethics committee, thus approval to conduct the study was obtained from 
the Research Ethics Committee, Royal College of Surgeons in Ireland, (Appendix 
1). Thereafter, the application requesting access to the study site was forwarded 
to the Director of Nursing of the Hospital (Appendix 5). After the approval of the 
Director of Nursing, the gatekeeper, a Clinical Nurse Manager 2 in one of the 
care of the elderly wards was consulted on the ways and modalities of the 
research. 
 DATA COLLECTION 
Data collection in qualitative research involves gathering narrative data from the 
participants through interactive processes, for example interviews and 
observation and the researcher is considered part of the data collection 
instrument (Burns and Grove, 1997). Data collection describes the process 
whereby information relevant to the study research questions are systematically 
gathered (Burns and Grove, 2005). 
Consistent with the qualitative approach, semi-structured interviews were used. 
Polit and Beck, (2004) suggested that in the semi-structured interview, the 
researcher has a list of topics to cover rather than specific questions to ask. 
Semi-structured interviews are especially effective in exploring relatively new or 
uncharted areas such as the perception of patients’ relatives to physical 
restraints in the care of the elderly. They facilitate the identification of the 
prevalent basic issues, opinions and behaviours (Polit and Beck, 2006). 
 Semi-structured interviews in a relaxed atmosphere are seen as ideal to 
facilitate the researcher to probe participants with questions (Parahoo, 1997). 
This methodology gives some amount of freedom to the interviewees to define 
and concentrate on the areas they wish to cover and yet provides road map for 
the interviewer to limit risks of derailment in the course of the interview. The data 
for this study was generated through a pilot interview and six semi-structured 
interview. 
 PILOT STUDY 
Before the research proper, a pilot study was carried out on 03/04/09. This took 
the form of a small scale trial of the research method, to ensure that the design is 
feasible (Cormack, 1998). A pilot study is necessary prior to the commencement 
of the main study to test the ability of the researcher to obtain accurate data 
(Cormack, 1998). Participant for the pilot interview was selected from the target 
population thus its findings are likely to be a good indicator of what will emerge in 
the main study (Bailey, 1997). 
The pilot interview was done in the same setting proposed for the main study. 
This helped to determine a variety of practical questions and to assess potential 
problems within the setting. As a young researcher, the pilot interview enhanced 
my development of effective interview skills (Wimpenny and Gass, 2000). One 
participant was allocated to the pilot study because if too many participants are 
allocated to the pilot study, the main study may be rendered with insufficient 
sample (Bailey, 1997). 
Following the data collection and data analysis of the pilot study, the researcher 
became familiar with the process; the pilot study also gave the researcher the 
chance to assess her communication skills and the recording equipment (Burns 
and Grove, 1999). From a review of the findings of the pilot interview, I 
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discovered the need to speak more slowly and clearly as my African accent was 
a bit difficult for my European participants to understand. It is very important to 
also state here that the pilot interview also equipped me with some practical 
interviewing skills, the absence of which could have destroyed the quality of this 
study. Thus, the findings of the pilot interview were important to me and so they 
were included in the study in order to boost the number of participants and more 
importantly, disregarding the pilot interview would have deprived the study of 
some valuable data (Teijlingen and Huntley, 2002). 
 SEMI-STRUCTURED INTERVIEW 
Six semi-structured interviews were conducted after the pilot interview. According 
to Polit and Beck, (2006) semi-structured interviews involve the use of topics or 
broad questions and are not as controlled or fixed as the structured interview. 
Interviewers normally have a list of trigger or guide questions (Appendix 4); there 
is space for dialogue and for the participant to offer responses that are not 
predetermined. 
Interviews allow the participants to be in control with partnership interaction 
between the interviewer and interviewees so that the meanings will eventually be 
a joint effort of both parties (Polit and Beck, 2006). 
Research interviews according to Wimpenny and Gass, (2000) are the most 
appropriate data collection strategy, which provides access into the deeply 
seated human experiences. The practicalities of data collection through 
interviews were planned for ahead of time and the equipment needed was re-
checked as suggested by Rose, (1994). Reflection, clarification and conveyance 
of a sustained interest through active listening are skills recommended by Jasper 
(1994) for effective qualitative interview. 
On the day of the interview, an additional informed consent form (Appendix 7) 
was given to each participant for signature. The fist interview was conducted on 
the 10/04/09 at the proposed interview room in the hospital. The researcher and 
the participant sat across to each other, with the recorder at the centre on a 
round table. The interview was tape recorded to capture an accurate description 
of what transpired (Parahoo, 1997). The semi-structured interview also allowed a 
more flexible approach to be gained (Ogier, 1999). 
 DATA ANALYSIS 
The function of qualitative data analysis is to uncover the essence of the data 
and the meaning lying behind it. The researcher has the dual task of presenting 
the story from the participants’ perspective and also of analysing the story so that 
its wider meaning is brought to light (Green and Thorogood, 2005). Data analysis 
in qualitative research is particularly challenging due to the vast amount of data 
to be analysed and the challenge of reducing the data for reporting purposes 
(Polit and Beck, 2004).  
A major feature of qualitative research is that data collection and analysis occur 
simultaneously (Bailey, 1997). The use of digital tape recorder was of benefit as 
it contains more than just words, but the feelings and emphasis of the 
participants. It also captures their perception on the use of physical restraints on 
their patients. The tape recorded interview was listened to several times in order 
to compare participants’ statements and becoming immersed in the data. Thus, 
the focus was eventually shifted from looking at experiences of individuals to 
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perceiving the collective experience (Gladden and Cook, 2003) without 
compromising the unique experiences of the individual participants, (Robinson, 
2000). 
 All the data collected were adequately managed and meanings were formulated 
from a good understanding of the transcripts. To ensure a good degree of 
anonymity pilot interview was coded PL, while the semi-structured interviews 
were coded SS1, SS2, SS3, SS4, SS5 and SS6. 
A good comprehension of the data was obtained through the use of eidetic (that 
is visibly detailed form) process of data management. After rigorous and 
repeated readings and reflections, meanings do emanate gradually from the 
phenomena being studied (Robinson, 2000). The researcher took analytical 
memos in which thoughts and ideas regarding the data and also the rationale 
behind the coding of sections was documented. This helped in the later stages of 
data analysis when there was to-ing and fro-ing between the codes and the 
themes (Holloway and Wheeler, 2002). Miles and Huberman (1994) framework 
was employed in managing the data. This framework goes as follows: 
Data reduction - this involves coding and processing, requiring a detailed 
reading and re-reading of transcripts and then coding the data to identify key 
issues. 
Data display - recognising and re-presenting codes now allows the scrutiny of 
texts and the display of data in tables, charts or matrices to facilitate comparison. 
This enables a fuller thematic description to emerge. 
Conclusion drawing - further analysis and theorising – this involves further 
interrogation of data and the identification of links between themes and 
categories resulting in the formation of possible theories that explain 
relationships in the data. After becoming immersed in the data through several 
readings and reflections on the data, some of the extracted words and phrases 
include the following samples of significant words and phrases: 
“They will have a belt on to make sure they do not get up or fall …” 
“I’ve seen patients tied physically, to chair; I’ve seen patients needing to be 
restrained and secluded …” 
“They have them for patients to keep them safe …” 
“I think restraints are a necessary precaution …” 
“They need to have the rails up just in case they fall and do some damage …” 
The above quotes are some of the ways the participants described how they 
perceived physical restraints in the care of the elderly based on their 
experiences. Efforts were made to prevent premature description of what the 
participants said when meanings were been formulated to each of the significant 
statements and phrases. 

 
RIGOUR AND TRUSTWORTHINESS 

Trustworthiness refers to the soundness and robustness of the methodology of a 
study (Holloway and Wheeler, 2002). The trustworthiness of this study was 
based on the criteria of the framework used for establishing the rigour in 
qualitative studies, which include transferability, dependability, credibility and 
conformability (Polit et al., 2001). The importance of rigour in qualitative study 
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cannot be over emphasized; Morse and Field, (1996) confirmed that rigour is 
very important to qualitative studies in the sense that it prevents methodological 
errors. In accordance with the suggestion of Byrne (2001) a research journal was 
kept, including all the initial data, interpretations, analyses, report and peers 
comments. The audit trail is for readers of a study to track how the researcher 
arrived at the findings. In this study to assure validity, all the original transcripts of 
the pilot interview and semi-structured interviews were kept under lock and key 
and the transcript were kept on my personal laptop computer, which has a 
password so nobody can access it. While both the participants and the 
researcher are interested in presenting accounts that represent a fair description 
of their experiences, conflict may still arise on what a fair account is all about 
(Sandelowski, 1993). The keys to enhance rigour in qualitative studies included 
fundamental issues such as transferability, dependability, credibility and 
conformability (Sandelowski, 1986), but Mays and Pope, (1996) criticised these 
as research biases and non-generalisation. 
 

ETHICAL CONSIDERATIONS 
 
It is essential that the researcher examine all aspects of the research approach 
used from an ethical point of view (Polit and Hungler, 1999). In qualitative 
research studies, ethical consideration begins with the identification of the study 
topic and continues through to the publication of the study. A direct relationship 
between the researcher and participants is very important throughout each step 
of the research. As this research involves human subjects, there was careful 
consideration to protect their rights. Anonymity and confidentiality are two of the 
many ethical issues that were considered for the rights of the participants not to 
be compromised. The principles that guided the approach on ethical issues 
included beneficence, human dignity and justice. 
PRINCIPLE OF BENEFICENCE 
While the principle of non- maleficence places an obligation upon the research to 
do no harm, beneficence requires the promotion of good, and imposes a duty on 
the researcher to minimise harm and to maximize benefits. To avoid possible 
psychological consequences, areas of participants’ weaknesses were not 
explored. I deliberately caution myself not to intrude into psyches of the 
participants. Despite this I made provision for debriefing sessions by inviting the 
Chief Social Worker of the hospital to be within reach on each interview session 
(Appendix 6). However, all the interview sessions went well and there was no 
need for debriefing session. To avoid exploitation the participants were all given 
information guide (appendix 2) as suggested by Polit et al., (2001) explaining 
what the study entails, that it is voluntary and that they can pull out at any time if 
they wish to. 
PRINCIPLE OF HUMAN DIGNITY 
This principle includes the right to self-determination and the right to full 
disclosure (Polit et al., 2001). The right to self determination was achieved by 
stating in the participants information guide (Appendix 2) that participation is 
voluntary and refusal to participate has no risk of incurring any sanction, penalty 
or prejudicial treatment to either the potential participants or their sick relatives 
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(Polit et al, 2001). The right to ask questions, to refuse giving certain information 
and to terminate their participation at any time during the course of the interview 
was stated in the information pack. All potential participants were given informed 
consent (Appendix 3) to sign before participating in the study and those that 
consented were given additional informed consent (Appendix 7) on the day of the 
interview to assure them of their power of free choice and voluntary participation. 
PRINCIPLE OF JUSTICE 
This principle includes participants’ right to fair treatment and their right to 
privacy. To achieve fairness and equity, I selected the study participants based 
on the research inclusion and exclusion criteria and not on their vulnerability or 
compromised position (Polit and Beck, 2006). To assure the right to privacy, all 
the data collected were kept in strictest confidence and interviewees were 
pseudo-named. I made myself accessible to the participants through my mobile 
phone and email. 
 
                PRESENTATION AND DISCUSSION OF FINDINGS 
 
PERCEIVED MEANING OF PHYSICAL RESTRAINT: 
It is amazing that none of my participants was able to give a definite meaning of 
physical restraint; instead all of them laboured to describe the uses or types of 
physical restraints using the words that may suggest lack of knowledge of the 
topic as most of what was said could be from experience. When I inquired about 
their perceived meaning of physical restraint the following were excerpts of their 
responses: “They’ll have a belt on to make sure they don’t get up or fall … SS5” 
“The person in bed should always have the rail up just in case they fall and do 
some damage … SS6” 
These participants were able to give the types of physical restraints they see in 
use in the hospital and the reasons why they are used. They could not give their 
perceived meaning of exactly what physical restraints were. According to the 
literature, one of the difficulties in researching restraint use is the lack of 
consensus about what constitutes physical restraints (Nay and Koch, 2006). In 
this study, participants described physical restraints as safety measures; with the 
belt related to using a safety belt in the plane or in a car, and side rails described 
as protective devices but not described physical restraint. 
Another participant described the extreme case of physical restraint which could 
have been from the type of experience he has had in the past. 
“I’ve seen patients tied up to chairs; I’ve seen patients needing to be restrained 
…SS4” 
Some of the participants saw restraints as safety devices and necessary 
precautions in the care of the older people. This belief was confirmed in the 
literature, where the main reason given for the use of physical restraint is to 
prevent falls and harm (Gallinagh et al., 2002; Hamers et al., 2004; Chuang and 
Huang, 2007). 
“They use them for patients to keep them safe … SS3” 
“Restraints are a necessary precaution … PL” 
Many of the participants admitted to not knowing the meaning of physical 
restraint. 
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This did not show a good reflection on the attitude of the nursing staff in the unit 
concerning educating the relatives of the patients on the use of physical restraint. 
This study did not involve any of the health professionals and so the reason for 
the lack of education could not be explored. 
“I don’t know enough … SS1” 
“Em … not very much ... but I won’t be in favour of them … SS2” 
“There wasn’t an awful lot that I knew about them … PL” 
“The only thing I know about physical restraint is that … they will need them … 
SS4” 
“Not a lot, except that they are necessary … SS6” 
Even the very person who claimed to have known much about physical restraint 
stated: 
“I would have a lot of knowledge … I work in a caring profession … I would have 
encountered restraints, they could be in form of straight jacket or been tied up to 
the chair or secluded…SS4 
 
It appears that the decision to use physical restraint on their family members are 
imposed, no serious family education took place thus no informed consent was 
obtained. This could be a strong enough reason to generate family resistance to 
the use of physical restraints. It is obvious that the relatives have poor 
understanding as to what physical restraints means. Their poor understanding 
and knowledge of what physical restraints are, might have affected their feelings 
and misgivings. 
 Physical restraint according to the literature, is any device, material or 
equipment, attached to or near a person’s body, which cannot be controlled or 
easily removed, and which deliberately prevents or is deliberately intended to 
prevent a person’s free body movement to a position of choice and access to 
their body (Gallinagh et al., 2001; Gallinagh et al., 2002; Mott et al., 2005; 
Gastmans and Milisen, 2006).  
I would have expected the participants to mention that physical restraint deny 
patients their freedom, which would be the reason why they were classified as 
forms of abuse in the literature. It is also claimed that the use of physical 
restraints does not reflect their rationalised nursing care since the preventative 
function of therapeutic physical restraint has not been proven (Hamers et al., 
2004). 
Defining restraints is not straight forward. For example not all healthcare workers 
consider bedrails to constitute restraints (Koch, 1994; Harmers et al., 2004) and 
nursing staff in the study of Black and Haralambus, (2005) expressed differing 
opinions regarding whether recliner and tub-chairs or wheelchair feet flaps could 
be forms of restraints. In this study, physical restraint includes, but not limited to 
bedside rails, screw on tabletops, bedclothes, tipping chairs, wheelchair belt 
when not in transit, manipulation of furniture, limb and wrist restraints. Others are 
applying breaks to wheelchair against patients’ will, putting walking stick out of 
patients reach and putting wheelchair out of the reach of a wheel chair bound 
patient (Gastmans and Millison, 2006). 
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 It is a common belief that the knowledge one has about a phenomenon would 
affect one’s feelings and subsequently one’s relationship with the phenomenon. It 
is obvious that the participants used the years of experience in which their 
relatives were physically restrained to describe the types and feelings of 
acceptance or rejection of physical restraints. Knowledge is required to make 
unbiased decision and such knowledge can influence feelings and decision-
making. 
  

HOW PERCEIVED MEANING HAS AFFECTED THE FEELING ABOUT PHYSICAL 
RESTRAINT 

The findings of this study revealed that the participants feeling on the use of 
physical restraint can be divided into three categories: Acceptance, Rejection 
and Ambivalence. 
Acceptance: Almost a half of the participants, accepted the use of physical 
restraint on their relatives. Some samples of statements made to suggest this 
are: 
“…Well, he has to be restrained …it’s acceptable, it doesn’t seem to cause him 
any discomfort … He’s happy enough with it….SS3”. 
“I feel good about it; they put the rail up only when she is in bed…SS6” 
“Well, because it’s for their own safety, I don’t mind, it’s good…SS2” 
The participants quoted above described their feelings about the use of physical 
restraints as acceptable and good based on how it has been used on their 
relatives but not on their own personal feeling about it. One can sense the tune of 
the use as necessary e.g. “…well he has to be restrained… its acceptable… he 
is happy enough…SS3. This participant appears reluctant to reject because he 
did not indicate his personal feeling but the feeling of the patient. 
Rejection: The participants that have negative feelings about physical restraint 
based their comments on their personal experience, observation and patients 
perceived feeling, their comments are outlined below: 
“I won’t agree with it at all, I would be totally against it, it is much undignified … 
SS1” 
“I wouldn’t be in favour of them … SS3” 
“… Very, very sad, I feel very sad…. He is not aware of his situation that is the 
only peace of mind I have … PL” 
“Oh horrified, totally horrified … It would be upsetting unless if he is aggressive or 
Violent … SS4” 
Ambivalence: The participants that are ambivalent about the use of physical 
restraint still believe the devices have safety value. 
“It doesn’t bother me at all, the belt, the bar or the little buzzer, no, that won’t 
upset me too much … SS1” 
“It’s ok, the cot side and the belt I suppose, and it’s protective in case she topples 
out of the wheelchair … SS5” 
From the responses of all the participants, it is clear that they all expressed 
concerns for patients’ safety by mentioning the need to protect patients from 
falling. Concern for safety took precedence over their feeling for the use of 
physical restraint. This finding is in accordance with the study of Moore and 
Haralambus, (2007) where family members recognised the emotional distress 
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that restraints can cause, but still felt without restraints, serious physical injuries 
were likely to occur and these were considered to be of greater concern than 
their emotional distress. 
 
 INVOLVEMENT IN DECISION MAKING 
The majority of participants of this study expressed feelings that suggest they 
were not involved in the decision to use physical restraints on their relatives. 
Participants made categorical statements to show this when asked if they were 
involved in the decision to use physical restraint. 
“No, nobody told me, I was not involved, I was neglected … SS3” 
“No, I can’t remember it being an issue … SS5” 
“No. not really, I’ll say no, but I would have loved to be involved … SS1” 
“No, but I’ll have no problem with that, as long as he is not tied-up in bed, arms or 
Legs … SS4” 
 
The education process in terms of falls reality should start at the time of 
admission so that residents and their families do not enter the long-term facility 
under the false impression that they would be kept fall-free throughout their stay. 
According to Feinsod et al., (2005) the expectations on admission should match 
the care plan approach of reducing but not eliminating falls and reducing injury 
from inevitable falls. These authors believed that patients and their relatives 
should be educated about the meaning, indications, risks and potential benefits 
of physical restraint use in order to understand the indication and purpose of the 
use of physical restraint. 
“Yes one of the nurses explained to me when he needed it the very beginning… 
she said it was becoming necessary but I didn’t understand anything about it … 
PL” 
“I can’t recall now, but they may have because my mother is restrained a long 
time… 
I am sure they mentioned it, but I can’t recall when… SS2” 
Hendel et al., (2004) found that relatives worry about the care of their family 
members. They believe staff members treat all elderly patients alike, with little 
individualization of treatment regimens. These authors believe family members 
became involved in the decision-making process regarding restraints only when 
the nursing staffs viewed family members as impediments to either restraints 
placement or removal. 
 When families do not get information concerning the reasons for restraint use, a 
misconception related to their use may occur. Castle, (2000) found that a lot of 
the families indicated that they were not informed before their loved ones were 
restrained. The study of Gallinagh et al., (2001) also concur with this finding, a 
study they carried out on hospitalized older adults found that relatives were not 
consulted in the decision to restrain the patient. 
According to Gastmans and Millisen, (2006) the ability of human beings to make 
choices must always be respected in the context of physical restraint. From this 
derives the ethical norm that when physical restraints are being considered, 
caregivers should inform competent older persons, and educate their relatives as 
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fully as possible, about the various treatment possibilities, their nature and aim, 
their pros and cons and effects and potential risks. 
According to Cheung and Yam, (2005) the society places high value on personal 
autonomy, this is considered to be the dominant ethical principle in Western 
culture. Within caring context, respect for autonomy and integrity is utmost 
important when dealing with the well-being of another person. Even after a 
person ceases to be legally competent, healthcare providers should continue to 
respect the autonomy of the person, and their decision respected. When a 
resident is declared incompetent, a substitute decision maker e.g. next of kin 
should be involved in the decision making process (Blais, 2004), especially when 
it relates to the use of physical restraints (Hendel et al., 2004). 
 
PHYSICAL RESTRAINT: A COMMON PRACTICE 
The use of physical restraint has been associated with hospitalized older people. 
The comments of majority of the participants confirmed the perception of the 
relatives on physical restraint as ritualized accepted practice. Because majority of 
the participants were not involved in the decision to use physical restraint, 
prompted me to ask how often they come to visit their patients, and why they did 
not bother to query the nurse’s action on their patients. Some of their responses 
were: 
“Its common in hospitals, they could be asleep….have their wits alright with them 
and still have the bed rails up … SS3” 
“I think that’s the procedure with older people … SS2” 
“… Elderly people in hospitals….you’ll see they are always put in bed with rails 
up … SS6” 
“… They just automatically put up the two side rails; it’s only when she is not in 
bed that the two rails are down… SS4” 
Hammers et al., (2004) found out that physical restraint use is a common 
procedure with cognitively impaired residents in nursing homes. They are in most 
cases used as routine procedures. These views are similar to those expressed 
by relatives of elderly patients in the study of Gallinagh et al., (2001), where 
participants saw safety and ritualized accepted practice as being the reasons for 
bed rails use. A study by Bakker et al., (2002) also indicated that bedrails and 
belts are commonly used in nursing homes. 
The prevalence of restraint use reported in the literature ranges between 15% 
and 66% in nursing homes and between 8% and 68% in hospital settings 
(Hamers et al., 2005). 
Although the use of various physical restraints had been reported in the 
literature, bilateral and unilateral bedrails and belts are the most used restraints 
in the care of the elderly (Hamers et al., 2005). 
One of the participants who tried to justify the ritualized use of physical restraints 
stated that: 
“...They are used when patients get agitated but long after the agitation 
diminished; they become everyday use … SS4” 
Another participant stated that healthcare workers use physical restraint because 
they see it as a cheaper option hence it is commonly used 
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“… Restraining patients I think is a cheaper option, when they get agitated, so its 
used always …SS5” 
 
SAFETY ISSUES 
All the participants interviewed justified the use of physical restraint in terms of 
their safety function, which is to prevent falls. Falls has been found to be a major 
problem in residential aged care (Shanley, 2004). Dunn (2001) asserted that, 
falls are responsible for more than one third of the deaths from unintentional 
injury in people’s age 65 years and older. When asked why they think physical 
restraints are used in the care of the elderly, all the participants in this study 
focused their statements on the anticipated preventive function of physical 
restraint. 
“…he could slip down or may even roll over in a bed or something, and the 
restraint; I feel in this case it is for his protection … PL” 
“I think well, to keep patients safe, in case they fall out or hurt themselves or hit 
the table….it will be more for their safety … SS2” 
“I suppose the most important thing is safety for the patient. Restraints are 
obviously there to help the patients … SS3” 
“… for instance, if the person actually falls out of the bed she could do some 
damage…she can also fall out of the chair if she doesn’t have the belt on … 
SS6” 
A major reason cited in the literature for the use of physical restraint in the care 
of the elderly is falls prevention, (Capezuti, 2004; Hammers, 2004, 2007).  
Falls are associated with major morbidity, functional decline and increased 
healthcare expenditure (Tinetti et al., 1994). Half of those aged 75 years and 
above who fracture their hips because of a fall die within one year (Rawskey, 
1998).  
The physical impact on the patient especially that of discomfort, injury, increased 
morbidity, psychological implications, decreased self-confidence and fear of 
further falls culminates in a significant reduction in quality of life (Mitchel and 
Jones, 1996). With all the consequences of falls in mind, especially that a 
patient’s fall reflects the quality of care by the nurses, and that nurses experience 
fear of blame, anxiety, guilt and distress following a fall by a patient in their care 
thereby want to prevent falls by all means (Fitzgibon and Roberts, 1988). 
However, this justification for the use of physical restraints has been extensively 
researched, and falls is no longer considered the main factor underlying the 
decision to use physical restraint as it has been found that they do not prevent 
falls (Gallinagh et al., 2002).  
Some participants also related the use of physical restraint to the prevention of 
harm among confused and agitated patients, especially patients with dementia 
and Alzheimer’s disease who may harm themselves, other patients or the 
healthcare workers. Anecdotally, it is a common belief that restraints are to 
prevent patients’ harm (Lee et al., 1999). 
“Well in most cases I think it’s to try and avoid risk of harm, more harm to the 
patient or the others … SS5” 
“To prevent harm, yeah patients who are at risk of absconding or assaulting other 
people … SS4” 
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“… The patient is agitated and confused; they can harm themselves or the care 
workers … SS3” 
It has been found out that the incidence of falls and harm in residents with 
dementia is higher than those without dementia (Shanley, 2003). Numerous 
characteristics of elderly patients have been related to the use of physical 
restraints e.g. cognitive status, psychosocial performance, past history of falls, 
wandering etc (Hamers et al., 2004). 
This study confirmed the study of Gallinagh et al., (2002) that physical restraints 
were applied to prevent unsteady and cognitively impaired patients from falling. 
Dementia is associated with a variety of behavioural and psychological 
symptoms (Lyketsos et al., 2000). Delusions, hallucinations, aggression and 
depression are highly prevalent in long-term care residents (Brodaty et al., 2001) 
and these addressed the issue of self-harm in long-term patients with dementia 
and Alzheimer’s. Simeon and Favazza, (2001) defined self harm as any 
intentional or deliberate act that results in organ or tissue damage, regardless of 
motivation or mental state. Some of the characteristics of a patient with dementia 
that can lead to the use of physical restraint are aimless repetitive behaviour and 
apathy, aggressive behaviour e.g. hitting oneself, banging head, banging one’s 
fist against objects or somebody else’s hair, pushing oneself back and forth 
leading to injury among others (Jonghe-Rouleau et al., 2005). 
 
 PARTICIPANTS PERCEIVED ALTERNATIVES TO PHYSICAL RESTRAINTS 
Despite the disadvantages stated by the participants, none of them was able to 
suggest in reality any form of alternatives to the use of physical restraint. None of 
the participants could envisage a restraint free environment in the care of the 
elderly unit. 
In Ireland, apart from the Mental Treatment Act (1945) cited by Irish Nurses 
Organisation (INO, 2003), there is no law authorising the restraints of an adult 
and thus depriving them of a fundamental human right. In addition to this, there is 
increasing evidence advocating restraints free care. Avoiding restraints involves 
an element of risk and nurses are always the victim. Strumpf and Evans (1991) 
believed that restraint free care should be established as the standard of care for 
older adults in all settings. Quinn (1994) suggested that all care staff and nurses 
should consider the use of the following ‘four A’s’ of restraint reduction. 
Attitude - Development of the attitude of ‘last result’ not first choice. 
Assessment - The careful systematic assessment of patients’ mobility, mental 
status and behavioural cues. 
Anticipation - The application of knowledge of treatment, interventions, 
therapeutic goals and the needs of older people. 
Avoidance - Implementation of alternative nursing measures to accomplish 
treatment goals without physical restraints. 
According to Koch and Lyon, (2001) restraint free environment is defined as, the 
non-use of bed rails, Posey vests, geriatric chairs, chemicals or lap belts for the 
sole purpose of restricting an older persons freedom to move. 
 Hamers et al., (2005) asserted that reducing the use of physical restraint in 
health care is a complex process because there must be a paradigm shift in 
clinical practice regarding the interpretation and response to behaviour 
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concerning physical restraint. Change in the standard of practice depends on 
breaking established myths and assumptions on the use of physical restraints. 
When asked if they can think of alternatives to the use of physical restraint, some 
of the responses were: 
“No, I honestly don’t think there is anything else … PL” 
“I don’t know, I can’t see how you can keep her safe without using the belt or the 
buzzer, I can’t think of anything … SS1” 
“… I don’t think there are any alternatives, I can’t see anything else, I can’t see 
any other method … SS3” 
One of the participants suggested modification in the use of physical restraint: 
“The only thing I think you can do is put her bed against the wall, using one side 
rail instead of two… SS6” 
Modification of physical restraints is not an alternative to the use but can reduce 
potential injuries. The adoption of any new intervention or change in care practice 
in nursing homes depends largely on administrative support and on evidence that 
the interventions are cost effective (Wagner et al., 2007). The interventions to 
reduce physical restraint use may require significant upfront spending in 
purchasing some equipment, and this may be a capital investment for the nursing 
homes. 
Another participant also suggested reduction in the use: 
“I can only say they don’t need to be restrained all the time, may be during the 
day most of them are perfectly OK during the night … SS4” 
 
It is important to state here that most patients are restrained during the night, 
because that is when the staffing level is usually very low. Gallinagh et al., (2002) 
concur with this in their study where they found out that decrease in staffing 
levels is associated with increase in the use of physical restraint. 
Another participant suggested that padding the side rails to prevent injury to the 
patients when in bed is the only way out since there is no alternative in sight; this 
is in accordance with the study of Gallinagh et al (2001) where some of the 
participants in their study suggested modification to side rail as alternative. This 
procedure is standardised, legalised and recommended when using side rails for 
aggressive and restless patients. 
“If the bed rails are not padded with cushion or blanket, it can cause harm, 
because when he gets agitated he can bang his head or arm or leg off the bed 
rails….its only the modification I can think of, no other thing … SS2” 
When the participants were asked how often they see their patients been 
restrained, they all stated “all the time, both day and night” although one of them 
said she will not count side rail as being restrictive. 
“Yes, all the time, she has the belt on, all the time, but I wont bother about the 
side rail she uses at night, I don’t see them as being restrictive because she 
needs them … SS2” 
A large number of patients that are restrained in the care of the elderly are due to 
agitation, confusion, aggression and other behavioural problems, but it has been 
found out that prolonged restraint use in care of the elderly units may actually 
increase the incidence of agitation, confusion, aggression and other behavioural 
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problems (Mamun and Lim, 2005). When choosing alternatives for the elderly, 
emphasis should be on individualized and the uniqueness of the patients and 
their unique problems (Hendel et al., 2004). 
 
STAFFING LEVEL 
When the participants were asked if they could think of a way of reducing or 
eliminating the use of restraints, the issue of low staffing level in the care of 
elderly emerged. Some of the quotes that emerged were: 
“The patients having a one to one or closer observation from staffs can prevent 
some of the use … SS4” 
“… You can’t keep an eye on them for 24 hours; you can’t be there all the time ... 
SS2” 
“I am afraid for nurses, as they get busier and busier; they’ll be pushed to use 
more restraints … SS3” 
“… if we are talking purely based on best care, I think more staff can prevent the 
use of restraints … SS5” 
The majority of my participants mentioned the inadequate number of nurses to 
support a reduction or elimination of restraints use. One participant suggested 
that:  
“There is nothing much that nurses can do except one to one care is 
implemented; there might be absolutely nothing the nurses can do … SS6” 
In a situation where there is a nurse and two healthcare assistants to look after 
twelve residents who are aggressive, wanderers, confused and a lot of time 
prone to falls, that will put the nurses under pressure to use physical restraints 
(Pekkarinen et al., 2006). 
This concurred with the study of Lai (2007) on why nurses initiate physical 
restraints use. Nurses seem to have been identified as the crux of the problem in 
restraint use. 
However, it needs to be understood that nursing staff may be victims in the issue 
of restraint use. More often than not, discussions in the literature fail to note that 
using physical restraint might be out of their power. 
One of the participants mentioned, “Talking purely based on best care”. It has 
been reported that a lot of time, the decision to restrain created conflict among 
the nurses between the need to protect and their professional values (Lai 2007). 
In as much as nurses will like to give their patients the best care, they will need a 
lot of support from the management concerning the pressure placed on the rates 
of fall and falls reduction. 
 
SOCIAL CONTACT: COMMUNICATION 
Another important subject that emerged when participants were asked to suggest 
possible alternatives to the use of physical restraint is that communicating more 
with the patients can reduce the use of physical restraints. Almost half of them 
claimed that reducing boredom by encouraging the patient to talk will reduce the 
use of physical restraint. For those who are able for it, even those that are 
cognitively impaired, like to talk about their past and when they do they are more 
relaxed, less agitated and a lot of them actually enjoy it. 
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“Have a little talk with them and be more interactive with them … give them a bit 
of stimulus, the ones that are able for it … SS3” 
“I think communication … depending on how they communicate with her … 
When she gets agitated, you can see that it has a very calming effect on her … 
SS5” 
“Yeah … boredom, I think agitation can come from boredom and frustration … I 
think communication does negate the effect and the amount of times that she 
gets frustrated …SS4” 
Many elderly patients are unable to communicate directly their needs or 
concerns, the most common way such patients can make their concerns known 
is through the behavioural medium. With dementia patients, understanding their 
needs can be very challenging as they are not able to learn new behaviours or 
sometimes remember instructions. The only strategy for nurses to understand 
what their needs are is through effective communication. 
Because all behaviour has meaning, the challenge for the healthcare 
professionals, is to decipher the message displayed by a particular behaviour. 
In the care of the elderly, this process becomes more complicated because often, 
there is more than one reason for the behaviour. The difference will then be 
explored one by one until the cause of the behaviour; either agitation or 
aggression is revealed. 
Communicating with the patient when agitated, confused or aggressive brings 
calming effect on them most times and thereby, might reduce the use of physical 
restraint. This idea on communication is consistence with the study of Koch and 
Lyon, (2001) that to have a restraint free environment, there must be improved 
communication and effective interaction between staffs and residents.  
 
RESOURCES: OBSTACLE TO ALTERNATIVES 
It is estimated that there are 452, 200 persons aged 65 years and above living in 
the Republic of Ireland, representing 11.5% of the total population of 4.57 million 
in 2002 (Central Statistics Office as cited by Nursing and Midwifery Planning and 
Development Unit 2004). The population of the older people in Ireland will grow 
to 14% of the total population by the year 2011. Healthcare of the older people in 
the past was more of a family affair, but this is no longer the case. Due to 
continued participation in the workforce by women and changes in the family 
structure, there is now greater reliance on formal health and social care 
structures. 
The Human Rights Commission (2003) stated that older people should be able to 
live in dignity and security and be free of exploitation, physical and mental abuse. 
They should be treated fairly, regardless of age, gender, racial or ethnic 
background, disability, financial situation or any other status and be valued 
independently of their economic contribution.  
According to the Nursing and Midwifery Planning and Development Unit (2004), 
more than 35,000 people in Ireland have dementia, of which Alzheimer’s is the 
most common form. The incidence of Alzheimer’s disease in the over 80s’ is 25% 
and this is on the rise. The question now is whether healthcare delivery system in 
Ireland is able to supply all the necessary needs of the older people in relation to 
person centred care. Ageing is a normal process of time related changes that 

 29



begins at birth and continues throughout life (Fitzgerald 2004). It occurs through 
every seconds and minutes of the day.  
According to Fitzgerald (2004) older people have not been beneficiaries of the 
economic boom in Ireland. It is widely acknowledged that the provision for age 
related diseases such as stroke and dementia are under-developed. Des O’Neil 
(2004) argues that treatment options can be seen to become limited in advancing 
years and older people appear to be easily excluded from clinical trials on the 
basis of co morbid conditions 
Nursing home residents who are cognitively impaired, or have conditions such as 
impaired mobility, increased risk for injury, nocturia or incontinence, and sleep 
disturbances, are at greatest risk for physical restraint use (Wagner et al., 2007). 
The best alternative way to keep this category of patients safe is that they are 
nursed individually or create a safe environment for them which might mean the 
purchase of new equipments to improve their quality of life. 
Reducing the use of physical restraint in healthcare is a complex process 
(Hamers et al., 2005). However, as complex as it is, the removal or reduction of 
physical restraints improves quality of life (Mamun and Lim, 2005). In support of 
this claim, Shanley (2003) asserted that implementing programmes to improve 
clinical practice and quality of life, especially in care of the elderly, depends on 
getting optimal management and resource support. When the participants were 
asked for any suggestions towards improving the use and reducing the use of 
physical restraint, the following were some of the quotes from participants in 
support of the above claim. 
“Resources in general, like snooze room, equipments to monitor them when they 
are put in a room to prevent harm to themselves and yet be free, obviously is a 
resource issue … SS5” 
“Lack of resources of cause will increase the use of physical restraint … 
especially with the economic recession and cut backs on healthcare staff … SS6” 
It should be noted that the findings of Werner et al (1994) indicating that the 
removal of physical restraints and implementation of restraint alternatives has a 
complex and costly process, is consistent with the study of Black and 
Haralambous (2005) where they found out that perceived shortage of staff, time 
and insufficient resources and concerns for legal implications are still listed as 
barriers to minimizing restraint. Nay and Kock (2006) also identified funds as 
being a deficient resource. Restraint reduction is perceived to be associated with 
increased workload and stress and that the safest and most expedient option 
considered is physical restraint. 
 

PARTICIPANTS PERCEIVED ADVANTAGES AND DISADVANTAGES OF     
PHYSICAL RESTRAINTS 

 ADVANTAGES 
The Irish Nurses Organisation (INO; 2003) stated that the Irish law recognises 
that in many cases restraints are necessary to ensure a right even higher than 
the right of consent - the right to life. As such anyone who uses chemical, 
physical or psychological restraints must ensure that the restraints are necessary 
to prevent patients from harming themselves or others. The decision to use 
restraint should be made in consultation with multidisciplinary team and the 
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patients’ families and it should only be used when all other nursing interventions 
have failed. Without doubt, the main reason to use physical restraints in health 
care is the prevention of falls (Hamers et al, 2004), the risk of which is a predictor 
of restraint use (Hamers et al, 2004). 
 Assisting in the nursing care management in situations of patients’ confusion, 
wandering and insufficient staff and prevent disrupting therapies are other 
reasons cited for the use of physical restraints (Hendel et al, 2004). When the 
participants were asked if there are any benefits in the use of physical restraints, 
majority stated that they are used for both the staff and the patients’ benefits: 
“I think it’s 50/50 … the staff can’t sit there watching her all the time…..with the 
belt on, it frees them to do something else … SS1” 
“… You can’t keep an eye on them for 24 hours, so its for the nurses benefit but 
by the same token its for the patients’ benefit, it’s a bit of both really … SS2” 
‘It’s just to make sure everybody is safe both the patients and the staff … SS6” 
One of the participants who believed the use of physical restraint is totally to the 
patients’ advantage stated that: 
“… He could hurt himself badly if there were no restraints, the cot sides and the 
seat belts in his chair … SS3” 
Two of the participants who believed that the use of physical restraint is just for 
the nurses’ benefit stated that: 
 
“Oh definitely, the restraints are to the nurses and care workers advantage. I’d 
say that it’s solely the benefit of the care workers and the nurses … SS4” 
“I am afraid for nurses, as they get busy and they are going to get busier, they 
will be pushed to use more restraint … they will want to prevent litigation 
because if a patient falls the family are going to complain and also the 
management, so they use restraint for their benefit … SS5” 
These findings suggest that the participants in this study have mixed perceptions 
towards the use of physical restraint in the care of the elderly. It was apparent 
that as much as they emphasized safety as the reason for the use of physical 
restraint, they also have concerns about the disadvantages that the use might 
bring. It was also revealed that as much as the relatives would love to be part of 
the decision making process, none of them were actually involved as they would 
have preferred though a relative claimed that she was merely notified after the 
procedure had been initiated. 
The participants were only referring to side rails and seat belts most of the time 
as the types of physical restraint. However, according to the literature, physical 
restraints can be anything from screw-on tabletops, bedclothes, tipping chairs, 
wheelchair belt when not in transit, manipulation of furniture, limb and wrist 
restraints, applying break to wheelchair against patients will, putting walking stick 
out of patient’s reach to putting wheelchairs out of the reach of a wheelchair 
bound patient (Gastmans and Milisen, 2006). 
In spite of their perceptions regarding negative effects of restraining patient, most 
participants supported occasional restraint use to prevent patients from falling 
and or harming themselves. Relatives’ perception on the use of physical 
restraints and the need to support its use may be made possible by the 
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understanding or experience that in certain circumstances a better alternative for 
assuring a patient’s safety does not exist. Sometimes, the reason why physical 
restraint use is not supported is lack of information concerning its risks and 
implications as evidenced by more positive responses to its use. 
Ethical and legal issues on the use of physical restraint may explain why nurses 
resist the reduction of restraint use. The use of physical restraints may threaten 
the three cardinal principles of ethics i.e. beneficence, non-maleficence and 
autonomy. Nurses are morally obligated (non-maleficence) to protect patient from 
evil or harm (beneficence) while simultaneously maintaining respect for their right 
to autonomy. 
An ethical dilemma may occur when a nurse has to decide whether to use a 
physical restraint as an intervention to prevent injury, knowing the consequences 
of decreasing an older person’s mobility and freewill. The commitment to provide 
quality care and quality of life for residents in the care of the elderly is very 
important and highlights the concept of calculated risk taking which is an integral 
part of life that should not be denied older people. 
 
DISADVANTAGES 
Despite the participants in this study agreeing that physical restraint is mainly 
used to prevent patients from falling or harming themselves, they nonetheless 
stated their feelings on the types of risk involved in the use of physical restraints. 
When asked what they think are the disadvantages to the use of physical 
restraints, only one out of all the participants stated that there is no disadvantage 
to its use. 
“No, I can’t think of any disadvantage; it is for their good … SS6” 
Following are some of the quotes of the participants on the disadvantages of the 
use of physical restraints. 
“When they get agitated, they might use the side rail as the lever to get out, that 
can be dangerous … SS1” 
“For a patient who is agitated, using the cot sides can increase the risk to the 
patient … SS5” 
“My fear about cot sides would be that she would fight and climb up on them and 
eventually topple over from them … SS4” 
It is of note here that many of the participants referred to side rails. This is in 
accordance with the study of Gallinagh et al (2001) where it was shown that side 
rails are the most commonly used physical restraint in the care of the elderly and 
the one associated with most common adverse effect. In a study by Hangar 
(1999) bed rails were identified as particular risks to patients. The study 
suggested that bed rails could be reduced without increased risk to older people. 
Lee et al., (1999) suggested that bed rails have the potential for the occurrence 
of more serious accidents because the patient may fall from a greater height. 
Watson (2001) concurs with this and states that patients’ can receive injuries if 
they put their limbs between the bars. If patients or their relatives choose to have 
bed rails as a measure of security, it is advisable that the reason be documented 
in the patient’s care-plan.  
Some of the participants also raised the issue of lack of proper training for the 
nursing staff in relation to the use of physical restraints as a disadvantage. They 
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contended that if staffs are well educated on the use of physical restraints, the 
risk might be minimized. Some of the quotes stated are: 
“If people aren’t properly trained to use them, they can cause pain … SS3” 
“The restraint could be abused, that is a grave disadvantage … PL” 
“If nurses are not properly trained to implement, check and make sure that 
procedures are followed, it can cause harm to the patient … SS1” 
Ludwick et al (2008) indicated the need for employers to support on-going 
education in the use of physical restraint. They are of the opinion that staff 
education in physical restraint use will also encourage the use of alternatives to 
restraints and reduction in the usage. 
One of the participants also mentioned the need to monitor and supervise 
patients when they are physically restrained. 
“If patients are not well monitored or supervised, the restraints can cause injury 
… SS3” 
When staffs are at hand to monitor and supervise patients that are restrained, 
they can always save the situation of patients doing more harm to themselves. 
Another participant suggested padding the side rails to prevent injury to the 
patients when in bed: 
“If the bed rails are not padded with cushion or blanket, it can cause harm, 
because when he gets agitated he can bang his head or arm or leg off the bed 
rails … SS5” 
This is in accordance with the study of Gallinagh et al., (2001) where some of the 
participants in that study suggested modification to side rails as alternative. 
One of the participants focussed on the psychological effect of physical restraints 
use on the patient: 
“There would be harm, nobody wants to be restrained, imagine … What is going 
on in their mind … SS4” 
Gallinagh et al., (2000) reported negative feelings like humiliation, 
demoralization, indifference and low self worth in elderly patients who 
experienced restraints. This is consistent with the study of Hamers and Gulpers 
(2004) in which four caregivers were voluntarily restrained for 24 hours. They 
reported very unpleasant experiences like the complete absence of privacy, 
freedom of movement and independency. 
  

SUMMARY 
 
As much as the participants recognised the expertise of the professionals, the 
failure to involve them in the decision making process relating to the use of 
physical restraint was clearly shown in this study. Establishing partnership with 
the relatives of the elderly patients, in form of communication and involving the 
patient where possible will give the relatives the opportunity to ask questions and 
to identify with the need of the nurses in providing care for these elderly patients. 
The need to educate relatives on the types, indication, alternatives and potential 
risks involved in using physical restraint emerged in this study, as protection 
appears to be the ultimate aim of using physical restraints. 
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The study shows that despite the fact that relatives are aware that physical 
restraints have disadvantages, majority of them still accepted the use and could 
not suggest a realistic alternative to its use. The relatives also identified lack of 
funding to employ more hands as an impediment in the care of the elderly. It was 
a consensus among the participants in this study that when there is increased 
number of staff on duty there may be a reduction in the number of physical 
restraint use. 
  

LIMITATIONS OF THE STUDY 
 
Reflecting upon the overall aim and the objectives of the study, certain limitations 
were identified which were recognised while evaluating the study findings. The 
sample population was taken from one hospital with six care of the elderly wards; 
two Alzheimers care wards and one care of the elderly day care unit. This 
contributed to the limited generalisability of the findings to similar care of the 
elderly Units. The small sample size consistent with phenomenological qualitative 
study has equally contributed to my ability to explore the understanding of the 
participants through which the rich data were obtained (Fielding, 1994). 
Choosing purposive sampling also limited the findings of the study. The use of 
nonprobability sampling, such as the purposive makes the findings of a study 
liable to bias which further reduces the credibility and generalisability (Polit et al., 
2001). To overcome some of these weaknesses, after the pilot interview, I 
conducted six one to one semi-structured interviews. 
This study was done in partial fulfilment of the award of a Master’s degree; 
therefore, the stipulated timeframe could have placed certain restrictions on the 
study. Thus, the timeframe coupled with my limited experience in qualitative 
research restricted the credibility of the study. To overcome these weaknesses I 
conducted the study with adherence to the college regulation and I worked under 
the supervision of my academic supervisor who was able to competently bridge 
the gaps. 
 
 
 

DISSEMINATION OF FINDINGS 
 
The focus of nursing researchers is to strive and disseminate their findings to 
their colleagues and other healthcare providers (Polit et al., 2001). The findings 
of this study will not fall into the category of some other nursing studies, which 
have no effect on practice, this is against the principle of a high quality study 
hence the findings will be extensively disseminated to enhance possible 
utilisation. 
A copy of this study will be presented to the Director of Nursing services of the 
study site and will be circulated to the care of the elderly units at the local level. I 
also intend to present the findings of this study at a care of the elderly seminar 
and a wider national forum. The findings of this study will also be submitted for 
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publication in reputable journals of nursing studies, such as the International 
Nursing Journal of Gerontology and the Journal of Advanced Nursing. 
 

IMPLICATIONS OF THE STUDY 
 
The need for research in nursing has been on the increase probably because 
nurses are expected to provide evidence-based practice from research findings 
to inform their decisions, actions and interactions with their clients (Polit et al, 
2001). The implications of this study will be discussed under these three 
headings: 
1. Implications for nursing practice 
2. Implications for nursing education 
3. Implications for nursing management. 
 
 Implication for Nursing Practice 
A lot of studies have been carried out over the years on the care of the elderly, 
resulting in a vast number of publications, including those on the use of physical 
restraints on the older people. However, information is scanty on the perceptions 
of relatives of elderly patients in long-term care on the use of physical restraints. 
Though the finding of this study is from one hospital out of many of its kind in the 
Republic of Ireland, the rich data will help improve nursing practice in Ireland and 
the global community. 
This study has revealed the need for nurses as professionals to establish 
partnership and work more collaboratively with patient’s relatives. An ideal 
partnership in form of communication involving the nurses, the relatives and the 
patients where possible is necessary. This will afford the patients and their 
relatives, the opportunity to ask questions and to identify their role in the 
provision of residents care. Apart from educating the relatives, through 
communication, these might bring reduction in possible litigation. There is also 
the need for nurses to review their professional role as patients advocate which 
Parsons (2004) claims professionals were to play. 
Although it is not practical to consider eliminating falls to eliminate the use of 
physical restraints, an interdisciplinary team focussed approach that 
concentrates on reducing falls risk is an achievable goal when caring for frail 
elderly resident in long-term care facilities. Multiple co-morbid conditions as well 
as discomfort and environmental issues contribute to the risks associated with 
falls. When approached in a coordinated manner, these conditions can be 
identified and interventions designed (Feinsod et al., 2005). Each member of the 
interdisciplinary team has a specific expertise that should be utilised when 
creating therapeutic approaches. Realistic care plan, staff in-service training and 
flow of information from the nursing care plans to the healthcare assistants will 
help to coordinate approaches to reduce fall risk thereby reducing the use of 
physical restraints. 
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Implications for Nursing Education 
The importance of life-long learning (Experiential Learning) cannot be over 
emphasized in a profession like nursing, as there are innovations everyday in the 
world of science. If nurses will have to educate the families of elderly people they 
will have to be well informed and educated as ‘you can only give what you have, 
what you don’t have you can’t give’. The Report of the Commission on nursing 
(1998) has identified Care of the elderly as a key area for development within 
nursing. 
The Report of the Commission on nursing (1998) highlighted the need to develop 
and strengthen the availability of professional development for all nurses and 
midwives. It recommended that nursing education in Ireland should evolve to 
ensure the continued development and progression of nursing practice in 
keeping with international trends and developments in best practice. Nurses will 
need to engage in personal and professional development through further 
education and in-service training. 
Continuing Professional Education is linked to providing and improving quality of 
patient care in the code of Professional Conduct (An Bord Altranais, 2000) 
According to this code each nurse is accountable for improving professional 
knowledge and competence. Continuing education also underpins the expansion 
of nursing practice as outlined in the Scope of Professional Practice document 
 (An Bord Altranais 2000). 
In-service education in the care of the elderly should include fall-risk assessment 
and prevention programme; and there should be education on the management 
of the confused, aggressive and wandering patients. There should also be on-
going education to unravel creative alternatives to the use of physical restraint. 
The inservice education centre of the hospital is urged to introduce training 
nurses and the other disciplines in the hospital on the issue of physical restraint 
and alternatives. 
 
 Implications for Nursing Management 
The nursing management unit plays a vital role in designing policies and 
evaluating nursing practice in general. The findings of this study will equip the 
nursing management in providing its vital role in health care. To overcome the 
barriers such as initial extra costs, introducing new models of care, there should 
be lobbying of relatives and other health professionals to be involved in the 
course to improve nursing practice concerning the use of physical restraint. In 
order to find a realistic alternative to the use of physical restraint, the Director of 
Nursing and the other Nurse Managers must support the idea in principle and in 
practice. For existing institutional cultures to shift the nurse managers will need to 
state clear philosophy and well-developed policies focusing on assessment and 
incorporated evaluation on the use of physical restraint. Management is also 
advised to balance the pressure put on the staff concerning falls prevention and 
the use of physical restraint. 
Introduction of new care plans is advocated that will be more individualised and 
lead to increased communication and interaction between staff, residents and 
family members. The development of new individualised care plan will focus on 
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relaying issues of concern to nursing management. Guidelines developed by 
professional nursing organisations like the Irish Nurses Organisation (2003) on 
the use of restraint in the care of the older person would be beneficial to 
healthcare administrators who may have to compile local directives.  
 

RECOMMENDATIONS FOR FUTURE RESEARCH 
 
Believing that both research and practice in the care of the elderly should devote 
more attention to the relationship between older people’s family and the 
healthcare staffs, this study has indicated that there is need to explore the issue 
of involving family more in the care of their patient. Making the family’s care 
giving role more realistic and qualitative might reduce agitation, confusion, and 
aggression in the older people and hence reduce the use of physical restraint. 
I would also recommend further studies on this research topic, using a larger 
sample size collected in several locations across Ireland. This, I believe, will give 
a broader view, deeper understanding and a more generalised finding on the 
subject. The use of triangulation may also be considered as a better option to 
generate more credible data for future research on the topic. This is because of a 
common belief among nurse researchers that the use of multiple research 
approach in a sample study can ascertain obtaining and understanding of the 
phenomena under investigation (Denzin, 1989). 
 

CONCLUSION 
 
This study has revealed that the relatives of patients in the care of the elderly 
units have little or no knowledge of the meaning of physical restraint. Although 
they have the knowledge of the types of physical restraint, it is a common belief 
that the way one understands and the knowledge one has about something will 
affect the perception one will have about it. The findings have shown that 
although majority of the participants accepted the use of physical restraint, they 
still want to be involved in the decision to use or not use physical restraint for 
their patients. It appears therefore that they accepted the use of physical restraint 
for safety reasons and the belief that it is common practice in the care of the 
elderly. 
Although the participants are aware of the risks involved in the use of physical 
restraint, yet they could not give a realistic suggestion on the alternatives to 
physical restraint use. It was revealed also that lack of resources and low staffing 
level might have constituted to physical restraint use. This study did not fail to 
highlight the importance of management support for nursing staff on the use of 
physical restraint, both in implementing the reduction or finding alternatives and 
also in reducing the pressure on the nursing staff to prevent falls by all means. 
This study therefore suggests that when nurses are faced with inescapable need 
to restraint elderly patients, they should adhere strictly to the INO (2003) 
guidelines on the use of restraint in the care of the older people. If a patient is 
protected from injuring himself or herself, or the others and he is provided with 
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the most thoughtful nursing care, then one has satisfied her conscience and 
guard against any legal liability. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 38



REFERENCES 
Allen, D. G. (1995) Hermeneutics: Philosophical traditions and nursing practice 
research. Nursing Science Quarterly, 8 (4), 174-182. 
 
Allen,M.N., Jensen, L. (1990) Hermeneutical Inquiry, Meaning and Scope. 
Western Journal of Nursing Research. 12 (2), 241-253.  
 
An Bord Altranais (2000) Scope of practice for Nursing and Midwifery 
Framework. An Bord Altranais, Dublin. 
 
An Bord Altranais (2000) The code of professional conduct for each Nurse and 
Midwife. 2nd. Ed. An Bord Altranais. Dublin. 
Bailey, D. M. (1997) Research for the Health Professional: A Practical Guide. 2nd 
Ed. Philadelphia: F. A. Davis. 
 
Beauchamp, T., Childress, J. (2001) Principles of Biomedical Ethics, 5th Eds. 
Oxford University Press, Oxford. 
 
Bell, J. (1998) Doing your research Project: A Guide for First Time Researchers 
in Education and Social Sciences. 2nd Ed.OUP. 
 
Black, N., Brazier, J., Fitzpatrick, R. and Reeves, B. (1998) Health Services 
Research Methods: A guide to best practice. BMJ 
 
Blais, L. (2004) The Dilemma of Restraint use in Long Term Care: Re-examining 
the legislative and ethical implications. Canadian Nursing Home, 15, 20-22. 
 
Bourbonniere, M., Strumpf, N. E., Evans, L. K., Maislin, G. (2003) Organizational 
Characteristics and Restraint Use for Hospitalized Nursing Home Residents. 
Journal of American Geriatric Society. 51, 1079-1084. 
 
Brodaty, H., Draper, B., Saab, D. (2001) Psychosis, depression and behavioural 
disturbances in Sydney Nursing Home residents: Prevalence and predictors. 
International Journal of Geriatric Psychiatry. 16, 504-512. 
 
Burns, N. and Grove, S. K. (1997) The Practice of Nursing Research: Conduct, 
Critique and Utilization. Missouri: Elsevier Saunders. 
 
Burns, N. and Grove, S. K. (2005) The Practice of Nursing Research: Conduct, 
Critique and Utilization. 5th Edition. Missouri: Elsevier Saunders. 
 
Byrne, M. (2001) Evaluating the findings of qualitative research. AORN Journal. 
73, 703-706. 
 
Capezuti, E. (2004) Minimizing the use of restrictive devices in dementia patients 
at risk for falling. Nursing clinics of North America. 39, 625-647. 

 39



 
Castle, N. G. (2000) Differences in Nursing Homes with increasing and 
decreasing use of physical restraints. Medical Care. 38 (12) 1154-1163. 
 
Cheung, P. P. Y., Yam, B. M. C. (2005) Patient autonomy in physical restraint. 
Journal of clinical nursing. 14. 34-40. 
 
Chuang, Y.H. and Huang, H.T. (2007) Nurses' Feelings and Thoughts About 
Using Physical Restraints on Hospitalized Older Patients. Journal of Clinical 
Nursing. 16(3): 486-494. 
 
Clark, L. and Kotzer, A. M. (2003) Data Management: Quantitative and 
Qualitative: In: Oman, K. S., Krugman, M. E. and Fink, R. M. (Ed) Nursing 
Research Secrets Philadelphia: Hanley and Belfus. 
 
Cormack, D.F.S. (1998) The Research Process in Nursing. 3rd Ed. Blackwell 
Science. 
 
Cormack, D.F.S. (2000) The Research Process in Nursing. 4th Ed. Blackwell 
Science. 
 
Cotter, V. T. (2005) Restraint free care in older adults with dementia. Keio journal 
of medicine. 54, 80-84. 
 
Darcy, L. (2007) Reducing and/or minimising physical restraint in a high care, 
rural aged care facility. International Journal of Evidence Based Healthcare. 5, 
458-467. 
 
Demir, A. (2007) Nurses’ use of physical restraints in four Turkish Hospitals. 
Journal of Nursing Scholarship. 1, 38-45. 
 
Dimond, B. (1995) Legal Aspects of Nursing. Prentice Hall, London. 
 
Dunn, K.S. (2001) The effect of physical restraints on fall rates in older Adults 
who are institutionalized. Journal of Gerontological Nursing. 27 (10), 40-48. 
 
Ellerton, M. L. (2002) Client restraints: More than a safety issue. Canadian 
Nurse: 98, (2) 32-33. 
 
Evans, D., Fitzgerald, M. (2002) The experience of physical restraint: a 
systematic review of qualitative research. Contemporary Nurse. 13, 126-135. 
 
Evans, D., Hodgins, B., Lambert, L., Wood, J. (1999) Fall prevention: a 
systematic review. Clinical effectiveness in Nursing. 3, 106-111. 
 

 40



Evans, D., Wood, J., Lambert, L. (2003) Patient injury and physical restraint 
devices: a systematic review. Journal of Advanced Nursing. 41, (3), 274-282. 
 
Evans, D., Wood, J., Lambert, L., Fitzgerald, M. (2002) Physical Restraint in 
Acute Residential Care: A Systematic Review. Adelaide: Joanna Briggs Institute. 
 
Feinsod, F. M., Capezuti, E. A., Felix, V. (2005) Reducing Fall Risk in Long-Term 
Care Residents Through the Interdisciplinary Approach. Annals of Long Term 
Care. 13, (7) 24-33. 
 
Fielding, N. (1994) Varieties of research Interviews. Nurse Researcher. 1, (3) 4-
13. 
Fitzgerald, G. (2004) Conference Presentation at launch of “Population ageing in 
Ireland projections 2002-2010” National Council for ageing and older people. 
Dublin. 
 
Gallinagh, R., Nevin, R., Campbell, L., Mitchell, F. and Ludwick, R. (2001) 
Relatives’ Perceptions of Side Rail use on the Older Person in Hospital. British 
Journal of Nursing Vol. 10, No. 6, page 391-399 
 
Gallinagh, R., Nevin, R., Mc Ilroy, D., Mitchell, F., Campbell,L., Ludwick, R., 
McKenna, H. (2002) The use of physical restraints as a safety measure in the 
care of older people in four rehabilitation wards: findings from an exploratory 
study. International Journal of Nursing Studies Vol.39, page 147-156 
 
Gastmans, C., Milisen, K. (2006) Use of physical restraint in nursing homes: 
Clinicalethical considerations. Journal of Medical Ethics. 32, 148-152. 
 
Gladden, J. and Cook, K. C. (2003) Qualitative Data Analysis. In: Oman, K. S., 
Krugman, M. E. and Fink, R. M. (ed) Nursing Research Secrets. Philadelphia: 
Hanley and Belfus. 
 
Government of Ireland, (1998) Report on the Commission on Nursing- A 
Blueprint for the Future. The Stationery Office, Dublin 
 
Green, J. and Thorogood, N. (2005) Qualitative Methods for Health Research. 
London: Sage Publications. 
 
Guba, E. G., Lincoln, Y. S. (1994) Competing paradigms in qualitative research. 
Chapter 6 in Denzin, N. K., Lincoln, Y. S. (Eds) Handbook of Qualitative 
Research. Sage. 
 
Hamers, J. P. H., Gulpers, M. J. M., Strik, W. (2004) Use of physical restraints 
with cognitively impaired nursing home residents. Journal of Advanced Nursing. 
45, 246- 251. 
 

 41



Hamers, J. P. H., Huizing, A. R. (2005) Why do we use physical restraints, in the 
elderly? Z Gerontol Geriat . 38, 19-25. 
 
Hantikainen, V. (2001) Nursing staff perceptions of the behaviour of older nursing 
home residents and decision making on restraint use: a qualitative and 
interpretative study. Journal of clinical Nursing. 10, 246-256. 
 
Hantikainen, V., Kappeli, S. (2000) Using restraint with nursing home residents: a 
qualitative study of nursing staff perceptions and decision-making. Journal of 
Advanced Nursing. 32, 1196-1205. 
 
Heidegger, M. (1962) Being and Time (Maguire, J., Robinson, E. translation.) 
Blackwell Publishers, Oxford. 
 
Hendel, T,. Fradkin, M., Kidron, D. (2004) Physical Restraint Use in Health Care 
Settings. Journal of Gerontological Nursing. 30 (2) 12-19. 
 
Holloway, I. and Wheeler, S. (2002) Qualitative Research in Nursing. 2nd Ed. 
Oxford: Blackwell Science. 
 
Huizing, A. R., Hamers, J. P. H., Jonge, J. D., Candel, M., Berger, M. P. F., 
(2007) 
Organisational determinants of the use of physical restraints: A multilevel 
approachhttp://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1939996 
(17-05-08) 
 
Hulley, S. B. and Cummings, S. R. (1998) Designing Clinical Research: An 
Epidemiology Approach. Williams and Wilkins. 
 
Human Rights Commission (2003) Older people in Long Stay Care. Human 
Rights Commission. Dublin 
 
Irish Nurses Organisation (2003) Guidelines on the Use of Restraints in the Care 
of the Older Person. Focus Group From the Care of the Older Person Section. 
 
Jasper, M. A. (1994) Issues in phenomenology for researchers of nursing. 
Journal of Advanced Nursing, 19, 309-314. 
 
Jonghe-Rouleau, A. P., Pot, A. M., Jonghe, J. F. M. (2005) Self injurious 
Behaviour in nursing home residents with dementia. International Journal of 
Geriatric Psychiatry. 20, 651-657. 
 
Karlsson, S., Bucht, G., Rasmussen, B. H., Sandman, P.O. (2000) Restraint use 
in elder care: decision making among registered nurses. Journal of clinical 
nursing. 9, 842-850. 
 

 42



Keatings, M., Smith, O. (2000) Ethical and Legal issues in Canadian Nursing. 2nd. 
Ed, Sanders, W. B. Toronto, Ontario. 
 
Kirkevold, O., Engedal, K. (2004) Prevalence of patients subjected to constraint 
in Norwegian nursing homes. Scandinavian Journal of caring science. 18, 281-
286. 
 
Kitzinger, J. (1996) Introducing focus groups. Qualitative Research in Health 
Care. (Mays, N., Pope, C. Eds ). BMJ Publishing group, London, pg 36-45. 
 
Knox, J. (2007) Reducing Physical Restraint use in residential aged care: 
Implementation of Evidence based approach to improve practice. International 
Journal of Evidence Based Healthcare. 5, 102-107. 
 
Koch, S., Lyon, C. (2001) Case study approach to removing physical restraint. 
International Journal of Nursing Practice. 7, 156-161. 
 
Koch, S., Nay, R., Wilson, J. (2006) Restraint removal: tension between 
protective custody and human rights. International journal of older people 
Nursing. 1, 151-158. 
 
Koch, T. (1994) Establishing rigour in qualitative research: the decision trail. 
Journal of Advanced Nursing. 19 (5), 976-986. 
 
Koch, T. (1995) Interpretative approach in nursing research: The influence of 
Husserl and Heidegger. Journal of Advanced Nursing, 21, 827-836. 
 
Lai, C. K. Y. (2007) Nurses Using Physical Restraints: Are the accused also the 
victims? - A study using focus group interviews. BMC Nursing 6 (5). 
 
Lawler, J. (1998) Phenomenologies as research methodologies for nursing: from 
philosophy to research practice. Nursing Inquiry, 5, 104-111. 
 
Lee, D. T., Chan, M. C., Tam, E. P., Yeung, W. S. (1999) Use of physical 
restraints on elderly patients: An exploratory study of the percepyions of nurses 
in Hong Kong. Journal of Advanced Nursing, 29 (1), 153-159. 
 
Le-Vasseur, J. J. (2003) The problem of bracketing in Phenomenology. 
Qualitative Health Research, 13, 408-420. 
 
Li, H., Melnyk, B. M., McCann, R. (2004) Review of International Studies of 
families with hospitalized elderly relatives. Journal of Nursing Scholarship, 36 (1), 
54-59. 
 
Lobiondo-Wood, G. and Haber, J. (2002) Nursing Research: Methods, Critical 
Appraisal and Utilization. 5th Ed. Mosby. 

 43



 
Lobiondo-Wood, G. and Haber, J. (2006) Nursing Research: Methods, Critical 
Appraisal and Utilization. 6th Ed. Mosby. 
 
Long, A. (2004) Restraint use from a regulatory and legislative perspective. 
Canadian Nursing Home. 14, (4) 16-20. 
 
Lopez, K. A., Willis, D. G. (2004) Descriptive versus Interpretive Phenomenology: 
their contributions to nursing knowledge. Quality Health Research, 14 (5) 726-
735. 
 
Ludwick,R., Mehan, A., Zeller, R., O’Toole, R. (2008) Safety work: Initiating, 
Maintaning, and Terminating Restraints. Journal of Advanced Nursing Practice. 
22 (2) 81-87. 
 
Lyketsos, C. G., Steinberg, M., Tschanz, J. T., Norton, M.C.,Steffens, D. C., 
Breitner, J.C. (2000) Mental behavioural disturbances in dementia: findings from 
the cache county study on memory in Aging. American journal of psychiatry. 157, 
708-714. 
 
Mamun, K., Lim, J. (2005) Use of Physical Restraints in Nursing Homes: Current 
Practice in Singapore. Annals Academy of Medicine. 34 (2) 158-162. 
 
Mays, N., Pope, C. (1995) Qualitative research rigour and Qualitative Research. 
British Medical Journal, 311, 109-112. 
 
Miles, M. B., Huberman, A. M. (1994) Qualitative Data Analysis. 2nd Ed. 
Thousand Oaks, CA: Sage. 
 
Mitchel, A., Jones, N. (1996) Striving to prevent falls in an acute care setting- 
action to enhance quality. Journal of clinical Nursing. 5 (4) 213-220. 
 
Moore, K. and Haralambous, B. (2007) Barriers to reducing the use of restraints 
in residential elder care facilities. Journal of Advanced Nursing Vol. 58 (6), page 
532- 540 
 
Morh, W. K., Petit, T.A., Mohr, B. D. (2003) Adverse effects associated with 
physical restraint. Canadian Journal of Psychiatry. 48, (5) 330-337. 
 
Morse, J. M., Field, P. A. (1996) Nursing Research: the application of qualitative 
approaches, 2nd Ed. Stanley Thornes, Cheltenham. 
 
Motts, S., Poole, J., Kenrick, M. (2005) Physical and chemical restraints in acute 
care: their potential impact on the rehabilitation of older people. International 
Journal of Nursing Practice. 11, 95-101. 
 

 44



Nay, R., Koch, S. (2006) Overcoming Restraint Use: Examining Barriers in 
Australian Aged Facilities. Journal of Gerontological Nursing. 32 (1), 33-38. 
 
Nursing and Midwifery Planning and Development Unit (2004) Regional Practice 
Development Project for the Development of Gerontological Nursing. Eastern 
Regional Health Authority. 
 
O’Neil, D. (2004) Celebrating Old Age. Available on http:// www.irishhealth.com 
 
Ogier, M. (1999) Reading Research. 2nd Ed. Bailliere Tindall. 
 
Parahoo, K. (1997) Nursing Research: Principles, Process and Issues. Palgrave 
Macmillan. 
 
Parahoo, K. (2006) Nursing Research Principles, Processes and Issues. 2nd Ed. 
Hampshire: Palgrave. 
 
Parsons, S. (2004) The person with a mood disorder. In the Arts and Science of 
Mental Health Nursing. A textbook of principle and practice. (Ian Norman and 
Lain Ryne (Eds) ). 
 
Pekkarinen, L., Elovainio, M., Sinervo, T., Finne-Soveri, H., Noro, A. (2006) 
Nursing working conditions in relation to restraint practices in Long- Term Care 
Units. Medical Care. 44, 1114-1120. 
 
Polit, D. F. and Hungler, B. P. (1999) Nursing Research: Principles and Methods. 
Philadelphia: Lippincott Williams and Wilkins. 
 
Polit, D. F., Beck, C. T. (2006) Essentials of Nursing Research: Methods, 
Appraisal and Utilization. 6th Ed. London: Lippincott Williams and Wilkins. 
 
Polit, D. F., Beck, C. T. and Hungler, B. P. (2001) Essentials of Nursing 
Research: Methods, Appraisal, and Utilization. 5th Ed. Lippincott. 
 
Porter, S. and Carter, D. E. (2000) Common Terms and Concepts in Research. 
In: Cormack, D. (Ed) The Research Process in Nursing. 4th Ed. Oxford: 
Blackwell Science. 
 
Quinn, C. (1994) The Four A’s of restraint reduction: Attitude, Assessment, 
Anticipation and Avoidance. Orthopaedic Nursing. 13, (2) 
 
Rawskey, E. (1998) Review of the literature on falls among the elderly. Image: 
the journal of Nursing Scholarship. 30, (1) 47-52. 
 

 45



Ray, M.A. The richness of phenomenology: philosophic, theoretic, and 
methodologic concerns (1994) in: J. M. Morse, editor, Critical issues in qualitative 
research methods. Thousand Oaks, CA: Sage, 
 
Robinson, J. P. (2000) Phases of the qualitative research interview with 
institutionalized elderly individuals. Journal of Gerontology Nursing, 26 (11), 17-
23. 
 
Rose, K. (1994) Unstructured and Semi-Structured Interviewing. Nurse 
Researcher, 1 (3), 23-32. 
 
Sandelowski, M. (1986) The problem of rigor in qualitative research. Advances in 
Nursing Science. 8 (3) 27-37. 
 
Sandelowski, M. (1993) Rigour or rigor mortis: the problem of rigor in qualitative 
researches revisited. Advances in nursing science. 16. (2) 1-8. 
 
Sandelowski, M. (2000) Whatever Happened to Qualitative Description? 
Research in Nursing and Health 23: 334-340. 
 
Shanley, C. (2003) Falls and Injury reduction in residential aged care: Translating 
Research into practice. Contemporary Nurse. 15, 81-93. 
 
Shanley, C. (2004) Extending the role of nurses in staff development by 
combining an organizational change perspective with an individual learner 
perspective. Journal for Nurse in staff Development. 20, 83-89. 
 
Simeon, D., Favazza, A. R. (2001) Self –Injurious Behaviours: Phenomenology 
and Assessment. In Self-injurious behaviours, Assessment and treatment,  
 
Simeon, D., Hollander, E. (Eds). American psychiatric publishing, Inc. 
Washington, D. C. 1-28. Social Science & Medicine Vol. 65 page 924-933 
 
Streubert, H. J., Carpenter, D. R. (1999) Qualitative Research in Nursing: 
Advancing the Humanistic Imperative. New York: Lippincott. 
 
Strumpf, N.E,. Evans, L. K. (1991) The Ethical Problems of prolonged Physical 
Restraints, Journal of Gerontological Nursing. 17, (2). 
 
Teijlingen, V. E., Huntley, V. ( 2002) The importance of pilot studies (Art and 
Science: Research Methodology). Nursing Standard, 16, (40), 33-36. 
 
Tilly, J., Reed, P. (2008) Falls, wandering, and physical restraints: A review of 
interventions for individual with Dementia in Assisted Living and Nursing Homes. 
Alzeheimer’s care today. 9 (1) 45-50. 
 

 46



Tinnetti, M. et al (1994) A multifactorial intervention to reduce the risk of falling 
among elderly people living in the community. New England journal of Medicine. 
331, (13) 821-827. 
 
Wagner, L. M., Capezuti, E., Brush, B., Boltz, M., Renz, S., Talerico, K. A. (2007) 
Description of an Advanced Practice Nursing Consultative Model to Reduce 
Restrictive Siderail Use in Nursing Homes. Research in Nursing and Health, 30, 
131-140. 
 
Wang, W., Moyle, W. (2005) Physical Restraint use on people with Dementia: A 
review of the literature. Australian Journal of Advanced Nursing. 22 (4) 46-52. 
 
Watson, R. (2001) Restraint, its use and misuse in the care of older people, 
Nursing Older People. 13(3) 21-25. 
Watson,R,. McKenna, H., Cowman, S., Keady, J. (2008) Nursing Research: 
Designs and Methods. Churchill Livingstone, Elsevier. 
 
Weiner, C., Tabak, N., Bergman, R. (2003) Use of restraints on dementia 
patients: An Ethical Dilemma of a Nursing staff in Israel. JONA’S Healthcare 
Law, Ethics and Regulation. 5, (4) 87-93. 
 
Werner, P., Mendelsson, G. (2001) Nursing staff members’ intentions to use 
physical restraints with older people: testing the theory of reasoned action. 
Journal of Advanced Nursing. 35 (5) 784-791. 
 
Wilson, H., Hutchinson, S. (1991) Triangulation of qualitative methods 
Heideggerian hermeneutics and grounded theory. Qualitative Health Research. 1 
(2), 263-276. 
 
Wilson, J. (2000) Understanding old age, Critical and Global Perspectives. Sage 
Publications, London. 
 
Wimpenny, P., Grass, J. (2000) Interviewing in phenomenology and grounded 
theory: Is there a difference? Journal of Advanced Nursing, 31 (6), 1485-1492. 
 
 
 
 
 
 
 
 
 
 
 
 

 47



 
 
 
Appendix 2 
Participants Information Guide 
 
Research Title:Relatives perception on the use of physical restraints in the care 
of the elderly. 
 
Researcher: Grace A. Oduwole (RGN) 
 
Supervisor: XXXX 
 
Purpose: The aim of this study is to examine the perceptions of the relatives of 
elderly patients on admission in geriatric units on the use of physical restraints on 
the patients. 
Background: The study, which is particularly oriented towards examining and 
discovery of a phenomenon of reality, will address the following objectives: 
- To ascertain the knowledge and understanding of relatives of elderly patients 
on the reasons for the use of physical restraints. 
- To ascertain their feelings about the use of physical restraints on the elderly 
patients 
Procedure: If you take part in the study, you will be interviewed between 20 and 
30 minutes in a quiet separate room within the hospital. 
Risk: There are no known risks associated with this study. However, should any 
issue arise during the course of the interview which can cause distress, the 
hospital counselling service will be at hand to help. 
Confidentiality: Your identity will remain confidential. Your name will not be 
used; instead, codes will be used to identify participants. The identity of individual 
participants and the hospital will not be revealed in the report or any other 
published material arising from the study. 
Voluntary Participation: You have volunteered to participate in this study. You 
may quit at any time. If you decide not to participate, or if you quit, you will not be 
penalised and will not give up any benefits that you had before entering the 
study. If you do agree to take part, you will be requested to sign a consent form. 
Ethical Approval: Ethical approval has been granted by the Ethical Committee 
of the Royal College of Surgeons Ireland, Dublin. If you have any concern about 
this study, you can contact them in confidence on Tel: (01) 4022934; Fax: (01) 
4028550; email: recadmin@rcsi.ie. 
Additional contacts: If you have any concerns or wish to ask any questions on 
the above points, please contact me on my e-mail address: or on my mobile 
phone No: 087 XXXX. You can also contact me through my supervisor on e-mail 
address:  
Thank you for taking the time to participate in this study. 
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Appendix 3 
 
Participant Consent Form 
 
Research Title: Relatives perception on the use of physical restraints in the care 
of the elderly. 
 
Researcher: Grace A. Oduwole 
 
Supervisor: XXXX 
 
I understand that I have been invited to take part in a research study on the 
above subject in Cherry Orchard Hospital, Ballyfermot, Dublin 10, Ireland. 
I understand that the result of the study may benefit me and/or other relatives. 
I understand the benefits and risks involved in taking part in this research study. 
I am aware that I will be interviewed for approximately 20 – 30 minutes in a 
private room within the hospital. The interview will be tape-recorded and the 
researcher may also take brief notes throughout the period of the interview. 
When the interview is transcribed, my identity will not be made known but the 
information may be published in nursing journals or presentations. 
I understand that I am free to refuse to participate or withdraw from the study at 
any time with or without a reason and it will not affect me in any way. 
I have been encouraged to avail of the confidential hospital counselling service; 
the details of which I have received. 
I am satisfied that this study has been explained to me. I have thoroughly read 
this consent form and I am happy that I comprehend it. All my queries concerning 
the study have been answered and I agree to participate. 
--------------------------------------------------- ------------------------- 
Signature of Participant Date 
--------------------------------------------------- ------------------------- 
Signature of Researcher Date 
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Appendix 4 
 
 
Interview Guide Sheet 
 
1. Tell me what you know about physical restraints? 
 
2. Do you feel there are any advantages or disadvantages to the use of physical 
Restraints? 
 
3. How do you feel when you visit and see your patient physically restrained? 
 
4. Has anyone explained to you why physical restraint is used? 
 
5. How often do you come in and see your patient physically restrained? 
 
6. Can you tell me what you would like to see improved with regard to physical 
Restraint or what can be used as alternative? 
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Appendix 5 
 
Grace A. Oduwole, 
Faculty of Nursing & Midwifery, 
Royal College of Surgeons in Ireland, 
Dublin 2, 
Ireland. 
9 February, 2009 
 
Ms.XXXX, 
Director of Nursing, 
Address, 
Dublin, 
Ireland 
Dear Ma, 
Application requesting access to the hospital ward to carry out a research 
on the relatives’ perception on the use of physical restraints in the care of 
the elderly 
I am a registered nurse currently undertaking a Master of Science degree 
programme in Nursing Studies in Royal College of Surgeons in Ireland. As part of 
my study, I am required to carry out a research investigation. With the approval 
of my supervisor, Ms. XXXX I have chosen to conduct a study on the above 
subject. I am through this memo requesting your permission to gain access to the 
hospital and the care of the elderly wards. I intend to hold a semi-structured 
interview in relation to the topic. The interview will last between 20 and 30 
minutes for each participant in a quiet private room on the ward and I will be 
using a gatekeeper for this purpose. To this end, I have contacted Ms. XXXX, 
and she has shown her interest in the study and her willingness to act as the 
gatekeeper. 
Please, be informed that, relatives who volunteer to participate in this study will 
be given adequate information about the nature and procedures involved. They 
will be required to complete an informed consent form. Participants have the right 
to withdraw from the study at any time without this affecting their legal or ethical 
rights. 
The interview will be tape-recorded and participants’ names will not be disclosed; 
as codes will be used for identification purpose. 
I will be guided by my research supervisor during the course of the study. All 
ethical considerations will be duly addressed for the purpose of the study. I have 
applied to the Ethical Committee of the Royal College of Surgeons Ireland, 
Dublin requesting for the permission to carry out the study. 
I will therefore, be grateful if you will afford me the access to the hospital. If you 
need more information or have any questions regarding the nature of this study, 
please do not hesitate to contact me on my mobile phone (087 XXXX). 
I look forward to hearting from you soon. 
Yours faithfully, 
Grace A. Oduwole 
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Appendix 6 
 
Grace A. Oduwole 
Faculty of Nursing & Midwifery 
Royal College of Surgeons in Ireland 
Dublin 2 
Ireland. 
 
The Chief Social Worker, 
Social Work Department, 
Address, 
Dublin, 
Ireland. 
 
Re: Invitation to Participate in a Research Study 
 
Dear Madam, 
I am a Master’s Degree student of the Royal College of Surgeons in Ireland. In 
Partial fulfilment of the award of M.Sc. in Nursing Degree, I am undertaking a 
research study on the Perceptions of the relatives of elderly patients on the use 
of physical restraint in long term care. 
If accepted, your expected role will be to provide debriefing services to any of the 
research participants who may possibly have emotional trauma in the process of 
data collection. 
I would appreciate it if my application is considered. 
Thanks. 
Yours faithfully, 
 
Grace A. Oduwole 
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Appendix 7 
 
Additional Informed Consent to be signed on the day of the Interview 
Research Title: Relatives perception on the use of physical restraints in the care 
of the elderly. 
 
Researcher: Grace A. Oduwole 
 
Supervisor: XXXX 
 
Please circle the correct response from the question below: 
 
Do you understand that you have been asked to participate in a study? Yes/No 
 
Have you received and read a copy of the information sheet? Yes/No 
 
Do you understand the benefits and risks in taking part in this research study?  
                                                                                                          Yes/No 
Would you like further time to ask questions and discuss this study? Yes/No 
 
Do you understand that you are free to withdraw from the study at anytime, with 
or without reason and it will not affect you in any way? Yes/No 
 
Has the issue of confidentiality, anonymity and privacy been adequately 
explained to you? Yes/No 
 
I agree to take part in this study Yes/No 
------------------------------- ------------------------------------ ---------------------------- 
Signature of Participant  
Name 
Date 
 
I believe that the person signing this form understands what is involved in the 
study and voluntarily agrees to participate 
 
------------------------------------------------- ----------------------------- 
Signature of Researcher Date 
 


