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Impact and Effects 
The main impact has been new learning for the staff restraint The main impact has been new learning for the staff restraint 
team such as: non-pain compliant holds, communicating with 
and trying to de-escalate the patient, debriefing the patient af-
terwards, confirmed their claim to patient centred practices. 
The model worked effectively with both patient groups in the 
study wards. It enabled the staff to quickly regain their thera-
peutic relationship with the patient. 

Other effects are 
• Reinforcement of ‘Best Practice’ 
• Reassurance for staff who adopt the approach that therapeutic
  relationship can be recovered
• Reiteration of the advantages of patient centred practices
  during physical restraint including:

If the model worked in a PICU, by implication it could work in If the model worked in a PICU, by implication it could work in 
other settings. However, shortage of trained staff and the use 
of emergency response teams could hinder the process and 
reduce positive impact.

minimization of injuries 
quick retrieval of therapeutic relationship, 
promotion of recovery (DH 2014, Mind and NSUN 2015) 
ultimately savings on resource
emotional burden or guilt about physical restraint out-

Research Approach
The aim was to work collaboratively with the staff to The aim was to work collaboratively with the staff to 
identify their experiences and perceptions of patient 
centred physical restraint through: determining whether 
the approach works effectively for staff and patient; 
identifying barriers to good practice and proposing  
changes if necessary to make the approach sustainable 
in the setting.

I obtained permission from the NHS Research and DeI obtained permission from the NHS Research and De-
velopment Dept. I chose a phenomenological frame-
work to capture subjective and intersubjective experi-
ences using a focus group and semi-structured inter-
views and paying attention to ethical issues  reflexively 
and keeping in awareness the limitations acknowl-
edged. Phenomenological analysis was carried out as 
guided by  Giorgi (1985) and Moule and Goodman 
(2014) on focus group data analysis.

Concerns abound regarding the negative effects 
of physical restraint on both patients and staff. 
Yet there are situations in the care settings 
when physical intervention is inevitable and 
may indeed save life (Paterson 2007, Hollins 
and Stubbs 2011, DH 2014, NICE 2015, Mind and 
NSUN 2015)

When physical restraint is used for the right When physical restraint is used for the right 
reason and the duty of care is maintained right 
through the process, both staff’s and patient’s 
experience of it can be positive (Winship 2006, 
Steckley 2008, Mind and NSUN 2015) 
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Focus
The GSA model promotes and emphasises paThe GSA model promotes and emphasises pa-
tient care during restraint process. The team 
includes local mental health service users who 
have had the experience of being restrained 
when training  the ward staff that carry out 
the restraint procedure. I explored the use of 
patient centred physical restraint practices in 
an all-male psychiatric and intensive care unit an all-male psychiatric and intensive care unit 
(PICU) and in an all-female acute ward in two 
differently located NHS mental health hospi-
tals.
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