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Abstract 

Background 

Within child and adolescent mental health services (CAMHS), care involves the support of 

complex behavioural presentations which are sometimes described as challenging. For children 

whose distress and behaviours require intervention, physical restraint may be deemed necessary 

for negating the risk of harm. There are legal, moral and ethical complications associated with 

physical restraint. Little is known about the perspectives of children who have experienced being 

physically restrained within healthcare settings. Children within inpatient CAMHS are at the 

centre of this study. 

Research Question 

What do children tell us about their experiences of physical restraint in inpatient CAMHS? 

Methods 

Interpretative phenomenological analysis (IPA) was used to explore children’s perceptions of 

their experiences of being physically restrained. The study design, documentation and 

development of methods (e.g. interview schedules) were informed by patent and public 

involvement with children and families. Ethical approval was gained from Edge Hill University 

(the sponsor) and the Health Research Authority. 

Children were recruited from inpatient CAMHS across NHS hospital trusts in England. Informed 

consent (parents) and assent (children) preceded individual, face-to-face augmented semi-

structured interviews. All interviews were audio recorded and transcribed verbatim for detailed 

structured analysis. Adherence to the distinct IPA data analysis process facilitated the emergence 

of subordinate and superordinate themes that were transparent and truly reflective of the 

children’s accounts of their perspectives of being physically restrained.  

Findings 

Eight children (five boys, three girls, aged 10-13 years) participated in the study. The children’s 

experiences of physical restraint are presented through an overarching theme based on the concept 

of a thunderstorm; The Gathering stage, The Thunderstorm, and The Aftermath. Children talked 

about how being physically restrained could start much earlier and continue long after the 

‘physical’ element of the restraint. Children described traumatic and confusing experiences which 

had made the situation feel ‘worse’ for them and left them dealing with ‘emotional debris’ for a 

long time after the physical restraint. The findings informed the development of The Child-

Centred Model of Experiencing Physical Restraint. Derived directly from what children have 

described as being important to them, the implications for them of being physically restrained and 
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the conclusions they arrived at based upon their experiences, comparisons are discussed between 

the proposed model and existing adult-centred models and evidence. 

Conclusion 

The children’s experiences of being physically restrained is different from what is taught to health 

professionals by using an adult-focussed model. It is proposed that a specific child-based model 

could provide insights into the use of physical restraint within inpatient CAMHS.  

Original Contribution to Knowledge 

The experience of physical restraint was described by children as occurring over a substantially 

longer period of time than the current adult-based model suggests. The literature review identified 

gaps in the evidence linked to the effect of physical restraint for children within CAMHS. This 

has led to the creation of a proposed evidence-based Child-Centred Model of Experiencing 

Physical Restraint. This study adds the under-represented voice of children to the current evidence 

base. 

 

 

 

Key Words 

Physical Restraint, Children, Young People, Child and Adolescent Mental Health 

Services, CAMHS, Restrictive Interventions. 
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Chapter 1 – Introduction and Background 

1.1 Introduction 

Little is known about the experiences of children and young people who have been 

physically restrained within healthcare settings. This study has explored children’s 

experiences of being physically restrained within inpatient child and adolescent mental 

health services (CAMHS).  

I was inspired to design and conduct this research for my PhD as a result of my 

professional clinical experience of working directly as a nurse with children in inpatient 

CAMHS. My experience, outlined in more detail in chapter four, involved witnessing and 

physically restraining children regularly throughout my clinical career. This raised some 

questions for me both as a nurse and as a person and highlighted a difficult dichotomy 

between my desire to provide compassionate care and the professional requirement to 

occasionally physically restrain children to reduce risk and maintain safety. Upon 

reflection, I was unsure if physical restraint had always been necessary. I was left 

wondering whether there were alternative approaches and/or earlier proactive and pre-

emptive opportunities to avoid the use of physical restraint that we, as a team, had missed. 

Unable to fully reconcile the sometimes frequent physical restraint of children in my care, 

and maintaining a position of being neither for nor against the intervention, I wanted to 

understand more about children’s experiences of being physically restrained within this 

setting. 

The purpose of this introductory chapter is to provide an overview of the history, context, 

contemporary issues and definitions associated with this area of practice. In this chapter 

I discuss CAMHS and address the following key areas which support the context of this 

thesis: policy, professional guidance and practice linked to the use of physical restraint 

and restrictive interventions, behaviour described as challenging, training in the 

management of behaviour described as challenging, positive behaviour support, de-

escalation, post-incident debrief and ongoing post-incident support. 

 

1.2 Background 

The following background sections explore and present the definitions for the key 

concepts of restrictive interventions, physical restraint and behaviour that challenges that 
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are used throughout the thesis. It is important to explore definitions and terminology as 

they evolve and respond to the changes in contemporary professional and political 

thinking. 

Children and young people’s mental health services (CYPMHS) is the contemporary term 

used for all services that work with children and young people who have difficulties with 

their mental health or wellbeing (NHS England, 2021). The term child and adolescent 

mental health services (CAMHS) is an older term for these specialist services. CAMHS 

is the name used for the mental health services that assess and treat children and young 

people, usually within their local community, who have emotional, behavioural or mental 

health difficulties (MIND, 2020a). Inpatient services are health care units within NHS 

hospital trusts or those commissioned by the NHS within the independent sector that 

provide twenty four hour multi-disciplinary care. Services are provided by the NHS or 

the independent sector (Care Quality Commission (CQC), 2021). An inpatient mental 

health unit will be able to care for child and adult patients detained under the Mental 

Health Act, but not all patients will be detained (NHS Confederation, 2012). The 

Department of Health (DH) (2015, p.15) emphasises the need for: 

“…improved care for children and young people in crisis so they are 

treated in the right place, at the right time and as close to home as 

possible” 

Inpatient CAMHS are designed to offer care twenty four hours a day, seven days a week 

for children and young people aged under eighteen (NHS England, 2018). Services can 

be configured slightly differently to each other to meet the specific needs of children; 

however, they all contain essentially the same mix of preventative specialist provision. 

CAMHS professionals deal with a wide range of emotional, behavioural and psychiatric 

problems (Association of Child and Adolescent Mental Health, 2021). This includes: 

“Eating disorders, autistic spectrum disorders (ASD), attention deficit 

hyperactivity disorder (ADHD), depression and anxiety, post-traumatic 

stress and early developmental trauma, psychosis and those at risk of 

suicide” (Children’s Commissioner, 2016, p.14). 

The structure and operation of CAMHS has four ‘tiers’ of service provision (Joint 

Commissioning Panel for Mental health, 2013). Tier one services are universal 

services, such as general medical practices, school nursing, health visiting and schools. 

Tier two services are more targeted services such as school and youth counselling. Tier 

three services are specialist community services, including teams with specific remits, 
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such as CAMHS community learning disability teams. Tier four services are inpatient 

services for children and young people who are deemed to be at greatest risk of rapidly 

declining mental health, or from serious self-harm, or who need a period of intensive 

support (Frith, 2017). Within Tier four (inpatient) CAMHS, there are further separate 

specialised services such as children’s services (aged twelve and under), general 

adolescent services (aged thirteen and over), medium and low secure services, psychiatric 

intensive care units (PICU) and eating disorder services. 

Within the UK, it has been reported that there are very few inpatient CAMHS placements 

(Royal College of Psychiatrists (RCP), 2015). In January 2021, NHS England 

commissioned 1350 inpatient CAMHS places from a combination of NHS and privately 

commissioned service providers (National Institute for Health Research (NIHR), 2021). 

This included 210 beds (15%) for children with eating disorders and 56 beds (4%) for 

children with an intellectual disability. For children with intellectual disabilities, mental 

health problems present quite differently to the general population (National Institute for 

Health and Care Excellence (NICE, 2016a) emphasising the importance of specialised 

services to meet the needs of individual children. However, children and young people 

with intellectual disabilities and eating disorders also use the general CAMHS places 

potentially occupying more places than the designated numbers suggest (NIHR, 2020; 

2021). To set the number of CAMHS places in context, the total number of mental health 

places in 2019/20 in England was just over 18,000 (Ewbank et al., 2020). 

Children who are admitted to inpatient children’s CAMHS (ages up to 13) are at the centre 

of this study. There are currently six such NHS-Commissioned services in England (there 

are also privately-operated services). These NHS services provide inpatient care for 

children aged twelve and under. Occasionally, younger adolescents (aged thirteen and 

over) are admitted if their profile and needs are better met in a children’s unit (NHS 

Commissioning Board, 2018). 

All CAMHS provision is reported as having historically been affected by chronic under-

investment compared to physical health services, receiving less than one per cent of NHS 

funding (Frith, 2017). A recent Europe-wide survey identified that the UK lags behind 

some other countries (e.g. France, Lithuania) in terms of CAMHS provision (Signorini et 

al, 2017). In 2014, NHS England published a report which showed an uneven distribution 

of inpatient CAMHS provision across the country. Consequently, some children and 
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young people are admitted to services a long way from home or can be admitted 

inappropriately because of a lack of lower-tier community provision. In the same year, 

the House of Commons Health Select Committee (HCHSC, 2014) launched an inquiry 

into CAMHS. The Committee concluded that: 

“there are serious and deeply ingrained problems with the 

commissioning and provision of children’s and adolescents’ 

mental health services” (HCHSC, 2014).  

As a response, The Children and Young People’s Mental Health and Wellbeing Taskforce 

was established to look at ways to make access easier and to improve how children and 

young people’s mental health services are organised, commissioned and provided (DH, 

2015). The ‘Future in Mind’ report (DH, 2015) was one of the outcomes. This report 

promoted resilience, prevention and early intervention, improving access to effective 

support and developing the workforce (DH, 2015). In 2016, the Children’s Commissioner 

published a ‘Lightning Review’ of CAMHS which highlighted some serious concerns. 

This included waiting times for children and young people of up to 200 days, delays in 

emergency treatment and children and young people not being assessed and treated in 

inpatient CAMHS despite having mental health issues that could not be safely managed 

in the community because they did not meet the admission thresholds for inpatient care. 

In 2019, the UK Parliament’s Human Rights Committee launched an inquiry into youth 

detention, solitary confinement and restraint as a response to data from hospitals and 

custody which showed that: 

“…children are restrained too often, with potentially thousands of 

unjustified restraints each year, and that separation is also used too 

often” (House of Commons Joint Committee on Human Rights, 2019, 

p.4) 

As part of the inquiry, data from NHS England for 2017/18 states that there were 3,338 

child (under eighteen years of age) CAMHS inpatients (a six per cent rise from 2016/17). 

The data also showed that 818 patients under twenty years of age were subject to 17,476 

physical restraints (NHS Digital, 2018). The inquiry also found that data collection was 

incomplete and suggested that there is good reason to believe that restraint practices were 

under-reported. 

The following sections present an overview of the relevant UK policy and professional 

guidance related to health care services and the use of restrictive interventions. These 
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interventions are practices which are prevalent in inpatient CAMHS and include physical 

interventions (including physical restraint) as a response to behaviour that is thought of 

as challenging. I will then present an outline of contemporary practice related to this area 

including positive behaviour support, de-escalation, post-incident debrief and ongoing 

post-incident support. 

 

1.2.1 Policy and Professional Guidance 

UK policy and professional guidance is established in respect of the use of restrictive 

interventions such as physical restraint with both adults and children in a number of key 

settings. Whilst this thesis is focussed on CAMHS settings, this section will also discuss 

policy and professional guidance, mapped chronologically, relating to the use of physical 

restraint and restrictive interventions within other contexts. Government policy focusses 

on guidance for reducing the practice of physical restraint for children and adults with 

intellectual disabilities in many areas (NICE, 2017a; DH, 2012a), as well as for children 

in healthcare (DH, 2019; 2014), social care (the Young Offender Institution Rules (2000) 

(SI 2000/3371), under the Prison Act (1952); the Children’s Homes (Amendment) 

Regulations (2011) (SI2011/583), the Care Standards Act (2000) and educational settings 

(Department for Education and Skills, 2007). 

The physical, mental, and emotional wellbeing of children is paramount (Children Act, 

2004) and the United Nations Convention on the Rights of the Child (UNCRC) (1989) 

requires all services responsible for the care of children to conform to robust competency 

standards to provide positive experiences for children who are patients. The Mental 

Capacity Act (2005), which only applies to people aged sixteen years and older, states 

that before implementation of a restrictive intervention, the healthcare professional must 

be in no doubt that there is a real possibility of harm to the person, healthcare staff or 

others if no action is undertaken. Restrictive interventions should only ever be 

implemented as a last resort (NICE, 2015b) to safeguard welfare (NCCMH (UK), 2015). 

The Mental Health Act (2007) permits the implementation of physical restraint and other 

restrictive interventions in hospitals. There is no lower age limit on the powers of the Act. 

The only specific provision for a person under the age of eighteen is that they have the 

right to be placed in a ward “…that is suitable for their age and needs” (Mental Health 

Act, 2007, p.26). Under the Act, physical restraint can be implemented under the 
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condition that healthcare professionals are acting in a person's best interests (Nursing and 

Midwifery Council (NMC) 2018). The Deprivation of Liberty Safeguards (DoLS) (2009), 

an amendment to the Mental Capacity Act (2005), applicable in England and Wales, is 

prescribed in law when it is necessary to deprive a person of any age of their liberty. 

Deprivation of liberty in a hospital setting encompasses a wide range of situations (CQC, 

2014) and would be applied if a child who is a patient is deemed to require physical 

restraint. 

Public and professional disquiet has arisen and persists from high profile cases where 

restrictive practices and criminal abuse linked to people with intellectual disabilities by 

healthcare staff at residential settings has been reported and investigated. These settings 

include Whorlton Hall (Murphy, 2020) and Winterbourne View (DH, 2012b) but there 

are many more examples. Winterbourne View was a residential service operated by an 

independent provider of healthcare and support for adults with intellectual disabilities, 

complex needs and behaviour that challenges. The registered provider had failed to ensure 

that people living at Winterbourne View were adequately protected from risk, including 

the risks of unsafe practices. There was evidence that one patient was restrained forty-

five times in five months and, on one occasion, was restrained ‘on and off’ all day (DH, 

2012b). The DH (2012a) report identified key actions to support service improvements. 

These included more personalised care planning, strengthening the evidence base and 

improving quality, safety and training within healthcare. The CQC (2011) ‘Review of 

Compliance’ at Winterbourne View concluded that there was a systemic failure to protect 

people or to investigate allegations of abuse. As part of the review, the CQC spoke to 

staff and patients directly. Staff did not appear to understand the needs of the people in 

their care. It was concluded that some staff were too ready to use methods of physical 

restraint without considering alternatives. Winterbourne View has now closed. Whilst 

both Whorlton Hall and Winterbourne View were adult residential settings, the 

investigations and subsequent policy reports have impacted upon the provision of all 

healthcare, including that of children in mental health services. 

In the wake of Winterbourne View, the UK government report of ‘Building the Right 

Support in England’ (NHS England, 2015a) was launched as part of ‘Transforming Care’ 

(DH, 2015). The policy agenda was set up specifically to move, by 2019, up to fifty per 

cent of people with intellectual disability and/or autism out of inpatient placements, and 

into local community-based support, minimising the potential of long-distance 
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placements away from family (NHS England, 2015a). This goal was not met and the 

deadline for closing inpatient places was moved to 2024 (Mitchell, 2021). However, there 

are already anecdotal concerns that the 2024 target will also be missed (Mencap, 2021). 

‘Building the Right Support in England’ gave commissioners a clear framework to 

develop more community services for people with intellectual disabilities and / or autism 

who display behaviour that challenges, including those with a mental health condition, 

and to reduce the use of and potentially close some inpatient facilities. However, 

evaluations commissioned by NHS England (The Strategy Unit, 2018) suggest that there 

were difficulties making this policy work and only limited progress had been made. Had 

the policy been successful, children, young people and adults with intellectual disability 

and / or autism would have been able to:  

“…access the same opportunities as anyone else to live satisfying and 

valued lives, be treated with dignity and respect, have a home within their 

community, be able to develop and maintain relationships, and get the 

support they need to live healthy, safe and rewarding lives” (NHS 

England, 2015a, p.4) 

Whilst these reports exposed practices within adult learning disability services, the 

limited literature available indicates that restrictive interventions are also commonplace 

within child and adult mental health services (NDTI, 2020; Valenkamp et al., 2014).  

In 2014, The Department of Health released the framework ‘Positive and Proactive Care’ 

to help deliver care and support which keeps adult patients safe, to promote recovery and 

to reduce the use of restrictive interventions from health and social care. This guidance 

was: 

“…of particular significance for health and social care services 

providing services to people with mental health conditions, autistic 

spectrum conditions, learning disability, dementia and/or personality 

disorder, older people and detained patients” (DH, 2014, p.12).  

The guidance was also more broadly applicable across general health and social care 

settings where people may on occasion present with behaviour that challenges, however 

it did not consider the provision of care for children. This was a potential problem as the 

purpose of ‘Positive and Proactive Care’ was to replace non-statutory guidance (DH, 

2002) which focussed on both children and adults who display ‘extreme behaviour’ in 

association with intellectual disability.  
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‘Positive and Proactive Care’ informed the Care Quality Commission’s (CQC) 

programme of regular monitoring and inspection against CQC standards (DH, 2014), 

particularly in relation to regulation 11 (safeguarding service users against abuse) of the 

Health and Social Care Act 2008 (Regulated activities) Regulations (SI 2014/2936) 

(2014). The difficulty faced by service providers was that although ‘Positive and 

Proactive Care’ was not deemed to be statutory guidance, it was one of the sources CQC 

used when assessing whether a provider was delivering safe and appropriate care (DH, 

2014). The guidance was also used by CQC in determining what ‘good care and 

treatment’ looked like in its integrated model of inspection. Any service deemed to be 

non-compliant with the guidance provided within ‘Positive and Proactive Care’ attracted 

criticism and sanctions (RCN, 2016). 

In 2015, in line with the Coalition Government’s health strategy (Her Majesty’s 

Government, 2015), NICE (2015a) published guidance associated with early 

interventions for behaviour that challenges and people with intellectual disabilities. When 

the Mental Health Task Force to the NHS (2016) released the ‘Five Year Forward View’, 

there was recognition within the document that the general rates of physical restraint in 

mental health services had increased. However, there is no reference made to the 

importance of the reduction of restrictive interventions such as physical restraint with 

children in the current ‘NHS Mental Health Implementation Plan 2019/20 – 2023/24’ 

(NHS England, 2019a). It is well understood that inpatient settings are not ideal places 

for children to be for any longer than necessary (National Autistic Society, 2021; National 

Development Team for Inclusion (NDTI), 2020). Critics of the NHS ‘Long Term Plan’ 

have argued that it is “…disappointingly low in ambition…” in terms of reducing 

unnecessary inpatient beds for both children and adults within mental health care services 

(Brown et al., 2019, p.1). A recent review of the literature (Nielson et al., 2021) identified 

that longer admission periods in children’s mental health services are linked to an increase 

in the likelihood of physical restraint being used. 

In 2018, the government announced £20.5bn of additional funding for the NHS in 

England by 2023/24. The NHS ‘Long Term Plan’ (NHS England, 2019b) sets out 

priorities for how this money will be spent. This included a pledge to work with the Care 

Quality Commission on: 

“…restricting the use of physical restraint for all patients in inpatient 

settings, particularly for children and young people” (DH, 2019, p.53). 
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The current guidelines were published by the Department of Health (2019, p.1) with a 

specific focus on reducing the need for physical restraint and restrictive intervention for: 

“…children with mental health difficulties in health and social care 

services and special education settings”  

Within these guidelines, there appears to be increased emphasis on de-escalation (outlined 

in more detail in section 1.2.8), with a focus on preventing physical restraint based upon 

a richer understanding of unmet needs rooted behind behaviour that challenges (DH, 

2019). Similar recent guidance from the Restraint Reduction Network (RRN) (2019, p.11) 

reports a growing recognition among professional bodies and government departments 

that physical restraint can be traumatic for children and adults and “…its use must be 

minimised in therapeutic settings”. The current DH (2019) guidelines highlight how 

restrictive interventions are governed by criminal and civil law. Inappropriate use of 

restrictive interventions in healthcare may constitute assault and infringe the rights of a 

child under the Human Rights Act (1998).  

 

1.2.2 Restrictive Interventions: protection and harm 

This section looks at the potential impact when restrictive interventions are used across a 

range of general health settings, including mental healthcare services, both for children 

and adults. 

The implementation of restrictive interventions is recognised by the CQC (2017), the 

Mental Health Act Code of Practice (2015) and the DH (2019) as an appropriate 

behaviour management strategy in healthcare services to maintain safety and reduce 

immediate risk of harm. Restrictive interventions are defined as: 

‘Interventions that may infringe a person's human rights and freedom of 

movement, including locking doors, preventing a person from entering 

certain areas of the living space, seclusion, manual and mechanical 

restraint, rapid tranquillisation and long-term sedation’ (National 

Collaborating Centre for Mental Health (UK) (NCCMH (UK)), 2015, 

p.17). 

In children’s mental health care, a physical restriction or barrier which prevents a child 

leaving (e.g. locking doors) or harming themselves (such as the use of mechanical 

devices) (Paley, 2008), or even causing serious damage to property are also included in 
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the term restrictive physical intervention (Royal College of nursing (RCN), 2019). A 

restrictive physical intervention is described as: 

“…any method which involves some degree of direct force to try and limit 

or restrict movement” (RRN, 2019, p.118). 

Assessing and managing risk is essential for staff working in mental health settings 

(Hawley et al., 2010). Factors that are involved in the consideration of risk in mental 

health care are defined as “…the nature, severity, imminence, frequency, duration and 

likelihood of harm to self or others” (DH, 2009, p.61). The risk might be a risk of injury 

to the child or young person, a risk of injury to the people around them or a risk of 

destruction of property (CQC, 2018). The best interests of children and young people and 

their safety and welfare, as well as the safety of other children and staff, should underpin 

any use of restrictive interventions (DH, 2019).  

Restrictive interventions should never be used to punish or intentionally inflict pain, 

suffering or humiliation on a person (DH, 2019) and must be the least restrictive option. 

Non-statutory training standards, published by the RRN (2019), aim to ensure training in 

this area promotes human rights and supports cultural change. The goal being to help staff 

in health and social care services to understand and apply the principles of minimising 

the use of force to reduce a reliance on restrictive practices (RRN, 2019).  

The term ‘restrictive intervention’ is defined as including “physical restraint, mechanical 

restraint, rapid tranquillisation, seclusion and long-term segregation” (DH, 2015, p.281) 

and has historically been used interchangeably within healthcare with terms such as 

‘restrictive practices’, ‘restrictive physical interventions’ and ‘physical restraint’. The 

term ‘restrictive physical intervention’ is increasingly replacing the term ‘physical 

restraint’ in mental health care settings as it encompasses a range of approaches beyond 

the physical act of restraining a person (RRN, 2019). This thesis focuses on children’s 

experiences of physical restraint and did not seek to explore experiences of mechanical 

restraint, sedation (rapid tranquillisation), seclusion or segregation. Therefore, the term 

‘physical restraint’ will be used throughout the remainder of this thesis. 

Policy and guidance suggest that the implementation of physical restraint is to protect 

people. However, implementation has been associated with negative impacts for children, 

young people, adults and health professionals (Tolli et al., 2017) and can raise ethical, 

moral and legal issues (Hollins, 2017). The literature, which is mainly adult-focussed, 
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reports these issues as including the potential for disproportionate use (Georgieva et al., 

2012), a risk of serious physical and psychological trauma (DH, 2014), unnecessary 

exposure of both patients and staff to injury (Hollins and Stubbs, 2011) or patient death 

(CQC, 2020; Scheuermann et al., 2016; Barnett et al., 2012; UNCRC, 1989). There is 

minimal insight into the impact of physical restraint on children and staff teams within 

CAMHS, particularly the psychological impact of experiencing physical restraint as a 

child (Nielson et al., 2021). 

The implementation of restrictive interventions in child and adolescent mental health care 

can present a conflict between a child’s needs and legal rights (RRN, 2019; NHS England, 

2017; Schimmelmann, 2011; UNCRC, 1989) and their freedom of movement (NCCMH 

(UK), 2015). Healthcare staff are required to work legally within the Mental Capacity Act 

(2005) Code of Practice and the UNCRC (1989). From a service provider perspective, 

the impact of the regular implementation of restrictive interventions within healthcare 

increases the cost of care and contributes to significant workforce turnover (Ye et al., 

2019; Department of Health and Social Care and the Department for Education, 2017; 

Lee et al., 2003; Bonner et al., 2002). This is reportedly through injury (Paxton, 2009; 

Lee et al., 2003) and/or staff dissatisfaction or ‘burnout’ (Ye et al., 2019; Banks and 

Vargas, 2009; Bonner et al., 2002). These issues need to be seen in the context that 

prevalence rates in mental health settings indicate that restrictive interventions are six 

times higher in children’s services than adult services (NHS Benchmarking Network, 

2016). This higher prevalence has been attributed to younger patients needing more 

support to manage situations that cause agitation and result in behaviour that is perceived 

as challenging (Rippon et al., 2018). However, the evidence base is not strong enough to 

know if this attribution is reasonable and it is widely understood that incidences of 

physical restraint, particularly in children’s mental health care, are under-reported as not 

all services provide regular data (Human Rights Committee, 2019). There is clearly an 

issue in relation to the therapeutic care of children embedded within the use of restrictive 

interventions in inpatient general and mental healthcare which warrants further 

exploration. 

The following sections will focus more specifically on the use of physical restraint related 

to children and young people at the centre of this study. 
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1.2.3 Physical Restraint  

Physical restraint is one technique which is classified as a restrictive intervention. 

Typically, within general children’s healthcare settings in the UK, the term ‘physical 

restraint’ has been replaced with terms such as ‘clinical holding’ and/or ‘supportive 

holding’ to describe children being held for clinical procedures (Jeffery, 2010; 2008). The 

literature suggests a continuum in relation to holding based on levels of described force 

and child agreement; one end of the continuum is linked to the use of limited force with 

the child’s permission (RCN, 2016) and the other end, labelled as physical restraint, is 

where force is applied to either restrict movement or mobility or to disengage a person 

from harmful behaviour (Bray et al., 2018). CAMHS providers (and mental health 

services generally) still tend to use the term ‘physical restraint’ to describe some physical 

restrictive interventions; the current definition of physical restraint involves: 

‘…any direct physical contact where the intervener’s intention is to 

prevent, restrict, or subdue movement of the body, or part of the body of 

another person’ (DH, 2014, p.26).  

The above definition is broadly similar to what would be described by healthcare 

professionals as ‘a hold’ in a clinical setting. Clinical holding has been distinguished from 

more restrictive physical interventions by the degree of force used, the intention of the 

hold and the agreement of the child (Bray et al., 2014), but should still be considered a 

restrictive physical intervention (RCN, 2019). 

In any field of healthcare, defining an intervention including forceful holding without the 

agreement of a child as ‘a hold’ rather than physical restraint can create conceptual 

confusion and an absence of shared understanding within professions involved in holding 

children (Bray et al., 2018). The lack of consensus in the terminology also creates 

uncertainty for healthcare professionals when interpreting procedural guidelines (Bray et 

al., 2014). This goes beyond CAMHS provision and applies to any health care provider 

where physical restraint may be implemented. Therefore, it is difficult to accurately 

determine the prevalence of physical restraint across any health service due to the lack of 

consistency in what health professionals deem as either a hold or physical restraint (Coyne 

and Scott, 2014). 

Historically, physical restraint of children in mental health care services has been 

considered therapeutic (Day, 2002), even if there is little evidence of any such benefit 

(Furre et al., 2017). Beyond CAMHS provision there is some reference to therapeutic 
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holding of children and young people (RCN, 2019; Kennedy and Binns, 2016). However, 

more contemporary thinking is that implementation of physical restraint, particularly 

within general children’s healthcare services, is fraught with ethical dilemmas (Bray et 

al., 2014) and can be both distressing and traumatic for children (DH, 2019). The potential 

psychological effects for children of being physically restrained can range from emotional 

distress, poor coping skills and phobias (Brenner et al., 2007). The deterioration in 

behaviour associated with children who have experienced being physically restrained is 

recognised (Challenging Behaviour Foundation (CBF), 2019). Further, children who have 

experienced physical restraint can have difficulty establishing relationships with 

healthcare professionals (Nielson et al., 2021; Brenner et al., 2007).  

When a child is physically restrained both they and healthcare staff are at risk of physical 

harm (although this can be minimised through appropriate training) (RRN, 2019). 

However, a focus on physical harm can result in the increased risk of psychological harm 

being overlooked (Bray et al., 2014; Coyne and Scott, 2014). Although the psychological 

effects of being physically restrained can be more difficult to recognise (Scheuermann et 

al., 2016), physical restraint has been associated with emotional distress with adults with 

intellectual disabilities (Fish and Culshaw 2005; Hawkins et al., 2005), adults who are 

mental health patients (Hollins, 2017; Goulet, 2016), mental health care staff (Goulet, 

2016; Moran et al., 2009) and with traumatic psychological damage in children who are 

mental health patients (Mohr et al., 2003). The memory of being physically restrained for 

children in secure juvenile settings has been reported as profoundly psychologically 

damaging (Smallridge and Williamson, 2008). There is also an emerging evidence base 

which considers the effects that physical restraint can have upon teachers and/or teaching 

assistants who have witnessed the implementation in an educational setting (McMurray, 

2020; Scheuermann et al., 2016) as well as health professionals who have witnessed the 

implementation of the intervention in adult mental health care (Hammervold, 2019; 

Carlson and Hall, 2014). 

Adult patients in mental health services have described experiencing feelings of sadness, 

distress, anxiety, anger and fear after being physically restrained (Laugharne et al., 2012). 

Similar feelings have been described by adults with intellectual disabilities under the care 

of mental health services (but who live in the community) after they had experienced 

physical restraint (Merineau-Cote and Morin, 2013). Whilst there is some evidence to 

suggest that children and adults can have some shared experiences of physical restraint in 
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healthcare (Hollins, 2017; Scheuermann et al., 2016; Griffith et al., 2013), there remains 

a gap in the literature specifically related to children’s experiences of being physically 

restrained in inpatient mental health services. It is important that this gap is addressed as 

physical restraint is frequently implemented in inpatient CAMHS (NICE, 2015b), often 

as a reactive strategy to manage behaviour that challenges (DH, 2019). 

 

1.2.4 Challenging Behaviour / Behaviour that Challenges 

Behaviour that challenges often leads to the implementation of physical restraint for 

children with intellectual disabilities (Menon et al., 2012) and children within CAMHS 

(Nielson et al., 2021). Challenging behaviour features in the ICD 11, the global 

categorisation system for physical and mental illnesses implemented across World Health 

Organization (WHO) member states (WHO, 2019). However, challenging behaviour has 

never been a formal diagnosis and there is increasing awareness of the way the term 

‘challenging behaviour’ can affect staff perceptions through misrepresentation as a 

diagnostic label (Gifford and Knott, 2016). Over time, people (often those who are 

vulnerable) have been described as challenging (Blunden and Allen, 1987).  

There are two widely used definitions associated with challenging behaviour. The first 

was published in 1995 and states challenging behaviour to be: 

‘Culturally abnormal behaviour(s) of such intensity, frequency or duration 

that the physical safety of the person or others is likely to be placed is 

serious jeopardy, or behaviour which is likely to seriously limit use of, or 

result in the person being denied access to, ordinary community facilities’ 

(Emerson, 1995, p.3). 

Although still in use, the outdated definition tends to place a negative label on the person 

(NCCMH (UK), 2015), however the term ‘behaviour that challenges’ identifies the 

behaviour rather than the individual as the focus (NICE, 2015b). Use of this term in favour 

of older, outdated terms such as ‘socially unacceptable behaviour’, ‘problem behaviour’ 

and ‘challenging behaviour’ represents a more contemporary view amongst healthcare 

professionals. A more recent definition of challenging behaviour is: 

 ‘…[behaviour] of such an intensity, frequency, or duration as to threaten 

the quality of life and/or the physical safety of the individual or others and 

it is likely to lead to responses that are restrictive, aversive or result in 

exclusion’ (RCP, British Psychological Society and Royal College of 

Speech and Language Therapists, 2007, p.14). 
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The latter definition attempts to move away from placing a negative label on the person 

and focusses more on the challenge to services. This is the definition which has guided 

my work in this thesis as it emphasises an understanding of the underlying cause of 

behaviour, rather than the person being ‘the challenge’.  

Much of the literature associates behaviour that challenges with intellectual disability 

(Murphy, 2017; NCCMH (UK), 2015; NICE, 2015a; DH, 2014; Heyvaert et al., 2012; 

Emerson, 1995). However, behaviour that challenges is only about three times more 

common in children with intellectual disabilities than in typically developing children 

(Emerson and Einfeld, 2011). It is relatively common for children with an intellectual 

disability who also have communication difficulties, autism and/or physical or mental 

health problems to develop behaviour that challenges (NICE, 2015a). Many instances of 

behaviour that challenges can be interpreted as ineffective coping strategies for a child or 

young person trying to control what is going on around them (Ogundele, 2018). 

Effectively, the behaviour is a form of communication of an unmet need (CQC, 2018; 

Pitonyak, 2009).  

To understand the behaviour of a child, the healthcare professional must try and 

understand what the child is communicating (Positive Behaviour Support (PBS) Coalition 

UK, 2015). This can be achieved through functional assessment and functional analysis 

to understand the underlying problem which is being communicated (NICE, 2020). It is 

important to understand that there will always be a contextual meaning behind behaviour 

that challenges (Gore et al., 2013). Underlying causes could be cognitive (disorientation), 

psychological (anxiety, anger, distress), physical (pain, thirst, needing the toilet) or 

environmental (noise, overcrowding) (Lemmi et al., 2016; Pitonyak, 2009).  

NICE (2015b) suggest that some care environments actually increase the likelihood of 

behaviour that challenges, specifically environments that are unpredictable or that have 

limited opportunities for social interaction or meaningful occupation (NDTI, 2020). This 

includes mental health services where there is a lack of choice, or those which are 

excessively noisy or crowded, unresponsive to individual needs (NICE, 2015b) or where 

physical health and pain go unrecognised or unmanaged. 

A recent report by the National Quality Improvement Taskforce for children and young 

people’s mental health inpatient services emphasises how efforts to meet the needs of 

children in inpatient CAMHS, regardless of whether they present with behaviour that 
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challenges or not, do not always need to be complex, but the children do need to be 

thought of as individuals (NDTI, 2020). Beardon (2017) notes how the environment, 

including other people, noise and lighting, can affect an individual’s behaviour and ability 

to thrive, especially for children or adults with autism. The NDTI report provides 

recommendations on how to make changes to help reduce the incidence of behaviour that 

challenges in inpatient CAMHS, suggesting that “some are significant changes, but many 

are small things that will make a big difference” (NDTI, 2020, p.10). 

Culturally, due to shifts in the language used to describe behaviour that challenges, 

healthcare professionals caring for both children and adults are beginning to move away 

from the idea that ‘this person has challenging behaviour’ and are starting to adopt a 

perspective of ‘this person presents us with a challenge in how to support them’ (James 

and Jackman, 2017). Reducing the use of restrictive interventions such as physical 

restraint in response to behaviour that challenges and improving safety and quality in 

inpatient CAMHS involves the adoption of more contemporary understanding. It also 

requires high quality training and an understanding of the function behind behaviour that 

challenges (NICE, 2015b). 

 

1.2.5 Training in the Management of Behaviour that Challenges 

The literature indicates that there have been long-standing concerns from mental health 

nursing staff (She-Fen et al., 2019; Altschul, 1981) as well as patients from all areas of 

healthcare (Trinkoff et al., 2008) about the adequacy of nurse training in the management 

of aggression and violence. The introduction in the UK of more person-centred, proactive 

approaches of training in the physical restraint of distressed patients or behaviour that 

challenges is comparatively recent (DH, 2019) and still largely oriented towards adult 

provision. 

In the 1970s and 1980s many staff training programs for behaviour management were 

based on the programs used by the police force (Farrell and Cubit, 2005) or by staff in the 

correctional system (Paterson et al., 2009). The influence of this training approach to 

mental health professionals was that the focus lay within the reactive management of 

inpatient violence by use of physical restraint and self-defence (Price, 2016). Therefore, 

the terms ‘C and R’ (control and restraint) training and ‘MVA’ training (management of 
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violence and aggression) were, for many years, the established terms for staff training in 

managing behaviour that challenges in healthcare (Paterson et al., 2009). However, these 

terms became increasingly criticised in mental health services for representing a culture 

of control and coercion (MIND, 2013). Instead, in line with international 

recommendations for training healthcare professionals in the management of inpatient 

violence to be centred on a proactive approach (International Council of Nurses, 2005; 

Council of Europe, 2004), the term ‘violence prevention and management training’ was 

seen to reflect a more proactive approach (Paterson et al., 2009). 

Guidance from the Department for Education and Skills / DH (2002) initiated the 

establishment of an accreditation scheme by the British Institute for Learning Disabilities 

(BILD) for training providers that included the use of restrictive interventions. The BILD 

Association of Certified Training (BILD ACT) provide accredited training in the 

management of behaviour that challenges in adult and child mental health and learning 

disability services. Whereas BILD ACT were responsible for certifying training as 

complying with the guidance presented in the RRN Training Standards, this responsibility 

now lies directly with the RRN (RRN, 2019). 

This certification in restrictive intervention training became a requirement for the CQC 

and all NHS-commissioned health care services from 2020. However, this requirement is 

based on the NHS Standard Contract, mandated by NHS England for use by 

commissioners for all contracts for healthcare services (NHS England, 2021), and not by 

law (Dawes, 2021). Therefore, the current situation is that compliance with the RRN 

training standards is not a legal, mandatory requirement for all mental health service 

providers. Training in the management of behaviour that challenges, including training in 

the use of physical restraint, can be provided by independent trainers. As such, the content 

and the delivery of courses is likely to vary dramatically (Price et al., 2015) which can 

lead to inconsistency across services. 

One of the primary prevention strategies for managing behaviour that challenges which 

should be prioritised by educators and trainers involves person-centred evidence-based 

models such as Positive Behaviour Support which are based on positive and proactive 

care (RRN, 2019).  
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1.2.6 Positive Behaviour Support 

Positive Behaviour Support (PBS) is a person-centred multi-component framework 

which aims to provide the best support for people to live meaningful lives and learn new 

skills (BILD, 2014). PBS has increasingly become an approach of choice to help improve 

people’s lives and the lives of those around them whilst supporting behaviour that 

challenges in many settings (PBS Coalition UK, 2015). Recommended as best practice 

within national policy statements (DH, 2014; Skills for Care, 2014; NHS Protect, 2013), 

PBS interventions aim to develop an understanding of how to support people who have 

behavioural needs in the least restrictive manner (DH, 2014). The PBS framework 

identifies early warning signs that behaviour that challenges may occur (CBF, 2019). 

PBS is predominantly seen as a framework of care for children and adults with intellectual 

disabilities, rather than as a framework of care specifically for mental health services 

(CQC, 2018). Importantly, PBS uses an evidence-base to inform decision-making as a 

platform to avoid the use of physical restraint (RRN, 2019). Delivering successful PBS 

strategies requires health professionals having high quality training (MacDonald and 

McGill, 2013).  

PBS attempts to provide support, promote inclusion and provide equal opportunities by 

attempting to understand unmet needs through the process of functional assessment 

(Murphy, 2017). This includes information gathering about ‘what we know’ about a child, 

in combination with direct observational assessment of behaviour in a defined 

environment (Langdon et al., 2017). These assessments lead to the collaborative 

formulation of tailored person-centred behaviour management strategies. These strategies 

use information about a child to identify proactive and preventative primary, secondary 

and tertiary actions to avert crises (Brunskill et al., 2019).  

Primary strategies are low-level, generic and proactive and may include teaching skills to 

a child in a CAMHS environment to increase their independence or help them to 

participate in an environment where triggers and/or reinforcers for behaviour that 

challenges can be mediated (CBF, 2021). Secondary strategies typically involve more 

tailored interventions, capitalising on the child or young person’s strengths and abilities 

(Walsh et al., 2018). In CAMHS, this might include the healthcare professionals working 

on calming, distracting and problem-solving with the child to avoid them becoming 

agitated. Staff would be able to identify early warning signs and use active listening to 
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closely monitor the mood or behaviours of a child. Staff teams could then support by 

intervening early and removing triggers without overloading the child or challenging 

them about their behaviours (PBS Coalition, 2015).  

Tertiary, or reactive strategies, are utilised with more complex, persistent and risky 

behaviour that challenges (CBF, 2021). They are not considered a treatment, but they are 

sometimes necessary when the earlier strategies have not prevented behaviour from 

becoming challenging. These strategies may include, amongst many other approaches 

(increased personal space, self-protective approaches, medication), the reactive 

management strategy of minimal restrictive interventions such as physical restraint 

(NCCMH (UK), 2015). 

It has been argued that PBS does little to change behaviours and is time-consuming 

(Wodehouse and McGill, 2009). However, McGowan et al. (2017) show in a small study 

with four adults with intellectual disability, an inverse relationship between the 

implementation of PBS interventions and presentation of behaviour that challenges. PBS 

is recommended in guidance (DH, 2019; RRN, 2019) and, with an emphasis on early 

intervention, there is a strong evidence base reporting PBS as a respectful and responsible 

behaviour management approach which produces positive outcomes (Embregts et al., 

2017; Murphy, 2017; Crone et al., 2015; Heyvaert et al., 2012; Lucyshyn et al., 2009). 

The PBS framework identifies de-escalation and distraction techniques as critical 

interventions in the management of potential distress (CBF, 2019). 

 

1.2.7 De-Escalation 

The term de-escalation was first used in discourses about violence prevention in health 

and social care in the mid-1980s (Hallett and Dickins, 2017, p.3) where it was defined as 

“…the main form of secondary violence prevention, occurring in the face of imminent 

aggression”. The first NICE (2005) guidelines for managing aggression in healthcare 

defined de-escalation by referring to Kaplan and Wheeler’s (1983) assault cycle which is 

a cycle developed to predict the likelihood of assaultive behaviour from adult patients 

towards healthcare professionals in an emergency department environment. However, the 

guidelines (NICE, 2005, p.8) only applied to “adults aged 16 years and older” and were 

superseded after ten years, with updated guidelines (NICE, 2015b) that incorporated 

behaviour management approaches for children and young people as well as adults. In 
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the 2015 guidelines, Kaplan and Wheeler’s (1983) assault cycle was no longer referred 

to. Instead, an updated, more descriptive, generalised definition of de-escalation was 

presented: 

“De-escalation is… a range of verbal and non-verbal skills and 

interactional techniques to avoid or manage known ‘flashpoint’ 

situations…without provoking aggression…” (NICE, 2015a, p.27).  

Preventative strategies such as de‐escalation are central to preventing crises developing 

within mental healthcare settings (Goodman et al, 2020). A culture of prevention as a 

first-line intervention requires staff to be able to recognise potentially disruptive 

situations, environments and/or relationships and have systems in place to override the 

disruption using a therapeutic approach (Duxbury and Jones, 2003). This endeavour has 

been referred to as ‘pre-escalation’ and can be thought of as the phase prior to the 

escalation of emotions and/or behaviours (Healy et al., 2020). Thinking about ‘pre-

escalation’ as a precursor to de-escalation is indicative of the shift in terminology and 

contemporary thinking which acknowledges and accepts a preventative approach to the 

escalation of emotions and/or behaviours. This shift in thinking is indicative of a person-

centred alternative to the reliance on a wholly reactive approach to the management of 

behaviour that can be perceived as challenging. The importance of the pre-escalation 

phase is discussed in further detail in the discussion chapter. 

Historically, some healthcare professionals have rated their own de‐escalation abilities as 

ineffective (Duxbury and Whittington, 2005) indicating the importance of training which 

builds the confidence of staff to competently use their learned de-escalation skills. Some 

writers have argued that de-escalation qualities are innate (Kindy et al., 2005) while others 

reason that their use and effectiveness develop through experience (Johnson and Hauser, 

2001). The literature emphasises how de-escalation techniques can be taught and 

therefore acquired through role-modelling and education (Kaufman and McCaughan, 

2013).  

In their systematic review of de-escalation training in adult mental health care services, 

Price et al. (2015) found that there was only limited evidence of improvements in de-

escalation performance in the practice of health care staff post-training. The thirty-eight 

included studies examining intervention effectiveness were limited by the absence of 

active controls in all but two studies (Carmel and Hunter, 1990; Rice et al., 1985). The 

evidence for a reduction in crises following de-escalation training is sparse, three studies 
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on adult mental health services found a reduction (Needham et al., 2004; Whittington and 

Wykes, 1996; Rice et al., 1985), two found no reduction (Sjostrom et al., 2001; Henk and 

Joost, 1997), and one found an increase, possibly due to improved reporting (Martin, 

1995). Essentially, Price et al. (2015) found no empirical evidence of the relative 

effectiveness of methods of delivery of de-escalation training for health professionals in 

adult mental health services. No such literature exists relating to the evaluation of training 

of de-escalation in CAMHS. However, the Safewards Randomised Control Trial (Bowers 

et al., 2015) demonstrated that incidences of patient conflict (including aggression and/or 

assault) with adults can be reduced using de-escalation, but as an intervention situated 

within a larger suite of strategies. Although originally designed on younger adult inpatient 

wards, Safewards has been successfully implemented across a variety of inpatient settings 

around the world, including children’s and young people’s wards (Hottinen et al., 2019). 

The delivery of de-escalation training as a stand‐alone intervention was a common 

practice until recently in some organisations (Leach et al., 2019) but it is now considered 

to be important to train health care staff in the wider aspects of physical restraint 

prevention (DH, 2019). Training staff in physical restraint as a stand-alone intervention 

may, in some cases, help to reduce violence (Paterson and Duxbury, 2006) but it is 

training in the wider aspects, such as human rights, prevention of violence, conflict 

resolution, post‐incident support (DH, 2019) and the understanding of the underlying 

cause of violence that is most useful for improving patient and staff safety (Paterson and 

Duxbury, 2006).  

Despite a recognised “lack of a systematic description of what de-escalation is” (Bowers, 

2014, p.36), guidelines (DH, 2019; RRN, 2019; NICE, 2016b; 2017b; 2015; NCCMH 

(UK), 2015) continue to recommend de-escalation as the first-line response to potential 

violence in adults, young people and children. Although some evidence exists around the 

relative efficacy of de-escalation techniques with adult patients (Spencer et al. 2018), little 

has been published about the effectiveness of de-escalation with children in mental health 

settings (Accinni et al., 2021) or medical settings (Nicoli et al., 2019).  

As highlighted above, de-escalation should be the first-line response to challenging 

behaviour (DH, 2019; RRN, 2019). In some situations, progression of behaviour that 

challenges leads to the use of physical interventions such as restraint in inpatient CAMHS 

in order to maintain safety (DH, 2015), however, physical restraint for children is both 
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distressing and traumatic (DH, 2019). Therefore, it is recognised that, as well as a focus 

on a pre-escalation phase, there should also be a focus on the after-care following a 

potentially distressing incident such as physical restraint, particularly for adults or 

children with autism, intellectual disability or with mental health conditions (CQC, 2020). 

Following an incident of physical restraint in CAMHS there should always be an 

opportunity offered for post-incident debriefing (Hallett, 2018). 

 

1.2.8 Post-Incident Debrief and Ongoing Post-Incident Support 

An important part of the PBS strategy is to gather information after an experience through 

the facilitation of post-incident debrief (PBS Coalition UK, 2015). In mental health 

services such as CAMHS, this important process provides an opportunity to assess the 

emotional climate for both the child and healthcare professionals following the 

implementation of physical restraint (Goulet and Larue, 2016). It has long been 

established that effective post-incident debrief should be facilitated by sensitive, clear-

headed trained professionals (Doy et al., 2006). Effective post-incident debrief provides 

an opportunity to talk about what has happened during an incident (NICE, 2015b). The 

NICE Quality Statement 5 (2017a) outlines the debrief process as addressing physical 

harm, ongoing risks and the emotional impact of an incident at a time when the person 

with the mental health problem feels ready. 

Larue et al. (2010) propose that ineffective post-incident debriefing tends to focus more 

on staff support, rather than the child’s traumatic experience. This means that the 

experiences of children may not always be understood post-incident. Debrief can help 

children to generally make sense and re-frame traumatic experiences (Steele and Kuban, 

2013). Carefully planned and implemented post-incident support in children’s mental 

health services, facilitated by appropriately trained staff, can feed into a preventative 

strategy; debrief involving children can help reduce (by up to 55%) both the frequency 

and incident time of further physical restraint incidents (Eblin, 2019).  

Good quality post-incident debrief in adult mental health settings includes face-to-face 

discussions with patients (Ling et al., 2015) in a supportive, non-threatening atmosphere 

where patients can be retrospectively asked about their emotions and feelings of safety, 

privacy and dignity (Goulet et al., 2018). There is only a small empirical evidence base 

for drawing conclusions about the use of debriefing with children and adolescents in 
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health care, and there is call for further dialogue regarding challenges in evaluating 

debriefing and other crisis interventions with children (Pfefferbaum et al., 2015) 

NICE Quality Standards (2017a) include a statement about post-incident debrief for 

adults and children in healthcare, adapted from earlier NICE guidelines (2015b) on 

violence and aggression: 

“debrief should use a framework for anticipating and reducing violence 

and aggression to determine the factors that contributed to an incident 

that led to a restrictive intervention, identify any factors that can be 

addressed quickly to reduce the likelihood of a further incident and 

amend risk and care plans accordingly” (NICE, 2017, p.21).  

By definition, post-incident debrief more broadly is “the post-experience analytic 

process” (Lederman, 1984, p.417) and is considered to be a discussion and analysis 

between the ‘debriefer’ and the ‘participants to be debriefed’ (Lederman, 1992). 

Debriefing can be implemented by a trained facilitator or can be self- or team-directed 

(Fanning and Gaba, 2007). Debriefing in health care is an opportunity for learning and 

improving patient care but the process is often focussed on the clinical staff rather than 

being conducted with patients (Hammervold et al., 2019; Gardner, 2013). Where 

debriefing attends to the needs of children and adults in mental health services, there is 

an opportunity for them to express their needs as part of longer-term ongoing post-

incident support (Hammervold et al., 2019). 

For children, traumatic experiences during childhood, such as physical restraint in 

CAMHS, can have adverse, far-reaching effects on health and social wellness (Choi et 

al., 2019). Traumatic experiences are considered to be different and more significant to 

the child than stressful experiences (Fondren et al., 2020), and are described as: 

“…frightening, dangerous, or violent events that poses a threat to a 

child’s life or bodily integrity. Witnessing a traumatic event can also be 

traumatic. This is particularly important for young children as their 

sense of safety depends on the perceived safety of their attachment 

figures” (The National Child Traumatic Stress Network, 2021). 

A broad framework for identifying trauma with children is based on extensive research 

conducted on adverse childhood experiences (Dion et al, 2016; McLaughlin, 2016; 

Permanente, 1998). Rooted in a growing awareness of the pervasiveness of adverse 

childhood experiences, a trauma-informed approach to care is becoming increasingly 

important (Piotrowski, 2020).  
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A trauma-informed approach is described as: 

“A strengths-based delivery approach grounded in an understanding of 

and responsiveness to the impact of trauma, that emphasizes physical, 

psychological, and emotional safety for both providers and survivors, 

and that creates opportunities for survivors to rebuild a sense of control 

and empowerment. Involves vigilance in anticipating and avoiding 

institutional processes and individual practices that are likely to re-

traumatize individuals who already have histories of trauma, and it 

upholds the importance of consumer participation in the development, 

delivery, and evaluation of services” (Marsac et al., 2016, p.14). 

Trauma-informed care has been adopted in a wide variety of settings including general 

healthcare, mental health, child welfare, justice systems, crisis and homeless shelters, and 

education (Purkey et al., 2018). This approach has facilitated a deeper understand of the 

impact of distressing and traumatic events for children (Leitch, 2017); incorporating 

findings from the original adverse childhood experiences (ACE) study (Permanente, 

1998) into trauma-informed care is described as helping to reduce the pathologising of 

symptomatic behaviour by viewing symptoms as normal reactions of a child to abnormal 

experiences (Evans and Coccoma 2014). Adoption of trauma-informed care in mental 

health services can also shape staff practices that help to strengthen therapeutic 

relationships with patients and enhance safety and respect within the care environment 

(Elliott et al. 2005). 

Having outlined the key concepts related to the study and this thesis, this introduction and 

background chapter will conclude by identifying some of the differences to be considered 

when physical restraint is implemented in healthcare services for children and adults. 

 

1.2.9 Defining Children 

The study presented in this thesis is a child-centred study. Therefore, due to the number 

of times that the words ‘children’ or ‘child’ appear in the text, it is important to define 

exactly what is meant by these terms in the context of this thesis. The UNCRC (1989, 

p.4) defines children as: 

“everyone under 18 unless, under the law applicable to the child, majority 

is attained earlier" 
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In England a child is defined as: 

“anyone who has not yet reached their 18th birthday” (Children Act, 

2004; 1989, p.7).  

Child protection guidance (Children Act, 2004) also clarifies that even if a child has 

reached sixteen years of age and is in hospital or in custody in the secure estate, they are 

still legally children (Department for Education, 2018). 

When the word ‘child’ or ‘children’ is used within this thesis, I am referring collectively 

to children, young people and (where contextually appropriate) adolescents. I will only 

deviate from the use of the word ‘child’ or ‘children’ if the particular subject being 

discussed warrants additional clarification (e.g. a quoted study uses the term ‘adolescent’, 

‘youth’, ‘young person’, ‘minor’ or ‘younger / older child’). 

 

1.3 Summary 

Behaviour that challenges in healthcare services is commonplace, especially in CAMHS. 

Such behaviour is often managed through restrictive interventions such as physical 

restraint. For children who are emotionally distressed or are presenting with behaviour 

that challenges, restrictive interventions such as physical restraint may sometimes be 

necessary and effective in negating the risk of harm (NICE, 2017b). Given the legal, 

moral and ethical complications associated with physical restraint, all healthcare 

providers, particularly inpatient CAMHS providers, should formulate the least restrictive 

strategies to manage challenging behaviour (CQC, 2017), not least because of the well-

documented personal costs of physical restraint to the development and welfare of 

children (DH, 2017). However, beyond the pre-escalation phase, behaviour that 

challenges can also be managed through de-escalation and evidence-based models such 

as Positive Behaviour Support. Such person-centred evidence-based approaches 

incorporate strategies aimed at avoiding the use of physical restraint through investing 

time and effort into understanding the function behind behaviour that challenges. Since 

children are not consistently asked about their experiences of being physically restrained, 

CAMHS providers cannot fully understand the extent of any psychological harm derived 

from the implementation of physical restraint.  

The following chapter presents a review of the literature associated with the physical 

restraint of children in mental health services. 
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Chapter 2 – Literature Review 

2.1 Introduction 

As outlined in the previous chapter, restrictive interventions, which include physical 

restraint, have a long history within mental healthcare services. Physical restraint within 

mental healthcare settings refers to: 

“…the use of physical contact which is intended to prevent, restrict or 

subdue the natural movement of any part of the patient’s body” (Mental 

Health Units (Use of Force) Act, 2018, section 1 (7)).  

Despite the potential risk of physical injury because of being physically restrained 

(Department of Health (DH), 2014), its implementation in mental healthcare practice is 

sometimes deemed necessary to maintain safety (Wilson et al., 2015) and protect children 

and adolescents and/or people around them from harm (National Institute for Health and 

Care Excellence (NICE), 2017b). 

In the UK “…physical interventions should only ever be used as a last resort…” (DH, 

2014: p.9) and broad guidelines, targeted at health, social care and educational providers, 

as well as local authorities and clinical commissioning groups, aim to eliminate 

inappropriate use of physical restraint with children and adolescents who are 

“…still developing both physically and emotionally and for whom 

trauma…could be very damaging…” (Department of Health and Social 

Care and the Department for Education, 2017: p.5).  

However, historically, not all healthcare guidelines have provided evidence-based 

frameworks of how to implement standards (Wilson et al., 2015).  

Understanding the consequences of physical restraint on a child’s mental and physical 

wellbeing is important (Restraint Reduction Network (RRN), 2019). Further, research 

indicates that adults (patients and staff) can also experience distress (Tolli et al., 2017), 

anger, fear (Merineau-Cote and Morin, 2013), anxiety (Laugharne et al., 2012) and 

traumatic psychological damage (Mohr et al., 2003) resulting from restraint 

implementation. There are also reports that the use of restraint within mental health 

services can damage therapeutic rapport (Steinert et al., 2010) and contribute to increased 

staff turnover (DH, 2019). An important resource for service providers and policy makers, 

both in the UK and internationally would be access to a contemporary systematic 

literature review on the use of physical restraint with children and adolescents within 
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mental health settings. Currently, this does not exist. This review aims to address this 

deficit. The published systematic literature review (Appendix 1) was originally available 

online through Sage journals in July 2020. It was then later published as a hard copy in 

the Journal of Child Health Care in September 2021. At the time of submission, the review 

had been downloaded and viewed close to 5000 times. This underscores how important 

the subject area is, given the attention the literature review has attracted. 

 

2.2 Aim of the Review 

To systematically locate, appraise, analyse and synthesise literature pertaining to the 

physical restraint of children and adolescents in inpatient mental healthcare services.  

 

2.3 Objectives of the Review 

The objectives are to:  

 explore which children and adolescents are being physically restrained in inpatient 

mental health services;  

 critically examine the reasons why children and adolescents are being physically 

restrained in inpatient mental health services; and 

 critically examine the consequences for children and adolescents of reported 

physical restraint use in inpatient mental health services. 

 

2.4 Review Method 

2.4.1 Selection of a Narrative Approach 

Due to the heterogeneity of the combination of sample populations and settings (Popay 

et al., 2006) as well as the poorly understood nature of physical restraint of children and 

adolescents in mental healthcare, a narrative synthesis approach was chosen informed by 

Popay et al. (2006, p.5), to “tell the story” of findings from the included studies.  
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2.4.2 Search Criteria 

The review was conducted in accordance with the Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA) statement. A comprehensive search 

identified relevant peer-reviewed research publications. Databases included: ProQuest, 

CINAHL, The Cochrane Library, Pubmed MEDLINE, and PsycINFO. A modified 

version of the PICO tool focused the search using combinations of words associated with 

the Population (children and adolescents), the Concept (physical restraint) and the 

Context (inpatient mental healthcare) (PCC) (Table 1). The search was completed in 

October 2018 however I have kept up to date with the literature published since this date 

and incorporated, where appropriate, relevant more recent studies within the discussion 

chapter. 

 

Table 1: Key Search Terms for Literature Review 

Area Description Search Terms 

Population (P) 
Children and / or young 

people 

Adolescen*; Child*; P?ediatri*; Teen*; Young pe*; 

Youth*                                                                                                                                                                      

Concept (C) 

Physical restraint features 

at some point during an 

intervention 

Behavio?r control; Behavio* management; 

Clinical* hold*; Hold*; Immobili*; Physical* 

interven*; Physical* restrain*; Restrain*; Restrict* 

practice*; Restrictive intervention*; Therapeutic* 

hold*  

Context (C) 

Inpatient mental health 

services; Child and 

Adolescent Mental Health 

Services (CAMHS) 

CAMH*; Child* and adolescent* mental health; 

Inpatient CAMH*; P?ediatric assessment unit*; 

Tier 4 CAMH*  

 

 

2.4.3 Inclusion and Exclusion Criteria 

Eligibility criteria were identified (Appendix 2) and included empirical studies, available 

in English, reporting on physical restraint use with children and adolescents admitted to 

mental health inpatient services. Studies were excluded if physical restraint was not 

independently reported from seclusion (a restrictive intervention which falls beyond the 

remit of the current study). Due to the paucity of literature, no date restrictions were 

applied. 
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Figure 1: PRISMA Flow Chart 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2.4.4 Screening 

The initial searches retrieved 1727 publications. Of those, 455 duplicates were removed. 

Titles, keywords and abstracts of all remaining publications (n=1272) were screened for 

relevance and 1231 publications were excluded (Figure 1). Reference lists and lead 

authors of the remaining publications (n=41) were examined to identify relevant 
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Full-text articles excluded  

(n=25) 

Reasons: 

Population incorrect (n=2) 

Concept / Intervention unclear 

(n=19) 

Context / Setting inappropriate 

(n=3) 

Quality threshold too low (CASP) 

(n=1) 

 
Studies included in 

narrative synthesis  

(n=16) 

 

Records screened  

(n=1272) 

 

Full-text articles assessed 

for eligibility  

(n=41) 
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additional studies. Full-text screening resulted in a further 24 publications being 

excluded. Data were then extracted from the remaining publications (n=16); in Table 2 

these studies are presented in order of publication. 

 

2.5 Quality Appraisal 

Publications were assessed for methodological and reporting biases using the Critical 

Appraisal Skills Programme (CASP) qualitative checklist tool, assessing for 

appropriateness of design, ethical considerations, rigour and relevance (CASP, 2018). 

Numerous tools exist for both qualitative and quantitative research, however most lack 

evidence to support their specific use (Tod et al., 2021). There is no gold standard critical 

appraisal tool for any one study design, nor is there any widely accepted generic tool that 

can be applied equally well across study types (Katrak et al., 2004). However, the CASP 

tool is most commonly used for quality appraisal in healthcare (Dalton et al., 2017) and 

is recommended for novice qualitative researchers (Long et al., 2020). Therefore, I opted 

to use the qualitative CASP tool (which I was most familiar with as a novice researcher) 

to ensure that I could establish a consistent approach across all included studies, whilst 

addressing the specific objectives of this narrative review. Each publication was reviewed 

independently by two members of the team. Quality ratings were collated (Table 3) and 

discrepancies were resolved through academic discussion until consensus was achieved. 

One publication (Faay et al., 2017) was excluded as the authors’ justification for the study 

design and data collection was unclear and there was limited discussion of the study 

findings, including their reliability and validity and their potential to be transferable to 

other populations. 

 

2.6 Data Synthesis 

Narrative synthesis, informed by Popay et al. (2006), facilitated the identification of 

patterns across the data. Studies were tabulated to allow for preliminary comparison. 

Relationships within and between the reviewed studies were explored to identify 

similarities, differences and potential influence of background or contextual factors. Sub 

groups were derived that best illustrated emergent themes from within the findings. 

Accordingly, these are presented and discussed in respect of the objectives of this review.  
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Table 2: Included Studies (ordered by year of publication) 

Author(s), 
Year, 
Country 

Aim 
Design / 
Method 

Population Outcome Measure Findings Limitations Reviewer Comments 

Sourander et 
al.  
2002.  
Finland 

To analyse the 
use of holding, 
restraints, 
seclusion and 
time-out in child 
and adolescent 
psychiatric in-
patient 
treatment 

Retrospective 
exploratory 
study 

Children and 
adolescent 
inpatients (2-
18 years of 
age) (n=504) 

 Use of timeout 

 Use of therapeutic 

holding 

 Children’s Global 

Assessment Scale 

 Diagnostic grouping 

 School Social Behaviour 

Scale  

 Short Adaptive 

Behaviour Scale 

In univariate analysis, younger 
age (OR 6.2, 95%CI 3.9–9.8), male 
gender (OR 3.0, 95%CI 1.9–4.9), 
aggressive acts (OR 11.2, 95%CI 
7.0–17.8), conduct/oppositional 
disorder (OR 1.7, 95%CI 1.1–2.6), 
Attention Deficit Hyperactivity 
Disorder (OR 3.8, 95%CI 1.7–8.7), 
attachment disorder (OR 3.5, 
95%CI 1.5–8.1), autism spectrum 
disorder (OR 4.5, 95%CI 2.0–9.9) 
and longer length of stay (OR 2.8, 
95%CI 1.8–4.3) were significantly 
associated with physical holding 

No information about the 
efficacy of techniques was 
collected 

No discussion about 
transferability of 
findings although the 
authors recognise that 
that it would be 
important to compare 
the different practices 
and legal issues in 
different EU countries 
and work towards the 
formulation of common 
restraint guidelines 

Donovan et 
al.  
2003. 
USA 

To examine 
demographic 
characteristics 
associated with 
the use of 
seclusion 
and restraint 
among 
psychiatrically 
hospitalized 
youths 
 
 

Retrospective 
naturalistic 
study 

Children and 
adolescent 
inpatients (5-
18 years of 
age) (n=442) 

 Anonymised 

demographic data 

 Anonymised clinical data 

 Incident forms 

 

Children and adolescents who 
were admitted on an emergency 
basis and those belonging to 
ethnic minority groups were 
more likely to undergo seclusion 
or restraint 

Although data show a clear 
downward trend in the use of 
restraint, the reasons could 
not be addressed by this 
observational study 
 
Short physical holds (less 
than 15 minutes), “time-
outs,” “escorts,” and “basket 
holds” were not included in 
the data set 
 
There was a paucity of 
qualifiers regarding the 
nature and severity of injuries 
and the characteristics of the 
as-needed (PRN) medications 
used 
 
 

This study examined 
data from a single 
public institution, as 
such, it may not be 
representative 
 
This study uses a 
comparatively weak 
retrospective 
methodological design 
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Delaney and 
Fogg  
2005. 
USA 

To examine the 
characteristics of 
children and 
adolescents 
who were 
restrained during 
brief inpatient 
psychiatric 
treatment 

Retrospective 
study 
 

Children and 
adolescent 
inpatients (7-
19 years of 
age) (n=100) 

 Medical charts 

 Incident forms 

 Chart audit forms 

 Aggression ratings scale 

 

Children and adolescents were 
significantly more likely to be 
restrained if they were male, had 
multiple admissions, longer 
length of stay, had a psychotic 
disorder diagnosis or had 
previous hospitalizations 
 
Restrained children and 
adolescents were more likely to 
have a history of voicing / 
attempting suicide 

This was a small, single-site 
study, which limits 
generalizations 
 
Lack of associated data made 
some study variables difficult 
to interpret 
 
Without a severity of illness 
score, explanations were 
limited for the reason for 
multiple restraints 

This study uses a 
comparatively weak 
retrospective 
methodological design 

Leidy et al.  
2006. 
USA 

To explore the 
nature of 
restraints with 
female 
adolescents in 
residential 
treatment 
facilities 

Retrospective 
exploratory 
study 

Female 
children and 
adolescent 
inpatients 
(11-17 years 
of age) 
(n=415) 

 Clinical case files 

 Anonymised 

demographic database 

 Restraint database 

The length of the restraints 
ranged from 1 min to 98 min 
 
77% of restraints were in the late 
afternoon / evening. 
 
Restraints tended to cluster. 
When one occurred, another 
often shortly followed.  

There were other child and 
staffing variables that were 
not considered due to lack of 
resources and the capacity to 
extract relevant data 

The aim and 
methodology of this 
study could be clearer 
 
There is no clarity over 
who was accessing non-
anonymised  data 
before the anonymised 
databases were created 

Crocker et al.  
2010. 
Australia 

To determine the 
predictors of 
aggression and 
restraint in 
children 
admitted to a 
child psychiatric 
inpatient unit 
 
 

Retrospective 
exploratory 
study 

Children and 
adolescent 
inpatients (5-
12 years of 
age) (n=41) 

 Incident reports 

 Risk assessment 

rankings 

 

A high-risk assessment was 
associated with aggressive 
behaviour and subsequent 
restraint 
 
Disruptive behaviour disorder 
predicted more serious 
aggression leading to restraint 

This was a single-site, 
retrospective audit, with a 
small sample size and low 
statistical power 
 
There is an increased risk of 
error as an alpha value of 
0.05 was used during analysis 
 
Staff may not have 
completed the incident forms 
uniformly 
 
Data needed to be 
categorized and the cut-off 
may have influenced findings 

The authors could have 
strengthened their 
position by comparing 
characteristics of their 
non-violent study 
population (n=29) 
 
The process of clinical 
data extraction (and 
error checking 
procedure) is not 
reported and has the 
potential to carry some 
level of subjectivity 
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dosReis et al.  
2010. 
USA 

To determine 
which time 
period following 
a residential 
admission would 
provide the best 
estimate of 
youth who are 
low, moderate, 
or high risk for 
future seclusion / 
restraint 

Retrospective 
naturalistic 
study 

Children and 
adolescent 
inpatients 
(12-18 years 
of age) 
(n=298) 

 Medical records 

 Treatment plans 

 

544 (53%) interventions occurred 
after school/evening, 344 (33%) 
during school/daytime hours, 125 
(12%) around bedtime/late 
evening, and 21 (2%) in the early 
morning 
 
There was a steep increase in the 
seclusion/restraint procedures at 
month three 

There is the likelihood of 
missing details with 
retrospective data 
 
The inclusion of only patients 
in residence for 12+ months 
may have selected those who 
were more challenging 

The sample size seems 
appropriate although 
there is no indication of 
the power of the 
sample 
 
Data may not be 
generalizable 
 
It is unclear who was 
responsible for 
collecting the data 

Stewart et al. 
2010. 
Canada 

To define which 
patients are at 
greatest risk for 
being 
administered 
intrusive 
interventions as 
a first step to 
reducing the 
need for this 
controversial 
practice 

Retrospective 
analysis 

Children and 
adolescent 
inpatients 
(infancy-18 
years of age) 
(n=153) 

 Child and Adolescent 

Functioning Scale 

 Brief Child and Family 

Phone Interview 

 Intrusive intervention 

database 

54.63% of the sample received 
some form of intrusive 
intervention 
 
Age at admission and sex reliably 
predicted administration of an 
intrusive intervention 
 
Self-harm demonstrated a trend 
toward significance (p = .057) 

The sample was 
disproportionately male 
 
Potential historic abuse 
/maltreatment was not 
considered 
 
No controls were established 
for specific mental health 
diagnoses 

The authors provide a 
good statement on the 
need for a predictive 
model and support their 
analysis with a clear 
background review 
 
No indication of ethics 
approval but the 
retrospective nature 
negates potential 
additional burden 

Azeem et al.  
2011. 
USA 

To determine the 
effectiveness of 
six core 
strategies based 
on trauma 
informed care in 
reducing the use 
of seclusion and 
restraints with 
hospitalized 
youth 

Retrospective 
analysis 

Children and 
adolescent 
inpatients (6-
12 years of 
age) (n=458) 

 Medical charts 

 Incident forms 

Seventy-nine patients (17.2%) 
required 119 restraints, with 
average number of episodes 
3.5/patient (range 1–28) 
 
The major diagnoses of the youth 
placed in seclusion and/or 
restraints were disruptive 
behaviour disorders (61%) and 
mood disorders (52%) 
 
 

Data were not sufficient to 
express results as per 
thousand patient days  
 
Effectiveness of strategies 
could have been biased by 
concurrent initiatives on the 
unit 
 
Longer baseline data prior to 
implementation was not 
available 
 

There is a relatively 
small amount of 
baseline data 
 
Effectiveness could be 
better measured 
through a randomised 
control trial 
 
The design is potentially 
too weak to draw any 
strong conclusion as to 
training-related effects 
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Tompsett et 
al.  
2011. 
USA 

To address the 
limitations of 
previous 
research by 
prospectively 
assessing 
theoretically 
defined 
predictors of 
aggression in an 
adolescent 
inpatient sample 

Prospective 
translational 
action 
research 

Children and 
adolescent 
inpatients (5-
17 years of 
age) (n=149) 

 Critical incident reports 

 The Risk Analysis 

Checklist for 

Institutionalized Youth 

(RACIY) 

Restraint resulting from patient-
to-staff aggression was most 
common predictor (n=5145) with 
patient-to-patient (n=520) and 
self-injurious behaviours (n=530) 
less common 

The outcome variable is only 
an approximation of 
aggression 
 
The Risk Analysis measure, 
conducted by therapists in 
treatment planning, is a 
significant limitation 
 
Data validity is reliant upon 
verbalised reports which may 
contain inaccuracies 

The study does not 
attempt to compare 
across hospitals 
 
There are unmeasured 
factors which may also 
be contributing to the 
likelihood of restraint 
 
This study relies on 
limited outcome 
measures 

Pogge et al.  
2013. 
USA 

To explore 
whether restraint 
and seclusion 
events are more 
common and 
more 
abbreviated in 
younger patients 

Prospective 
comparison 
analysis 

Patients on a 
Child unit (12 
years of age 
or younger) 
and patients 
on two 
Adolescent 
units (13–17 
years of age) 

 Global Assessment of 

Functioning scale  

 Derogatis Psychiatric 

Ratings Scale  

 Global Perspectives 

Inventory  

 Children’s Psychosocial 

Rehabilitation Scale 

 Wechsler Intelligence 

Scale for Children 

Younger patients experienced 
more restraint episodes 
 
None of the IQ index scores was 
significantly associated with 
restraint or seclusion (all t\1.15, 
all P[0.25) 

Data are from a single facility  
 
The frequency of disruptive 
behaviour incidents was only 
recorded when a restraint or 
seclusion took place 

No information is 
available concerning 
successful interventions 
that did not include 
restraint 

Stewart et al.  
2013. 
Canada 

To identify some 
of the factors 
associated with 
the use of 
intrusive 
measures among 
children with 
mental health 
and 
developmental 
disabilities 

Retrospective 
intervention 
study 

Children and 
adolescent 
inpatients (6-
18 years of 
age) (n=338) 

 The Child and 

Adolescent Functioning 

Assessment Scale 

 An intrusive measure 

database 

Children who were between the 
ages of 11 and 13 years were 33% 
less likely to have been physically 
restrained, and children aged 14 
years and above were 68% less 
likely to have been physically 
restrained when compared to 
children less than 10 years old 
 
Females were 69% less likely to 
be restrained than males 
 
50% of males received at least 
one physical restraint 

Participants were not 
randomly sampled  
 
Most participants were 
unique in terms of their 
mental health needs which 
limits the generalization of 
results 
 
Staff characteristics and the 
decision to use intrusive 
measures could not be 
assessed from the available 
data 

The interpretation and 
attempts to generalize 
findings from this study 
to other populations 
should be made with 
caution 
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Duke et al.  
2014. 
Australia 

This project 
aimed to 
document the 
nature and 
frequency of 
restrictive 
interventions 
used within a 
child and 
adolescent 
psychiatric 
inpatient unit 

Retrospective 
quality 
assurance 
evaluation 

Children and 
adolescent 
inpatients 
(mean age 
13.8 years; 
SD 2.9: range 
5.8–18) 
(n=36) 

 Clinical charts 

 Health of the Nation 

Outcome Scales for 

Children 

Interventions were more likely to 
be used in the first week of 
admission, in response to 
physical aggression and in 
response to aggression occurring 
in private space 
 
Interventions were associated 
with; younger age, male gender, 
history of aggression, 
developmental issues, 
externalising disorder, increased 
number of diagnoses and use of 
psychotropic medication at 
presentation 
 
Factors that remained 
independently associated with 
increased likelihood of 
experiencing an intervention 
were; developmental disorders 
and younger age 
 

The size of the sub sample for 
outcomes analysis was small 
 
The study was conducted in a 
single unit, limiting 
generalisability 
 
Global symptom ratings are 
unlikely to capture negative 
sequelae associated with use 
of restrictive interventions 

The focus was on 
incident and patient 
factors, whereas staff 
factors and institutional 
characteristics may also 
be important 
determinants 
 
Interventions were 
grouped together for 
analysis, whereas each 
type may be associated 
with different predictors 

Furre et al.  
2014. 
Norway 

To compare 
social, mental 
health, and 
treatment 
characteristics of 
restrained and 
non-restrained 
adolescents in 
acute psychiatric 
inpatient 
units 
 
 

Retrospective 
case-control 
study 

Adolescent 
inpatients 
(13-17 years 
of age) 
(n=288) 

 Characteristics of 

patient 

 Children’s Global 

Assessment Scale  

 International Statistical 

Classification of Diseases 

(ICD-10) diagnoses 

 Restraint vs non-

restraint control group 

 

Restrained group had larger 
proportions of psychotic, eating 
and externalizing disorders 
 
Restrained patients had lower 
psychosocial functioning  
 
Restrained patients had more 
and longer admissions and were 
more often involuntarily referred 

Reliability of the clinical data 
(e.g. diagnoses, CGAS scores) 
could not be checked due to 
the retrospective design 
 
Reliability of data extraction 
was not clarified 
 
No information about missing 
restraint episodes 

The authors provide a 
solid rationale for the 
study 
 
The authors also 
highlight the 
importance of 
concomitant 
pharmacological 
restraint, recognising 
the potential impact on 
this especially 
vulnerable population 
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Muir-
Cochrane et 
al.  
2014.  
Australia 

To present an 
audit report of 
the use of 
restrictive 
measures 
(seclusion and/or 
physical 
restraint) in a 
child and 
adolescent 
mental health 
unit 

Audit report 
from a 
retrospective 
study 

Children and 
adolescent 
inpatients (3-
18 years of 
age) (n=41) 

Non-identifiable incident 
forms filled out by 
clinicians at the time of 
the events 

There were more events 
involving females (59.66%, n=71) 
than males (40.34%, n=48) 
 
Over 50% (n =23) of patients had 
one event only (Mdn = 1, Mean = 
2.90, SD = 3.43), with 21.95% (n = 
9) having two to three events and 
21.95% (n=9) having 4-15 events 
 
51 events had 1 reason reported 
(43.22%), 28 had 2 (23.73%) and 
39 had 3 (33.05%) 

The data were retrospective 
and are therefore prone to 
underreporting or missing 
information 
 
Categories used in reporting 
reasons for containment 
were general 

The authors were not 
able to explore the 
overall effectiveness of 
interventions as no 
information is available 
concerning successful 
interventions that did 
not include restraint 
 

Furre et al.  
2016. 
Norway 

To describe the 
frequency and 
duration of 
restraint use, and 
reasons for 
restraining 
inpatient 
adolescents 

Retrospective 
analysis 

Adolescent 
inpatients 
(13-17 years 
of age) 
(n=267) 

 Characteristics of 

patient 

 Children’s Global 

Assessment Scale  

 International Statistical 

Classification of Diseases 

(ICD-10) diagnoses 

78.7% of restraints were physical 
 
Restraint reasons: 
Harming others - 53.2% 
Self-harm - 21.7% 
Damaging property - 16.5% 
Attempted absconsion - 13.9% 
Acting out - 11.2% 
 
 

Reliability of the clinical data 
(e.g. diagnoses, CGAS scores) 
not checked due to the 
retrospective design 
 
Reliability of data extraction 
was not clarified 
 
No information about missing 
restraint episodes 
 

There is recognition of 
an absence of a 
common definition of 
restraint in practice and 
how this can make 
comparisons 
challenging, however, 
this study was 
conducted in a country 
which is more proactive 
in conducting research 
in this field 

Furre et al.  
2017. 
Norway 

To investigate 
whether the 
number of 
restraint 
episodes per 
patient was 
related to any of 
several 
characteristics of 
the adolescents 

Retrospective 
analysis 

Adolescent 
inpatients 
(13-17 years 
of age) 
(n=267) 

 Characteristics of patient 

 Children’s Global 

Assessment Scale  

 International Statistical 

Classification of Diseases 

(ICD-10) diagnoses 

97 (36%) adolescents were only 
restrained once, 88 (33%) 2–4 
times, 35 (13%) 5–9 times, and 47 
(18%) 10 times or more. This 
latter group accounted for 1762 
(77%) of all restraint episodes 
 
 

Reliability of the clinical data 
(e.g. diagnoses, CGAS scores) 
not checked due to the 
retrospective design 
 
Reliability of data extraction 
was not clarified 
 
No information about missing 
restraint episodes 

The relevance of the 
findings could be 
discussed in more detail 
in relation to the aim of 
this study 
 
There is no discussion of 
transferability of 
findings to other 
populations 
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Table 3: CASP Quality of Evidence Criteria 

              Y = Yes (fully met criterion), P = Partially met criterion, N = No (criterion not met), N/A = Not Applicable 

Author 
CASP section Include? 

1 2 3 4 5 6 7 8 9 10  

 Clear aim 
Appropriate 

methodology 
Appropriate 

design 

Appropriate 
sampling & 
recruitment 

Appropriate 
data 

collection 

Consideration 
of research / 
participant 
relationship 

Consideration 
of ethical 

issues 

Rigorous 
analysis 

Findings 
clearly stated 

Is the 
research 
valuable? 

 

Sourander et al. 
2002 

Y Y P Y Y N/A N Y Y Y Y 

Donovan et al. 
2003 

Y Y P Y Y N/A Y Y Y P Y 

Delaney and Fogg 
2005 

Y Y P P Y N/A P Y P Y Y 

Leidy et al. 2006 P P Y Y Y N/A Y Y Y Y Y 

Crocker et al. 2010 P Y Y P P N/A P Y Y Y Y 

dosReis et al. 2010 Y Y Y P Y N/A Y Y Y P Y 

Stewart et al. 2010 Y Y P Y P N/A N Y Y P Y 

Azeem et al. 2011 Y Y Y P Y N/A P Y Y Y Y 

Tompsett et al. 
2011 

Y Y Y Y Y Y Y Y Y Y Y 
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              Y = Yes (fully met criterion), P = Partially met criterion, N = No (criterion not met), N/A = Not Applicable 

Author 
CASP section Include? 

1 2 3 4 5 6 7 8 9 10  

 Clear aim 
Appropriate 

methodology 
Appropriate 

design 

Appropriate 
sampling & 
recruitment 

Appropriate 
data 

collection 

Consideration 
of research / 
participant 
relationship 

Consideration 
of ethical 

issues 

Rigorous 
analysis 

Findings 
clearly stated 

Is the 
research 
valuable? 

 

Pogge et al. 2013 Y Y Y Y Y N/A N Y Y P Y 

Stewart et al. 2013 Y Y Y Y P P Y Y Y Y Y 

Duke et al. 2014 Y Y Y Y Y N/A N Y Y Y Y 

Furre et al. 2014 Y Y Y Y Y N/A N Y Y Y Y 

Muir-Cochrane et 
al. 2014 

Y Y Y Y Y N/A N Y Y Y Y 

Furre et al. 2016 Y Y Y Y Y N/A N Y Y Y Y 

Faay et al. 2017 Y Y P P P N/A P Y P P N 

Furre et al. 2017 Y Y Y Y Y N/A N Y Y Y Y 
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2.7 Results 

2.7.1 Study characteristics 

Sixteen studies are included in this review representing research conducted across 

America (n=6), Australia (n=3), Norway (n=3), Canada (n=2), Belgium (n=1) and 

Finland (n=1). Settings comprise mental health inpatient environments (acute and secure 

units and residential services). Services are representative of both private and state-funded 

facilities, serving urban and rural populations. Studies were conducted across child and 

adolescent settings (n=10), adolescent-only environments (n=5; one of which is female 

only) with one study focussing exclusively on a child-oriented service. Most designs 

(n=13) were retrospective. All included studies were quantitative in nature, reflecting the 

paucity of empirical qualitative research in the current literature reporting on the physical 

restraint of children and adolescents in mental healthcare. The research design detail 

present within the included studies was variable, total population sampling was only used 

in five of the studies and two publications provided weak descriptions of sampling and 

recruitment. Most (n=15) of the papers do not acknowledge the relationship between 

researcher and participant. 

Key factors from this review are summarised in Table 4. The reviewed literature indicates 

that there are some common characteristics associated with children and adolescents who 

experience restraint within mental health services. The reported reasons for 

implementation of restraint included both intrinsic and extrinsic variables which were 

often derived through complex, dynamic and reactive decision-making by front-line care 

providers. Whilst some physical consequences of restraint were reported, psychological 

consequences were rarely discussed or explored. Findings are presented in accordance 

with the three objectives of this review (which children and adolescents are being 

physically restrained; the reasons why children and adolescents are reported as being 

physically restrained; and the reported consequences for children and adolescents of 

physical restraint use). 

 

2.7.2 Which children and adolescents are being physically restrained in 

inpatient mental health services?  

Five studies report that between 27% and 44% of their demographic experienced some 

type of physical restraint during treatment; 27% of 149 children and adolescents 
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(Tompsett et al., 2011); 36.3% of 267 children and adolescents (Furre et al., 2016); 38% 

of 415 children and adolescents (Leidy et al., 2006); 40% of 504 children and adolescents 

(Sourander et al., 2002); 44% of 41 children and adolescents (Muir-Cochrane et al., 

2014). However, most studies recognise that some incidents of physical restraint remain 

under-reported (Crocker et al., 2010; Donovan et al., 2003; dosReis et al., 2010; Furre et 

al., 2014, 2016, 2017; Leidy et al., 2006; Muir-Cochrane et al., 2014; Pogge et al., 2013; 

Tompsett et al., 2011). dosReis et al. (2010) report that 60% of physically restrained 

children (n=156) experienced, on average, 14 physical restraints each, potentially 

identifying a group of children who may be at relatively high risk of physical and / or 

psychological restraint-related harm. 

 

2.7.2.1 The association between a child or adolescent’s age and being physically 

restrained 

Younger age (<13 years) is reported as associated with an increased likelihood of physical 

restraint experience in ten studies (Azeem et al., 2011; dosReis et al., 2010; Duke et al., 

2014; Furre et al., 2014; Leidy et al., 2006; Muir-Cochrane et al., 2014; Pogge et al., 

2013; Sourander et al., 2002; Stewart et al., 2010; 2013). Younger children are reported 

to be more overtly aggressive (Duke et al., 2014; Pogge et al., 2013; Sourander et al., 

2002), with aggression being strongly associated with physical restraint. Four studies cite 

no association between a child’s age and the use of physical restraint (Crocker et al., 2010; 

Delaney and Fogg, 2005; Donovan et al., 2003; Tompsett et al., 2010) although 

methodological weaknesses are identified in each study (see Table 3). The earliest study 

(Donovan et al., 2003) excluded physical restraint interventions lasting less than 15 

minutes, a time period which has subsequently been identified as most common for 

physical restraint of younger children in this environment (Pogge et al., 2013). 

 

2.7.2.2 The association between a child or adolescent’s gender and being physically 

restrained 

Five studies report that male children (regardless of age) are physically restrained 

significantly more often than female children (Delaney and Fogg, 2005; Duke et al., 2014; 

Stewart et al., 2010; 2013 Sourander et al., 2002) with reported figures of 70% of male 

children and adolescents being restrained (Duke et al., 2014), whereas three studies report 
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female children as having a greater risk of multiple physical restraints than males (dosReis 

et al., 2010; Furre et al., 2017; Muir-Cochrane et al., 2014). However, the variation in 

demographics (e.g. age of children, proportion of males to females) mean that 

interpretation is challenging. Crocker et al. (2010) found no identifiable association 

between gender and physical restraint in their relatively small (n=41) majority male 

population (78%; n=32). 

 

2.7.2.3 The association between diagnosis/psychosocial functioning and being 

physically restrained 

Restraint incidence is reported as positively associated with children and adolescents with 

developmental disorders (Azeem et al., 2011; Duke et al., 2014; Sourander et al., 2002), 

psychotic disorder (Delaney and Fogg, 2005; Furre et al., 2014; Sourander et al., 2002), 

externalising disorders (conduct/oppositional/disruptive disorders) (Azeem et al., 2011; 

Crocker et al., 2010; Furre et al., 2014; Leidy et al., 2006; Sourander et al., 2002) and 

internalising disorders (mood; depression, anxiety) (Azeem et al., 2011; Delaney and 

Fogg, 2005; dosReis et al., 2010; Leidy et al., 2006). Crocker et al. (2010), Delaney and 

Fogg (2005) and Duke et al. (2014) report that having multiple (comorbid) diagnoses 

further increases the likelihood of the use of physical restraint (comorbidity indicating 

conditions which coexist in the context of the index condition (Yancik et al., 2007)). 

Three studies present findings which suggest that it is psychosocial functioning, rather 

than diagnostic status, which reliably predicts physical restraint frequency (Furre et al., 

2014; 2016; Stewart et al., 2013). 

 

2.7.2.4 The association between a child or adolescent’s history and being physically 

restrained 

Physical restraint incidence is reported as positively associated with multiple previous 

inpatient admissions (Delaney and Fogg, 2005; Furre et al., 2014, 2016), past trauma 

(Azeem et al., 2011; Delaney and Fogg, 2005; dosReis et al., 2010; Duke et al., 2014; 

Furre et al., 2014; Tompsett et al., 2011) and history of aggression (Crocker et al., 2010; 

Duke et al., 2014; Tompsett et al., 2011). Four studies associate a history of self-harm 

with increased likelihood of physical restraint (Delaney and Fogg, 2005; Furre et al., 

2016; Sourander et al., 2002; Stewart et al., 2010).  
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2.7.3 Reasons why children and adolescents are reported as being 

physically restrained in inpatient mental health services 

 

2.7.3.1 Intrinsic factors associated with children and adolescents being physically 

restrained  

Crocker et al. (2010) identify how an increase in a child or adolescent’s risky behaviour 

(presentations associated with aggression and disruptive behaviour disorder) is linked to 

them being more likely to be physically restrained. Delaney and Fogg (2005) report the 

most prevalent risky behaviours as agitation, threats and staff-directed assault (most of 

which were extremely violent). A child or adolescent’s aggressive acts (defined as 

harmful behaviour which may include deliberate intent to harm or injure another person 

(Bandura, 1973) most frequently trigger the use of physical restraint (Crocker et al., 2010; 

Delaney and Fogg, 2005; dosReis et al., 2010; Duke et al., 2014; Furre et al., 2016; Muire-

Cochrane et al., 2014; Pogge et al., 2013; Sourander et al., 2002; Stewart et al., 2010, 

2013; Tompsett et al., 2011) with child-to-staff aggression being identified as a common 

precursor (Sourander et al., 2002; Tompsett et al., 2011). Studies also associate the use of 

physical restraint with ‘lower-level’ behaviours (opposition, disinhibition and 

absconsion) (Duke et al., 2014; Furre et al., 2016; Muir-Cochrane et al., 2014) as well as 

destruction of property (Furre et al., 2016; Muir-Cochrane et al., 2014). Self-harming 

behaviours significantly increase the likelihood of a child or adolescent being physically 

restrained (Furre et al., 2016; Muir-Cochrane et al., 2014; Stewart et al., 2010) whereas 

suicidal acts decrease this likelihood in favour of alternative management approaches 

(Sourander et al., 2002). 

 

2.7.3.2 Extrinsic factors associated with children and adolescents being physically 

restrained 

Leidy et al. (2006) found that children and adolescents whose admissions were mandated 

were twice as likely to experience multiple physical restraints. However, this is 

contradicted by three studies which report that mandatorily admitted children and 

adolescents experienced fewer physical restraints than their voluntarily admitted peers 

(Azeem et al., 2011; Donovan et al., 2003; Furre et al., 2016). Donovan et al. (2003) 
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report that children and adolescents admitted on an emergency basis (52%; n=111) were 

4.6 times more likely to experience physical restraint than planned admission peers. 

Similarly, Crocker et al., (2010) report that 82% (n=9) of children and adolescents 

admitted as an emergency experienced physical restraint. No paper which discussed the 

status of emergency admission included a clear definition of what constituted an 

emergency. Although emergency admissions are defined as those which are unpredictable 

and unplanned and occur at short notice because of clinical need (Health and Social Care 

Information Centre, 2021), it is not possible to ascertain if this definition aligns with the 

terminology used in the individual studies within this review.  

The literature indicates that the day of the week and the time of the day may influence the 

prevalence of physical restraint within inpatient mental health settings. Crocker et al. 

(2010) and Leidy et al. (2006) indicate that physical restraints are more prevalent at the 

beginning of the week, steadily decreasing towards Friday. Crocker et al. (2010) identify 

fewer incidents occur Friday-Sunday (when most children and adolescents were on home 

leave), whereas Leidy et al. (2006) report an increase again over the weekend, reinforcing 

how trends bear relevance only in respect of individual service provision. Four studies 

(Delaney and Fogg, 2005; dosReis et al., 2010; Furre et al., 2016; Leidy et al., 2006) 

found that physical restraint is more likely to occur in the afternoon or evening. Two 

studies found an overall decrease in physical restraints during an admission period (Furre 

et al., 2016; Leidy et al., 2006), whereas dosReis et al. (2010) reported the opposite, 

perhaps identifying the existence of an initial ‘honeymoon’ period (where more 

communicative and/or behavioural effort is expended by children, adolescents and staff 

earlier in an admission). 

Eight studies claim that longer admission periods are linked to an increase in the 

likelihood of physical restraint being used (Delaney and Fogg, 2005; dosReis et al., 2010; 

Furre et al., 2016; Leidy et al., 2006; Pogge et al., 2013; Sourander et al., 2002; Stewart 

et al., 2013; Tompsett et al., 2011). Whilst length of stay is an important factor, Leidy et 

al. (2006) report that its association with physical restraint is not straightforward. 

Tompsett et al. (2011) offer a practical explanation, suggesting that children and 

adolescents simply have more time in which to aggress as length of stay increases. Leidy 

et al. (2006) identify potential ‘clustering’; 75% (n=794) of physical restraints occurred 

on less than 20% of the days, with 25% (n=265) occurring on just 3% of the days, 



56 
 

potentially highlighting a ‘chain reaction’, whereby one physical restraint has the 

potential to ‘spark’ others. 

Four studies report how multiple interventions were attempted prior to physical restraint 

(Delaney and Fogg, 2005; Muir-Cochrane et al., 2014; Pogge et al., 2013; Sourander et 

al., 2002). Delaney and Fogg (2005) report that ‘as needed’ medication (typically anti-

psychotic and/or sedative) was used before 38% (n=45) of physical restraint incidents, 

although the authors report that no further information was available to explore the 

reasons why physical restraint was subsequently implemented. Five studies show how the 

use of physical restraint is partly determined by the familiarity of staff with policies 

(dosReis et al., 2010; Donovan et al., 2003; Furre et al., 2014; 2016; 2017). dosReis et al. 

(2010) and Donovan et al. (2003) describe how, as time progresses, the threshold for staff 

using physical restraint increases, with intervention implementation becoming selectively 

focused on the most dangerous behaviours. Staff members’ lack of familiarity with non-

native cultural backgrounds may also lead to misperceptions that some children and 

adolescents are dangerous, leading to miscommunication and mistrust from both 

perspectives (dosReis et al., 2010; Furre et al., 2014). Children and adolescents from 

minority communities are reported as having a higher proportion of unmet mental health 

needs and have often developed more serious symptoms at the point of admission, placing 

them at a higher risk of physical restraint (Donovan et al., 2003). 

 

2.7.4 Reported consequences for children and adolescents of physical 

restraint use in inpatient mental health services 

 

2.7.4.1 Physical consequences of children and adolescents being physically 

restrained   

dosReis et al. (2010) draw attention to the potential for children and adolescents to be 

exposed to physical (and psychological) harm through increased restraint incidences. 

Two studies discuss a relationship between longer duration of physical restraint and 

increased risk of physical harm (Duke et al., 2014; Furre et al., 2016), with Furre et al. 

(2016) highlighting how restraint duration should be as short as possible to reduce any 

potentially harmful effects. Donovan et al. (2003) note a reduction of physical restraint 

frequency (by 26%) and duration (by 38%) over the two-year period of their naturalistic 
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retrospective study. However, there was a proportional increase in the number of children 

and adolescent’s restraint-related physical injuries (from 4% to 8%) over the same time, 

suggesting that reduced physical injury risk may not be directly proportional to reduced 

physical restraint frequency or duration. It is difficult to interpret findings further as 

physical restraints <15 minutes were excluded from the study.  

 

2.7.4.2 Psychological consequences of children and adolescents being physically 

restrained 

None of the reviewed studies reported child-reported psychological consequences of 

physical restraint. Pogge et al. (2013) suggest that some physical restraint interventions 

could provide therapeutic benefits, although this is not drawn from empirical evidence. 

Two studies associate physical restraint with a lack of therapeutic effect (Duke et al., 

2014) and a potential to worsen behaviours (Crocker et al., 2010; Duke et al., 2014). 

Health of the Nation Outcome Scale scores (measuring general health and social 

functioning) were available for 35% (n=47) of admitted children in the study by Duke et 

al. (2014) with scores improving across children and adolescent’s admission periods, with 

no differences noted between those who did and did not experience physical restraint. 

However, the authors do not specify if scores were self-rated (by the children or 

adolescents), parent-rated or clinician-rated. Further, the authors note that the 

retrospective dataset did not allow investigation of more immediate adverse effects 

associated with physical restraint (such as distress). Therefore, this finding should be 

viewed with some caution. 

 

 

2.8 Discussion 

This is the first systematic review which synthesises research reporting which children 

and adolescents are being physically restrained in mental health inpatient services, the 

reasons why, and any potential associated consequences. The review has been published 

in the Journal of Child Health Care and has been downloaded and viewed close to 5000 

times. This review addresses recommendations from an earlier review (DeHert, 2011), 

which called for a focus on indications and predictors, clinical outcomes and effectiveness 

of physical restraint of children. Previous systematic reviews have been conducted 

examining restraint use with adults in mental healthcare (Dahm et al., 2017; Wilson et al., 
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2015) and general healthcare (Mohler et al., 2016) as well as with children in general 

paediatric care (Bray et al., 2014; Kirwan and Coyne, 2016). There has also been a 

tendency to approach this subject through examination of the perspectives of nursing staff 

(Demir, 2007; Kirwan and Coyne, 2016).  

 

Table 4: Summary of Key Factors from The Literature Review 

 

 

The implementation of physical restraint results from complex, dynamic and reactive 

decision-making by front-line care providers and can be based upon a combination of 

patient (intrinsic) and environmental (extrinsic) factors. Some of the more frequently 

reported characteristics include a child or adolescent’s age, gender, diagnosis and history, 

Which children 

and adolescents 

are being 

physically 

restrained 

Age: Younger children (aged <13). 

Gender: Male children (however female children have a greater risk of multiple 

restraint). 

Diagnosis: Children and adolescents with a diagnosed developmental disorder, 

psychotic disorder, externalising or internalising disorder (multiple comorbid 

diagnoses further increase likelihood). 

History: Children and adolescents with multiple previous inpatient admissions, 

history of trauma, self-harm and aggression. 

Why children 

and adolescents 

are being 

physically 

restrained 

Risky behaviours: Agitation, aggression, threats and staff-directed assault, self-

harm, opposition, disinhibition and absconsion. 

Admission status: Emergency and voluntary admission status more likely to 

experience restraint. 

Timing: Incidents more prevalent at the start of the week, in afternoons or evenings 

and during longer admission periods; However, incidents generally decrease across 

an admission period, sometimes after a spike following an initial ‘honeymoon’ 

period; Incidents can ‘cluster’, whereby one physical restraint can spark others. 

Staff influences: Lack of familiarity with procedures and cultural backgrounds can 

lead to miscommunication; Implementation thresholds can increase over time to 

only the most dangerous behaviours. 

Consequences 

for children 

and adolescents 

of physical 

restraint 

Physical Injury: There is a potential relationship between physical restraints >15 

minutes and increased risk of physical injury. 

Psychological Harm: Studies associate physical restraint with a lack of therapeutic 

effect, with implementation potentially worsening behaviours; Little is known about 

adverse psychological effects (such as distress) associated with physical restraint of 

children and adolescents. 
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with male children being physically restrained significantly more often than female 

children (Delaney and Fogg, 2005; Duke et al., 2014; Stewart et al., 2010; 2013 Sourander 

et al., 2002) although female children can have a greater risk of multiple restraints 

(dosReis et al., 2010; Furre et al., 2017; Muir-Cochrane et al., 2014). Having a formal 

diagnosis regularly emerges as a predictor of physical restraint (Azeem et al., 2011; 

Crocker et al., 2010; Delaney and Fogg, 2005; dosReis et al., 2010; Duke et al., 2014; 

Furre et al., 2014; 2016; Leidy et al., 2006; Sourander et al., 2002; Stewart et al., 2013). 

Organisational factors, a child or adolescent’s admission status, longer length of stay, 

miscommunication and mistrust of staff by children and by staff of children can also 

contribute to the reasons for physical restraint implementation. 

Physical restraint is generally more likely to be used earlier in an admission (dosReis et 

al., 2010; Furre et al., 2016; Leidy et al., 2006), in the afternoons or evening (Delaney 

and Fogg, 2005; dosReis et al., 2010; Furre et al., 2016; Leidy et al., 2006). There is also 

some potential ‘clustering’ of incidents (Leidy et al., 2006). Individually, these 

characteristics can have predictive merits. In combination, some stronger predictive traits 

potentially emerge. Several studies reported that multiple interventions were attempted 

prior to the implementation of restraint, although information concerning positive 

behavioural interventions (negating restraint use altogether) was rarely reported in the 

identified literature included within this review. One study excluded interventions lasting 

less than 15 minutes (Donovan et al., 2003), although no clear reason was reported for 

only including interventions where physical restraint lasted longer than 15 minutes. More 

contemporary evidence from the Mental Health Commission (2018) shows that 90% of 

physical restraints (both with children and adult inpatients) last 15 minutes or less 

meaning that if Donovan’s cut-off point was used in current research, most episodes of 

restraint would be missed. Most studies discuss the physical consequences associated 

with physical restraint, including physical injury. A focus on physical harm can result in 

psychological harm (rarely discussed in-depth) being overlooked (Bray et al., 2014). 

There is anecdotal mention of potential therapeutic benefits of physical restraint (Pogge 

et al., 2013), although the evidence supporting this claim is weak. 

DeHert et al. (2011) highlight the importance of the development of restraint guidelines 

which take into account the input of children. Whilst restraint reduction remains high on 

the agenda (DH, 2014; 2019), guidelines exist (DH, 2019; RRN, 2019) and evaluation of 

initiatives is important (Caldwell et al., 2014; Valenkamp et al., 2014; Wilson et al., 2015) 
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but the evidence shows that restraint reduction training alone does not necessarily negate 

the risk of physical injury (Challenging Behaviour Foundation, 2019; RRN, 2019). 

Restraint implementation with children and adolescents can be enhanced through a richer 

understanding of the impact of the intervention (Demir, 2007), with credibility existing 

in the words of those who experience mental health services first-hand (Caldwell et al., 

2014). This review has identified that there are no published UK studies focusing on 

children’s first-hand reported experiences of physical restraint within inpatient CAMHS. 

Services must be able to take into account the individual needs voiced by the children 

under their care (Caldwell et al., 2014). Therefore, more research is needed to better 

understand the variables that can lead to restraint (Kirwan and Coyne, 2016) and to listen 

to what children and adolescents say about their experiences of physical restraint in 

mental healthcare. 

 

2.9 Limitations 

This review is subject to limitations within the available evidence base. Services are 

representative of both clinical and residential settings. Although the context and culture 

of service provision was examined, this was not consistently or effectively reported. 

However, of those papers (n=11) that did report context, it was clear that some provision 

was delivered more intensively (dosReis et al., 2003; Leidy et al., 2006; Stewart et al., 

2010; 2013) than others (Crocker et al., 2010; Donovan et al., 2003; Furre et al., 2014; 

2016; 2017; Sourander et al., 2002; Tompsett et al., 2011). Where resources were 

available, residential providers appeared positioned to provide more personalised, 

intensive treatment (Stewart et al., 2010). Some data from clinical providers was reported 

as more nationally representative (Furre et al., 2017; Sourander et al., 2002), although 

there is recognition that within both contexts, there is room for improvement on how 

clinical information is recorded (Furre et al., 2014; 2016; 2017; Leidy et al., 2006) which 

has the potential to impact review findings. Additionally, there remains a reliance on 

proxy reporting of physical restraint outcomes for children and adolescents admitted to 

mental health services. The results of this review rely on a small number of empirical 

studies, most of which relied on retrospective data which can be prone to missing or 

unreported data. The study populations differed in terms of age, setting characteristics 

and duration of admission periods making some comparisons challenging.  
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2.10 Recommendations for Research  

There is a need to explore children and adolescent’s perceptions about physical restraint 

and the impact of physical restraint frequency on health outcomes. Future research should 

continue to assess the use of physical restraint with children and adolescents. Studies 

should specifically focus upon understanding the effect that physical restraint has upon 

children and adolescents in mental healthcare. Studies should also focus on determining, 

through collaboration with children, the most appropriate use of physical restraint, 

including the most appropriate approaches for using the intervention when alternative 

strategies may be more beneficial to the well-being of children, adolescents and staff. 

 

2.11 Conclusion  

This review highlights some common characteristics associated with children and 

adolescents who have experienced physical restraint in inpatient mental healthcare, as 

well as common reasons for implementation. There remains a reliance on retrospective 

data, single-centre studies and proxy reporting of outcomes. This review has identified 

the absence of first-hand reported accounts of children and adolescents who have 

experienced physical restraint in inpatient mental healthcare services. 
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Chapter 3 – Interpretative Phenomenological Analysis  

3.1 Introduction  

This chapter will present the theoretical perspective and philosophical concepts relevant 

to this study. Firstly, I will present, describe and examine the theoretical perspectives 

underpinning qualitative research. I will then discuss the three key philosophies of 

phenomenology, hermeneutics and the idiographic model of inquiry which underpin the 

methodology used to conduct this study. Finally, I will introduce the chosen qualitative 

methodology used for this study which was Interpretative Phenomenological Analysis 

(IPA). 

 

3.2 Theoretical Perspectives 

There are two broad theoretical paradigms for conducting empirical research (Trochim, 

2006). The deductive, or quantitative, approach to research requires a set of principles 

that can be observed or tested by the researcher and focusses upon statistical or numerical 

methods to test hypotheses (Bryman, 2008). In contrast, the inductive approach, such as 

the theoretical approach underpinning this study, seeks recognition of the broad and 

reflective human experience (Merriam, 2009). The inductive researcher: 

“…works from participants’ views to build broader themes and generate 

a theory interconnecting those themes” (Cresswell and Plano Clark, 

2007, p.23). 

whereas the deductive researcher moves: 

“…from a theory to hypothesis to data to add to or contradict the theory” 

(Cresswell and Plano Clark, 2007, p.23). 

The inductive approach sets out with no preconceived criteria (Soiferman, 2010). To its 

critics inductive research painstakingly works from first principles when there is no 

overriding need to do so given there is already likely a huge amount of existing literature 

on the phenomenon of interest (Glaser and Strauss, 1964). Instead, ideas related to the 

phenomenon of interest are generated purely from the data and guide the direction of the 

research (Mohajan, 2018). Thus, conclusions and theories drawn from the research are 

derived from within the data analysis process (Gray, 2014). Cresswell (2013, p.45) 

suggests that researchers: 
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“build their themes from the ‘bottom up’, by organising their data 

inductively into increasingly more abstract units of information” 

As it is not possible to quantify the meaning embedded within human experiences through 

numerical methods (Antwi and Hamza, 2015), an inductive approach was adopted for this 

study.  

Smith et al. (2009) identify the importance in qualitative research of a focus which is 

directed towards how a person makes sense of the phenomenon of interest. In this study 

it was important to understand how the children attributed meaning and made sense of 

being physically restrained. Children were encouraged to express their thoughts and 

feelings about being physically restrained in their own ways and, using their own style of 

words and language.  

Children have been previously regarded as dependent, incompetent, and acted upon by 

others (Elden, 2013) and therefore conducting qualitative research with children can 

sometimes present challenges. However, the United Nations Convention on the Rights of 

the Child (1989) emphasises children’s rights to express their views and scholars are 

increasingly emphasising the importance of studying children’s perspectives in research 

(Ponizovsky-Bergelson et al., 2019). Smith et al. (2009) identify how IPA with children 

is made possible through facilitating flexible interview processes whereby even children 

can provide rich, or thick, descriptions of their experiences. 

A review of the literature reveals that qualitative approaches have been successfully 

employed to understand experiences of physical restraint from the perspectives of adults 

attending emergency departments (Wong et al., 2020), adult mental health patients 

(Wilson et al., 2017; Fish and Hatton, 2017), family members of adult patients (Kurata 

and Ojima, 2014), healthcare professionals (Lockwood et al., 2018; Wilson et al., 2017; 

Freeman et al., 2016), children in residential care (Morgan, 2012; Steckley and Kendrick, 

2008), children in custody (Shenton and Smith, 2020) and teachers (Laymon, 2018).  

Due to the essence of this study being focused solely on the children’s experiences of 

being physically restrained, the adoption of a purely qualitative approach was a justified 

and appropriate choice. It has been recognised that qualitative approaches offer important 

opportunities for flexibility around exploration of potentially distressing topics, 

particularly with children (Noble-Carr and Woodman, 2016). 
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3.3 Ontological and Epistemological Perspectives 

Ontology is a philosophical term relating to how people make sense of their reality based 

on the assumptions that they make about their existence within the world (Breakwell et 

al., 2012). Ontology is “the study of being” (Crotty, 1998, p.10) and relates to the values 

a researcher holds about what can be known as ‘real’ and what a person believes to be 

‘factual’ (Bryman 2008).  

Realist ontology relates to the existence of one single reality which can be understood as 

a ‘truth’ (Levers, 2013). Alternatively, relativist ontology is based on the philosophy that 

reality is constructed within the human mind, such that no one ‘true’ reality exists. 

Instead, reality is ‘relative’ according to how individuals experience it at any given time 

(Moon and Blackman, 2014).  

Relativists suggest that reality is only knowable through socially constructed meanings 

and that there is no single shared reality (Ritchie et al., 2003). For example, each child 

admitted to inpatient CAMHS will have their own unique perspective and experience of 

their care. For some, this will include their individual experiences of being physically 

restrained. These individual perspectives will be informed by the child’s interactions with 

other children, by healthcare professionals, by family and by any relevant previous 

experiences. This reflects the proposition that different perceptions generate the existence 

of multiple realities (Ryan, 2018). 

Relativist ontology is the belief that reality is a finite subjective experience (Denzin and 

Lincoln, 2005). Reality from a relativist perspective is not distinguishable from the 

subjective experience of it (Guba and Lincoln, 2005). In this way of thinking, reality is 

human experience and human experience is reality (Levers, 2013). This goes beyond two 

people experiencing an external world differently; rather, their worlds are simply different 

(Stajduhar et al., 2001) and universal truths give way to negotiated truths (Guba and 

Lincoln, 2005). Although I have witnessed and been involved in the implementation of 

physical restraint multiple times with children in inpatient CAMHS, I was never 

physically restrained as a child. This is just one example of how my world will be different 

to that of a child who has experienced being physically restrained. With multiple 

interpretations of experience come multiple realities. The purpose of research from a 

relativist ontological perspective is to attempt to understand the subjective experience of 

reality and multiple truths (Levers, 2013).  
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Positivism and Interpretivism are the two basic ontological approaches to research 

methods (Ryan, 2018). Positivism is a perspective which argues that the world exists 

externally to the researcher (Khanna, 2018). Positivist researchers value objectivity and 

proving or disproving hypotheses (Bryman, 2008). A recognised limitation of this 

ontological approach is that not all ‘knowledge’ can be observed and/or measured 

quantitatively to test or generate scientific theories (Gray, 2014). Post-positivist 

researchers believe that whilst truth and universal laws exist, the certainty that absolute 

truth is discoverable through science is untenable (Letourneau and Allen, 2006). The post-

positivist paradigm is conceptualized as having an objectivist epistemology (Annells, 

1997). 

Interpretivism is an ontological approach in direct opposition to positivism and post-

positivism. Originating from principles developed by Kant (1871/2007), interpretivism 

has a ‘relativist’ ontological perspective that values a subjective approach to knowledge 

acquisition (Ryan, 2018). Interpretivism argues that it is social experiences that ultimately 

form our perceptions of our own reality and truth (Kivunja and Kuyini, 2017). In the 

interpretive paradigm: 

“…knowledge is relative to particular circumstances - historical, 

temporal, cultural, subjective - and exists in multiple forms as 

representations of reality (interpretations by individuals)” (Benoliel, 

1996, p.407).  

Denzin and Lincoln (2005, p.22) describe interpretivist research as being: 

“…guided by the researcher’s set of beliefs and feelings about the world 

and how it should be understood and studied”  

Interpretivists, therefore, accept multiple meanings and ways of knowing, and the 

paradigm advocates the generation of knowledge through gaining the unique and 

subjective meanings that individuals attribute to the research phenomenon (Cresswell, 

2013). 

The principles and values of interpretivism align with many of the approaches, principles 

and values of contemporary nursing (Levers, 2013), including a commitment to patient-

centred, holistic and personalised care (NHS England, 2015b). The three components of 

evidence-based health practice are: scientific evidence and research; clinical expertise; 

and patient experience (Gerrish and Cooke, 2013). In healthcare, the ways in which 

people receiving healthcare (patients) place meaning on their health, wellbeing or 
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experiences of care are of great value (Kieft et al., 2014). Human beings have a natural 

inclination to understand and make meaning out of their lives and experiences (Krauss, 

2005). Meanings are: 

 “…the categories that make up a participant’s view of reality and with 

which actions are defined… culture, norms, understanding, social reality 

and definitions of the situation” (Krauss 2005, p.762). 

Scientific research that values facts, cause and effect, and outcome measures play a clear 

role in patient care (Bhide et al., 2018). However, despite potential arguments around 

rigour and representation (Rolfe et al., 2018), it is becoming increasingly accepted that 

qualitative research makes an important contribution to healthcare and medical sciences 

(Sidhu et al., 2017). The lived experiences of children who are patients can only be 

explored and investigated through qualitative research approaches. In-depth qualitative 

processes enabled children to share their experiences and perceptions of being physically 

restrained. 

Epistemology, or the study of knowledge, is “a way of understanding and explaining how 

I know what I know” (Crotty, 1998, p.3). Denzin and Lincoln (2005, p.183) describe 

epistemological inquiry as looking at “…the relationship between the knower and the 

knowledge”. There are different epistemological stances reflected within qualitative 

research methodologies and methods that researchers often use (Smith et al., 2009), these 

include objectivism, constructivism and subjectivism. 

Those declaring objectivity claim to observe the phenomena as it exists independent of 

the human mind (Levers, 2013). Crotty (1998) describes objectivism as the belief that 

truth and meaning reside within an object and are independent of human subjectivity. 

Conversely, subjectivism is the belief that knowledge is “always filtered through the 

lenses of language, gender, social class, race, and ethnicity” (Denzin and Lincoln, 2005, 

p.21). A subjective epistemology recognises knowledge as value laden (Levers, 2013) 

and the goal, therefore, is to develop understanding from within those values (Denzin and 

Lincoln, 2005). 

My epistemological stance as a researcher is personal to me; it is about how I know and 

make meaningful sense of the world around me. With a subjectivist epistemological 

stance and a relativist ontological perspective, I chose to adopt an attitude where I 

recognized that the experiences of the children in this study were both individual and 
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unique to them. It was important, therefore, to remain aware of my own personal and 

professional knowledge and experiences, which I embraced to assist with my 

interpretative efforts. This helped me to make sense of the meanings which were 

attributed by the children to their experiences of being physically restrained. 

Having outlined how the subjectivist epistemology of an interpretivist ontological 

approach forms the theoretical positioning of this study, I will now present the key 

philosophies of phenomenology, hermeneutics and the idiographic model of inquiry. 

These three philosophical approaches form the basis for the chosen methodology for this 

study – Interpretative Phenomenological Analysis. 

 

3.4 Phenomenology 

Phenomenology is rooted in the philosophy of Husserl, Heidegger, Merleau-Ponty, 

Gadamer and others. The philosophical approach of phenomenology is described by 

Smith et al. (2009, p.13) as “the study of what appears”. With numerous methods of 

inquiry (Dowling, 2007), phenomenological research is valuable for exploring human 

phenomena (Hein and Austin, 2001) through investigating a person’s lived experience 

(Finlay, 2008).  

The phenomenological movement began in the early 20th century with Husserl (1970) 

who believed in the importance of examining how we perceive and make sense of our 

experiences (Smith et al., 2009). Husserl considered experience to be the ultimate source 

of knowledge (Racher and Robinson, 2003). He suggested that the way in which we 

experience the world is through a system of interrelated meanings - our ‘life-world’ 

(Husserl, 1970). Although our life-world occurs consciously, it is considered pre-

reflective as we make sense of new experiences before we explicitly think about them 

(Finlay, 2008). Therefore, our life-world is always consciously shaped by interactions 

with something or someone else. Methods to interpret conscious (and unconscious) 

experiences focus on exploration of what is being sensed, felt, thought and remembered 

(Polkinghorne, 1989). Critics of phenomenology in general see it as lacking attention to 

the wider social context (Finlay, 2013b). However, phenomenologists attempt to examine 

the interaction between a person’s life-world, their individual understanding, and the 

unique quality of the interaction (Laverty, 2003). 
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A criticism frequently associated with Husserl’s phenomenology is confusion arising 

from his attempt to describe phenomenology from a psychological perspective despite 

Husserl being a philosopher (Tassone, 2017). Husserl suggests that data can give rise to 

only one accurate interpretation (Hein and Austin, 2001) but it is noted that he rarely 

provides concrete examples or procedures of how people can understand the meaning of 

experiences (Smith et al., 2009). Further, Husserl advocated the need for the researcher 

to ‘bracket’ any existing knowledge of the experience to adopt a truly phenomenological 

attitude (Neubauer et al., 2019). Bracketing involves the suspense of critical judgement 

and a temporary refusal of critical engagement (Crocker, 2018) and facilitates what Smith 

(2005) describes as ‘phenomenological reduction’ which intends to: 

“…lead the inquirer away from the misdirection of their own 

assumptions and preconceptions” (Smith, 1996, p.264). 

Allen-Collinson and Pavey, (2014) outline how setting aside existing assumptions can 

create an opportunity to view an experience in a different light and potentially identify its 

core essence. Whilst IPA acknowledges the role of interpretation, the concept of 

bracketing is controversial (Biggerstaff and Thompson, 2008). Bracketing can be a form 

of selective objectivity, potentially weakening claims to validity (Denzin and Lincoln, 

2005). Biggerstaff and Thompson (2008) assert that this underscores the importance of 

the maintenance of the IPA researcher’s reflexive diary, detailing the nature and origin of 

emergent interpretations. 

Phenomenologists look to describe rather than explain but there is complexity within the 

distinction between description and explanation; whilst phenomenologists often do 

explain, it is in terms of ‘lived experiences’ rather than causal events (Finlay, 2013a). 

Husserl’s phenomenological theory was later developed by Heidegger (1962), who 

contested theories of the possibility for a researcher to bracket knowledge and truly 

suspend existing assumptions. Instead, Heidegger suggested that we are inseparable from 

the world in which we live (Langdridge, 2007). Heidegger extended Husserl’s 

phenomenology, seeking to understand “the meaning of Being” (Mackey, 2005, p.181). 

Therefore, Heideggerian phenomenology provides an opportunity to understand a 

person’s relative lived experience of ‘being-in-the-world’ (Horrigan-Kelly et al., 2016). 

Rather than the researcher attempting to set aside their assumptions, Heideggerian 

phenomenology explores ways in which the overlapping relationships of researcher and 
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participant can provide a deeper, richer meaning to the described experiences (Fuster 

Guillen, 2019). 

Heidegger conceptualised human experience and phenomenology in terms of ‘situated-

ness’ (Laverty, 2003). He suggests that each of us are ‘thrown’ into a pre-existing world 

of objects, relationships, cultures and beliefs from which we cannot detach (Smith et al., 

2009). Therefore, according to Heideggerian phenomenology, the way in which we exist 

can only be interpreted by acknowledging the influences from the world into which we 

have been ‘thrown’ (Horrigan-Kelly et al., 2016). This perspective exemplifies how 

people interpret new experiences, interactions with people, or specific phenomena both 

differently and independently. 

Whilst Heidegger remained phenomenological in his focus, the two philosophers held 

contrasting ontological perspectives (Neubauer et al., 2019). Both agreed that 

phenomenology is descriptive (Carman, 2006), however, Heidegger saw 

phenomenological inquiry as requiring hermeneutic elements (Tuffour, 2017). 

 

3.5 Hermeneutics 

Gadamer (1998) understood hermeneutics as a process of co-creation between the 

researcher and participant, in which meaning occurs through a circle of readings, 

reflective writing and interpretations. Three significant elements in Gadamer's 

philosophical hermeneutics that nurse researchers use in practice are reflexivity, dialogue, 

and interpretation (Laverty, 2003). Reflexivity picks up from Heidegger's (1962, 

p.195) discussion of the circle of understanding: “…the expression of the existential fore-

structure of Dasein”. Gadamer (2004) expanded upon the interpretive effect of this 

hermeneutic circle to draw attention to the dynamic between ‘the thing under 

consideration’ and ‘the fore-structures of understanding’. Gadamer (2004, p.269) wrote 

that: 

“…working out this fore-projection, which is constantly revised in terms 

of what emerges as he penetrates into the meaning, is understanding 

what is there” 

Heidegger’s recognition of phenomenological inquiry requiring hermeneutic elements 

lead to the development of hermeneutic (or interpretive) phenomenology through greater 

recognition of the words and language used by people (Laverty, 2003). This hermeneutic 
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approach emphasises language as possessing a dual quality (Davidsen, 2013). The task, 

therefore, of hermeneutics is to “clarify the miracle of understanding what happens when 

an interpreter engages a text…” (Gadamer, 2004, p.260) and is individualised and 

interpreted according to our sense of being-in-the-world. 

Hermeneutics aims to make meaning intelligible (Grondin, 1994, p.20) through a two-

fold interpretative perspective which gives rise to understanding (Willig and Rogers, 

2017). Heidegger explains this interpretative process with the concept of a ‘hermeneutic 

circle’ (George, 2020). This suggests that a reader of a text already possesses a pre-

understanding of the subject or experience being discussed. The hermeneutic circle is the 

iterative, interpretative back-and-forth process between pre-understanding(s) and more 

complete understanding (Larkin et al., 2006). An individual’s pre-understandings 

influence the act of understanding, which is subsequently modified during the process of 

the hermeneutic circle (Mackey, 2005). However, a person’s explanation of an experience 

will always be interpreted by a researcher based upon pre-existing knowledge and 

assumptions (Wilding and Whiteford, 2005). Pietkiewicz and Smith (2014, p.8) observed 

that IPA integrates ideas from both hermeneutics and phenomenology resulting:  

“…in a method which is descriptive because it is concerned with how 

things appear and letting things speak for themselves, and 

interpretative because it recognizes there is no such thing as an 

uninterpreted phenomenon.” 

Smith et al. (2009, p.37) capture IPA’s dual phenomenological and hermeneutic framing, 

stating that: 

 “Without the phenomenology, there would be nothing to interpret; 

without the hermeneutics, the phenomenon would not be seen.”  

To garner an ‘insider perspective’ of experience, Smith (2004, p.40) outlines the 

requirement in IPA research for a ‘double’ hermeneutic:  

“…the participant is trying to make sense of their personal and social 

world; the researcher is trying to make sense of the participant trying to 

make sense of their personal and social world” 

Heidegger believed that there must be an openness for the reader of the text to learn more 

and extend their existing knowledge regarding the subject matter (George, 2020). It is 

suggested that the reader will then reach a ‘barrier’ to which their existing knowledge will 
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be challenged to fully comprehend the intention and meaning behind the text (Heidegger, 

1962). Smith et al. (2009, p.35) clarify that the phenomenon will be there, ready to:  

“…shine forth, but detective work is required by the researcher to 

facilitate the coming forth, and then to make sense of it once it has 

happened”  

Interpretations in IPA are therefore bounded by both the capacity of the person to 

articulate their experiences, and the ability of the researcher to make sense of them. For 

this study, those elements relate to the capacity of the children to describe, in sufficient 

detail, their experiences of being physically restrained. My ability as a novice researcher 

was also an important consideration for the successful adoption of IPA for this study. I 

had to make sense not only of what the children were saying, but also of their own sense-

making in describing their experiences. The impact of these important considerations will 

be discussed in more detail in Chapter 4. 

 

3.6 Idiographic Model of Inquiry 

The terms ‘idiographic’ and ‘nomothetic’ were introduced by Windelband (1998) as an 

alternative way to classify academic disciplines. The goal of idiographic disciplines (e.g. 

history) was to understand a single event situated in time or place whereas the goal of 

nomothetic disciplines (physics, biology, experimental psychology) was to develop 

general laws and principles (Conner et al., 2009). The terms ‘idiographic’ and 

‘nomothetic’, therefore, refer to different forms of evidence-based knowledge 

(Windelband, 1998). Nomothetic approaches are often used for quantitative research 

(Smith et al, 2009) and research samples will attempt to recruit participants who are 

representative of the overall population (Coolican, 2009). 

Idiographic methods of inquiry are those that aim to identify patterns of behaviour “within 

the person across a population of experiences or situations” (Conner et al., 2009, p.293). 

In contrast to the nomothetic approach, idiographic approaches aim to focus upon detailed 

explanatory descriptive accounts from people’s individual lived experiences (Goodall, 

2014). Therefore, idiographic researchers purposefully seek smaller, more homogenous 

samples of people who possess unique experiences relating to a specific research 

phenomenon (Smith et al., 2009). Consequently, idiographic research does not aim to 
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generate vast quantities of data, but instead is concerned with obtaining deeper, richer 

understandings of people’s experiences (Snelgrove, 2014). 

In the context of qualitative research, IPA is resolutely idiographic through its 

commitment to examining the detailed experience of each person in turn, prior to the 

move to more general claims. The IPA researcher always begins with the particular and 

ensures that, if and when any generalisations are made, they are always grounded within 

the ‘particular’ (Eatough and Smith, 2008). Frechette et al. (2020) identify how 

phenomenological inquiry encourages an uncovering of shared meanings, rather than 

drawing comparisons between participants’ experiences and those of the researcher. The 

commitment of IPA to detailing the diversity of experience can create a productive 

tension in the IPA process that encourages creative thinking from the researcher in how 

to retain the insights of both individual and shared experiences (Eatough and Smith, 

2008). 

It is noted that health researchers, particularly nurses, are often drawn to interpretive 

phenomenology when addressing concerns in research (Petrovskaya, 2014). This study 

investigates how a child creates a new understanding of ‘being-in-the-world’ when the 

world that they are ‘thrown’ into changes due to being physically restrained. Therefore, 

the interpretative nature of IPA fits well as a methodological approach. This section has 

introduced three key philosophies underpinning IPA. What follows is a more detailed 

outline of the qualitative methodological approach used to conduct this research. 

 

3.7 Interpretative Phenomenological Analysis 

Interpretative Phenomenological Analysis (IPA) was conceptualised in the late 20th 

century by Smith (1996). IPA facilitates interpretative engagement with a person’s 

understanding of an event (Langdridge, 2007) and explores how people attribute meaning 

and make sense of their personal and social world (Eatough and Smith, 2006). IPA is 

especially useful when one is concerned with complexity (Smith and Osborn, 2008) and 

it has become an increasingly prominent methodology within health research (Hefferon 

and Gil-Rodriguez, 2011).  

IPA is a distinct methodology with a clear philosophical underpinning, a flexible 

approach to data collection and a distinct approach to data analysis (Smith and Osborn, 
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2008). The flexible approach to data collection in IPA aligns well with this study as the 

participants were children. As a novice researcher, the distinct structure underpinning the 

analysis of data within IPA was helpful.  

Researchers have questioned whether children are able to explain and describe their 

experience of a particular phenomenon in enough detail for an IPA study to produce 

meaningful findings that are reflective of the accounts of the children (Teuma, 2013). 

There is also recognition that researchers must have the expertise required to 

communicate with and interview children (Teuma, 2013). The flexible nature of data 

collection approaches used within the IPA process allowed me as the researcher to draw 

upon my own professional experience and modify the interview process. For this study, 

this involved a focus on preparing child-centred interviews. The design of which was 

driven through external consultation with children and families. The language, 

terminology, style of interview and all study information material were devised using this 

important consultation exercise, outlined in greater detail in Chapter 4. 

Smith (2004, p.49) advocates those guidelines for conducting semi-structured interviews 

for IPA should be adapted when interviewing children, suggesting that: 

“…the non-interventionist stance of IPA interviewing which includes 

open questions followed by gentle probing will need to be more 

interventionist with children. Children may require the researcher to take 

a stronger role in guiding them than is usual in IPA interviews” 

The epistemology of IPA is heavily influenced by phenomenology (Love et al., 2020) as 

researchers are attempting to make sense of how a person has understood and attributed 

meaning to a specific experience. IPA researchers acknowledge that it is not possible to 

fully bracket their own understanding of a phenomenon in an attempt to be fully objective 

(Nicholls, 2019). Instead, IPA promotes bracketing as a temporary endeavour, where the 

researcher attempts to briefly suspend any assumptions, beliefs and judgments about a 

specific phenomenon, rather than attempting full separation from knowledge. What made 

IPA appropriate for this study was the acceptance that I would not be able to fully bracket 

my own knowledge, understanding and experience of physical restraint within inpatient 

CAMHS due to my previous clinical experience within this context. Instead, IPA 

permitted me to embrace and integrate my knowledge from past professional experiences 

into an understanding and interpretation of the children’s accounts of their experiences. 
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Through adoption of IPA as an interpretative research methodology, I attempted to 

establish a connection between the explicit meanings expressed by the children’s 

verbalised accounts of being physically restrained with more hidden understandings of 

their experiences. However, IPA researchers also acknowledge that non-verbal 

communication is an important aspect of understanding a person’s described experience 

(Figgou and Pavlopoulos, 2015). This is where IPA draws on ‘embodiment’ of experience 

(Merleau-Ponty, 1962), acknowledging the importance of how our physical bodies 

engage with our worlds to give particular meaning to experiences. On this basis, elements 

of a child’s understanding of being physically restrained can also be ascertained through 

their non-verbal communication.  

What distinguishes IPA from other phenomenological approaches is the specific process 

of analysis (Pringle et al., 2011). Discussed in more detail in Chapter 4, this distinct 

analytical process provided me with an important structure to work from as a novice 

researcher in my interpretative endeavours of the children’s accounts. This is where the 

hermeneutic circle, prominent in IPA methodology, provides clear value. It is emphasised 

that researchers adopt an achievable ‘hermeneutic approach’ when reading and analysing 

a transcript by: 

“…trying to make sense of the words used [and] also trying to make sense 

of the person who has said those words” (Smith et al., 2009, p.5). 

What makes IPA unique to other hermeneutic approaches, is the adoption of what is 

known as a ‘double hermeneutic’ (Montague, 2020). Thus, during the analysis process, 

IPA requires the researcher to adopt a distinct structure and an ‘interpretative lens’ with 

which to view the experience from the participant’s perspective (Smith and Osborn, 

2008). 

IPA analysis relies on constant dynamic interpretation of how singular words provide 

context for the text as a whole. As an IPA researcher, my goal was to interpret the text 

within the children’s accounts on many levels to attempt to fully comprehend their 

experiences of being physically restrained. As a novice researcher I found this challenging 

and regularly sought the guidance of my PhD supervisors. I was attempting to make sense 

of the children’s sense-making. Rigorously documenting my own thought process and 

justifying my interpretation was sometimes challenging and time-consuming. However, 

these processes enabled me to reflect on the content of each interview and was an 
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important part of my interpretation of what was important within the children’s accounts. 

Through acknowledging the meanings behind each of the children’s words, how the 

words fit within the sentences, and also the underlying meaning of the text as a whole 

(including my own journaled notes and reflections) I propose that it was indeed possible 

to get closer to the children’s comprehension of their experiences of being physically 

restrained. 

As previously discussed, the idiographic nature of IPA research explores participants’ 

‘lived experiences’ (Reid et al., 2005) to propose a general description of the specific 

phenomenon of interest (Finlay, 2011). IPA is an inductive approach concerned with 

understanding how a particular cohort of people have made sense of a particular 

phenomenon (Gauntlett et al., 2017). Therefore, the aim of IPA research is not to create 

causal explanations or generalisable facts regarding the phenomenon (Smith and Osborn, 

2008). This means that IPA studies are usually conducted using small sample sizes. 

Purposive sampling identifies a defined group for whom the research question will be 

significant (Finlay, 2011). Consequently, the researcher does not aim to recruit 

participants to create a representative sample but, instead, investigates a group of people 

who have specific life experience with the research phenomenon (Willig, 2008). 

Therefore, after careful consideration of the above detailed aspects of IPA, I chose this as 

the most appropriate methodological approach for this research. Although detailed case-

by-case analysis of individual transcripts was time-consuming, the aim was to say 

something in detail about the perceptions and understandings of the participating children 

who had been admitted to inpatient CAMHS and who had experienced physical restraint. 

Published studies have successfully demonstrated how they have adopted IPA for use 

with children as participants. Smith and Dunworth (2003) offer guidelines for collecting 

data from children, based on their IPA study of children with a diagnosis of Attention 

Deficit Hyperactivity Disorder. Preliminary sessions designed for the researcher to 

become acquainted and then play games with the children in their study dramatically 

increased the children’s engagement in subsequent interviews about their experiences. 

After initially considering a similar approach, I dismissed this idea as I wanted to reduce 

the likelihood of the development of a pre-interview relationship where children might 

feel obligated to perform in a particular way or be on their best behaviour. I wanted to 

create a power dynamic between myself and the children which would be as unbalanced 
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as possible to facilitate an interaction which allowed children to feel free to tell their own 

stories in their own words. 

Petalas et al. (2009) used semi-structured interviews in their IPA study to explore the 

perceptions and experiences of children (n=8) aged 9-12 years old who had a brother with 

a diagnosis of Autism Spectrum Disorder. The authors detail the ways in which the 

methodological approach was adapted for children including how the children were given 

a choice of location for the interviews. Additionally, potential discussion points were 

provided to the children prior to the interviews. As with this study, the interview schedule 

contained a number of warm up questions specifically aimed at putting the children at 

ease and subsidiary questions and prompts were included if children had difficulty 

discussing a topic. The interviews were shorter than those for this study, on average 21 

minutes. Although, in the design stage for this study, I had anticipated the potential for 

interviews to last even shorter than this. At the end of interviews in the study by Petalas 

et al. (2009), children were given the opportunity to comment on the interview and, 

similar to this study, all participants reported positively and none requested the interview 

be terminated. 

Back et al. (2011) used face-to-face interviews with children (n=10) aged 9-15 years old 

in their IPA study to understand children’s experiences around sensitive legal 

proceedings. The interviews were mainly carried out in the children’s homes, although 

the authors do not comment on why or how this location was decided. Interview questions 

were open-ended but the authors make no reference as to how the method was specifically 

adapted for children. However, Back et al. (2011) do comment that the reader should be 

mindful when interpreting the results as children may not have the linguistic abilities to 

explain or describe their experience fully. 

As has been justified throughout this chapter, IPA is relativist, subjectivist and 

interpretative and attempts to understand the lived experience of participants in a rigorous, 

yet flexible manner. Adopting IPA as a methodology for this study allowed me to embrace 

my existing professional knowledge and experiences as interpretative lenses regarding 

the children’s experiences of being physically restrained in inpatient CAMHS. 

Consequently, these lenses enabled clarity of my interpretation of their accounts. 
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3.8 Summary 

In this chapter I have discussed the theoretical concepts which underpin this qualitative 

study. The philosophies of phenomenology, hermeneutics and idiographic model of 

inquiry have also been presented and discussed. The chosen methodological approach for 

this study, Interpretative Phenomenological Analysis, was then outlined and examples 

were provided where IPA has been successfully adopted in research involving children. 

For this reason, IPA provides a sound methodological approach for this study. IPA 

considered communication which extends beyond that of verbally expressed language 

and capabilities, which, on balance, can be relatively less developed for children than 

adults. The role of well-considered and justified interpretivist research in nursing, such 

as this study, can be of great value. 

The next chapter will outline the methods used in conducting this IPA study with children 

in inpatient CAMHS. I will also detail the process of data analysis and discuss ethical 

considerations associated with conducting this qualitative study with children. 
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Chapter 4 – Methods 

4.1 Introduction 

In this chapter I describe the approach I have taken in designing this study, having already 

outlined the philosophical positioning of the chosen methodology, Interpretative 

Phenomenological Analysis (IPA). I outline the research design and justify the methods 

I adopted for data collection. I present the distinct data analysis process associated with 

IPA research and discuss the ethical considerations which underpin the implementation 

of IPA studies involving children.  

My interest in the experiences of children who have experienced physical restraint 

developed from my professional experience as a registered mental health nurse working 

within inpatient child and adolescent mental health services (CAMHS). As outlined in 

the previous chapter, my experience and understanding of working with children who 

have been physically restrained influenced my decision to adopt IPA as an appropriate 

methodology for this study. It was my intention to explore the lived experiences of 

children to try and understand what meaning they attributed to being physically restrained 

in inpatient CAMHS.  

As identified in Chapters 2 and 3, a review of the current literature presents a range of 

perspectives pertaining to experiences of physical restraint. These perspectives included 

those of parents, staff, adult patients and older adolescents within healthcare, residential 

and educational environments. However, little evidence was identified of the perspectives 

and experiences of children within mental healthcare. This highlighted the importance of 

exploring the first-hand experiences of children of being physically restrained during an 

admission to inpatient CAMHS. 

The following sections will specify the research question and aims of the study. I will ‘set 

the scene’ by discussing the importance of researcher reflexivity in IPA studies. I will 

then discuss the position of children within research before building upon this information 

to justify the use of IPA with children in this study. 
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4.1.1 Research Question 

What do children tell us about their experiences of physical restraint in inpatient 

CAMHS? 

 

4.1.2 Research Aims 

The primary aim of this study was to explore the personal meanings and sense-making of 

children of their experiences of being physically restrained during an admission to 

inpatient CAMHS. A secondary aim was to explore the effects (if any) that this physical 

restraint may have had upon children’s reported physical, social and emotional wellbeing. 

 

4.1.3 Researcher Reflexivity 

Reflexivity involves paying attention to the position of one’s self (Palaganas et al., 2017) 

as well as what the data offers up (Willig, 2008). The researcher’s position plays a 

significant role in an IPA study (Biggerstaff and Thompson, 2008). Thus, as the 

researcher, my thoughts and feelings (both congruent and divergent to those of the 

children) need to be recognised and used as explicit, legitimate components of inquiry. 

Willig (2008) identifies that reflexivity is an important strength of an interpretivist 

approach because the researcher does not retain an unbiased or neutral position. As a 

process, reflexivity subsumes a continuous process of reflection by the researcher upon 

their own values (Parahoo, 2006), emotionality (van der Riet, 2012) and ideological 

positioning (Willig, 2008). As a mental health nurse, I remain reflective in respect of my 

awareness of how my personal values and previous experiences can generate meaning 

from my new experiences. Dowling (2006) suggests that reflexivity can be viewed as 

both a process and a concept of qualitative research. The concept of reflexivity challenges 

the assumption that the researcher can ever study social reality with total objectivity 

(Palaganas et al., 2017). Reflexivity, therefore, refers to a level of conscious self-

awareness (Lambert et al., 2010), where the researcher recognises their occupied position 

within the social world being studied (Ackerly and True, 2010). Analytic attention, 

therefore, must be paid to how this might impact upon the researcher’s practice (Hesse-

Biber, 2007).  

As a mental health nurse and inpatient manager of a CAMHS unit, I have experienced 

first-hand the implementation of physical restraint of children as well as some of the 
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tensions that this implementation presents to a mental healthcare professional. It is 

important, therefore, to fully understand who I am and how my experiences influence me 

as a nurse researcher. I have always thoroughly enjoyed being a mental health nurse. From 

the outset of my career, as a student nurse on my final placement, I can still remember 

being incredibly excited about my placement in inpatient CAMHS. I remember how 

different inpatient CAMHS was to any of the other placements that I had experienced as 

a trainee mental health nurse. I remember feeling privileged to be able to spend time, 

interact and engage with the vulnerable children admitted to the service.  

One thing that I probably did not appreciate at the time was just how therapeutic the 

milieu was during my placement. Upon qualification, I was fortunate enough to be offered 

a position in the service. After completing all of the necessary mandatory training, 

including ‘supportive holds’, I began to settle in and find my place within the staff team, 

becoming comfortable as a newly qualified nurse in an important service. I can remember 

looking forward to my rewarding new career.  

Then, one day, for no obvious reason, two boys started fighting in the lounge. They were 

only young but it was possible that they could have physically hurt each other. This 

unexpected altercation resulted in myself and another newly qualified nurse being ‘in a 

hold’ with one of the boys. I struggle to remember the mechanics of our decision making 

process at the time but the support we received afterwards confirmed that physical 

restraint was the correct course of action at the time. The memory that remains with me 

about that incident is the feeling of disbelief and confusion encapsulated in a ‘moment of 

eye-contact’ between myself and the other newly qualified nurse ‘holding’ the other arm 

of the boy. In that moment, we had been lifted out of what had been our former realities 

and placed in a world where we, as health professionals, physically restrain children in 

hospital. I was never able to fully reconcile this shift in my experience based on the 

information available to me. 

Both of those boys appeared fine shortly after that incident. Further, there were no more 

incidents of physically restraining children that I can remember for months after that 

altercation. However, the eye contact between myself and the other nurse and the 

associated uncomfortable feeling that I had experienced in that moment stayed with me. 

As the population of boys and girls shifted within the unit, the atmosphere and 

environment became notably less therapeutic and tenser, with children seemingly being 
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physically restrained more frequently. I cannot say with any certainty which had more of 

an impact upon me – being involved in the implementation of physical restraint or not 

being involved. I kept returning to the ‘eye contact’ as I reflected on my need to 

understand why we were physically restraining these children. Professionally, I 

understand the need to maintain safety and reduce risk. However, personally, despite 

being neither for nor against the implementation of physical restraint in certain situations, 

I felt I simply did not know enough to be able to make sense of the frequent 

implementation of the intervention. Even as I progressed through to management, I could 

never reconcile the frequent use of physical restraint with children. I was experiencing a 

personal and professional lack of understanding. I could not answer the questions I had 

in my head: why do we need to physically restraint children in hospital so much?  

As a healthcare professional, I found myself caught in a dichotomy between wanting to 

provide the very best compassionate care to this vulnerable group of boys and girls, whilst 

being required to physically restrain them, sometimes multiple times in a single shift. I 

continued to reflect on my position and ask myself the same question every time a child 

was physically restrained in my care: what must this child be experiencing when they are 

physically restrained by us as adults in hospital? 

Given my experiences, it has been important for me to acknowledge what my role is as 

the principal investigator in this study. I am an individual. I am an adult. I am a mental 

health nurse. I am the researcher. Therefore, I am part of the research process, and my 

experiences, my assumptions, my values and my beliefs will all, in some way, influence 

this study. I have, therefore, remained attentive to the origins of my own perspective about 

physical restraint so that my voice does not overshadow the voices of the children who 

participated. Although I have no personal (non-professional) experience of CAMHS, I 

have also reflected on how my position as a nurse might have been perceived by the 

children in this study. As previously discussed, as a researcher there were useful questions 

which I asked myself during the research process, as identified by Langdridge (2007). 

Asking myself ‘who am I?’ and ‘how might I influence the study?’ helped me to retain 

awareness of my own subjective position as both a researcher and a registered metal 

health nurse. I may have been viewed as an ‘insider’ (member of staff) even though I 

actively constructed my position as an ‘outsider’ (nurse researcher), as have other nurses 

who have used IPA in health research with children (e.g. Howard et al., 2019; Mant et al., 

2019). 
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It could be argued that ‘analytic dangers’ (Larkin and Thompson, 2012) might have 

materialised in the identification of commonalities between myself and the child 

participants. However, I cannot escape the fact that the topic of physical restraint has an 

importance to me as a nurse and as an individual and this will inevitably influence my 

interpretation of meaning. Therefore, inherent within my study, there was a risk that my 

personal and professional experiences may have influenced the questions I asked, the 

manner in which I asked them and the way in which I interpreted the responses of the 

children. This is why the consultation process, discussed later in this chapter, was so 

important in driving the design and implementation of the data collection for this study. I 

am confident that being highly reflexive has afforded me the opportunity to notice and 

appropriately take account of my responses during the course of this study. 

 

4.1.4 Positioning Children within Research 

As well as understanding my own position as an adult and as a nurse researcher in the 

study, it was also important to critically explore the position of the children (admitted 

mental health patients) within the research relationship. In designing this study I recognise 

the individuality of being ‘a child’ and the rich diversity behind the term ‘children’. 

Nevertheless, this section attempts to provide a generalised overview about the 

positioning of children in research. 

It is important to note that the term ‘children’ represents a diverse group: ‘children’ is not 

representative of a homogenous group (Freeman and Tranter, 2011). IPA requires a small, 

homogenous group of participants in order to understand the lived experiences of a 

specific phenomenon (Smith et al., 2009). However, even a purposefully selected group, 

sharing some common characteristics, such as the group of children who participated in 

this study, are neither homogenous nor representative of wider social groupings. Children 

in this study were expected to be of different ages and genders, living in different parts of 

the country and therefore attending different schools and almost certainly having different 

value- and belief-systems from each other. This important point is typically reflected 

within the literature, whereby ‘children’ becomes a less-robust cover-all term lacking 

nuance (Tait and Geisser, 2017). As Matthews and Tucker (2000, p.309) state: 
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“…there is no authentic voice of the child waiting to be discovered, only 

different versions of childhood…multiple realities and the different 

cultural voices they represent.”  

Historically, children have been marginalised as a research population (Skold and 

Vehkalahti, 2015); their perspectives have been less valued due to the perception of them 

as lacking capability, competence, or being considered vulnerable (Carter, 2009). More 

recently, the value of children’s roles within research has been debated (Binik, 2018). The 

participation of children in research, particularly in healthcare, is becoming more 

prevalent (Larson et al., 2018) and is actively encouraged (Weil et al., 2016). With this 

recognition comes growing critical discourse exploring the way in which children’s 

participation is understood (Percy-Smith and Thomas, 2010). Contemporary research, 

where appropriate, should be able to demonstrate that it has been carried out ‘with’ 

children, rather than ‘on’ them to avoid the risk of tokenism (Lundy, 2018).  

Where attempts are made to increase the participation of children in research, Marsh et 

al. (2019) argue that children cannot be involved on an entirely equal basis. There are 

issues inherent in any research involving children, such as their citizenship (Devine and 

Cockburn, 2018), reciprocal relationships (Fitzgerald et al., 2010), social differences 

(Griffin et al., 2016) and equality and status (Larkins, 2013). However, Johnson et al. 

(2014) suggest that children can still continue to retain an active role as individuals; they 

possess the capacity for decision-making and they should be able to, both in the context 

of research and beyond, exercise their capacity to take responsibility for their personal 

and social agency.  

I will now justify the use of IPA as a methodology appropriate for this study which 

involved children as participants. 

 

4.1.5 Justifying the IPA Study with Children as Participants 

IPA involves reflexive engagement, a treatment of participants as experts, and an attempt 

to equalise the balance of power between participant and researcher (Howard et al., 2019). 

An IPA interview is a conversational, interpretative data collection method, where, as 

Alase (2017) describes, the researcher must develop a relationship with each participant 

to put them at ease so that their experience can be revealed in detail. I propose that IPA 

can be an effective methodological approach when conducting research involving 
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children. The quality of the interviews from this study, the richness of the accounts of the 

children and the insight emerging from the voices of children are echoed throughout the 

findings. 

As Smith et al. (2009) outline, the aim of an IPA interview is to facilitate an interaction 

which permits participants to tell their own stories in their own words. It is within the 

development of this interaction where challenges might arise, particularly when the power 

dynamic is unbalanced (Devine and Cockburn, 2018). Smith et al. (2009) suggest a 

homogenous group, using semi-structured, individual interviews which should last sixty 

to ninety minutes (depending upon variables such as age of participant, level of interest, 

level of communication depth). However, even within a homogeneous group, there will 

always be diversity (Apfelbaum et al., 2014).  

It has been suggested that the language capabilities of children can be a limitation within 

IPA (Back et al., 2011) as studies rely on participants having the ability to articulate 

possibly complex thoughts and feelings (Goodall, 2014). Despite this, IPA has been 

successfully adopted for published research exploring children’s experiences in 

healthcare (Lewis and Porter, 2004; Morris, 2003; Roose and John, 2003 (10-11 years); 

Docherty and Sandelowski, 1999). Published IPA studies have engaged with children 

aged 7-18 years: children with cancer aged 8-12 years (Mant et al., 2019) and 8-16 years 

(Griffiths et al., 2011), children with autism aged 7-14 years (Howard et al., 2019), 

children who have experienced child abuse aged 9-15 (Back et al., 2011), children with 

disabilities aged 7-15 (Wise, 2002) and aged 9-12 (Petalas et al., 2009) and children who 

have roles as carers aged 14-18 (Bolas et al., 2007). However, with no reported in-depth 

evaluation of the use of IPA with the children within these publications, it was important 

for me to consider procedural processes which may be beneficial for children who chose 

to participate in this study.  

Described in more detail in a later section, patient and public involvement (PPI) played 

an important role in driving the design of this study. My professional experience working 

and communicating with children who would ordinarily meet the inclusion criteria of this 

study also helped me in the design stage of the study. With these two important 

developmental drivers for the study, I was confident that I could facilitate interviews 

which would allow children to describe an event in as much detail that it can be 

understood (Noon, 2018), as is required in IPA studies. 
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‘Normal’ development refers to learning and mastering skills in four categories – 

physical, emotional, mental and social (Malik and Marwaha, 2021) but the importance of 

their individuality should not be forgotten. Children progress differently to each other 

through their developmental stages, both physically and psychologically (Nelson et al., 

2006). The children in this study were aged 10-14, which positions them somewhere in a 

transition between Erikson’s (1950) developmental stage four (school age, 5-12 years), 

where, if they have been consistently supported, their sense of self-belief is increased, 

and stage five (adolescence, 13-19 years) where children need to have achieved an 

adequate sense of self (who they are) (Chavez, 2016).  

Inpatient CAMHS provides care for children with complex emotional, behavioural or 

mental health difficulties, including children with intellectual disabilities or special needs 

(National Institute for Health Research (NIHR), 2019). In terms of chronology, the 

physical age of some of the children participating in this study may have been more 

developed than their emotional, mental or social capabilities. Children are not able to 

thrive if they have been subject to unstable and non-nurturing environments (Shonkoff 

and Garner 2011). Disruptions in life can be stressful and affect a child’s feeling of 

security and support (Sandstrom and Huerta, 2013). Without support, stress can affect 

children’s mental health and cognitive functioning (Nelson et al., 2020). The inclusion 

and exclusion criteria associated with this study carefully ensured that children would not 

be placed in a situation where participation would be inappropriate.  

This section has discussed the positioning of myself as the reflexive IPA researcher for 

this study which involves children as participants. Considerations have also been 

presented which justify the design of an IPA study involving children. What follows is a 

detailed account of the methods I adopted in tailoring and conducting this child-centred 

IPA study for ensure the active and meaningful participation of children based upon the 

principles outlined above.  
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4.2 Method 

This section will detail the methods employed in conducting this study. The section 

outlines the interview setting, the sample, the recruitment strategy and the data collection 

process. I present the steps that were taken to ensure that the research strategy was 

conducted both safely and appropriately for the involvement of children as participants. 

The design of the study, based upon patient and public involvement, is also detailed along 

with the use of timelines during the interviews. 

 

4.2.1 Setting  

This study involved interviewing children who had experienced physical restraint whilst 

being admitted to inpatient CAMHS. There are six NHS operated services within England 

that provide inpatient CAMHS care specifically for children under 13 years of age. I 

contacted the research departments of each service to inform them of the study and gauge 

potential interest for inclusion. Three sites expressed an interest in the study and the study 

was then approved within these sites in November 2018. A local collaborator was 

identified at each hospital.  

 

4.2.2 Sample 

Eatough and Smith (2017) suggest that there is no definitive (ideal) number of participants 

for any IPA study and the number of participants should, therefore, be driven by the data. 

The phenomenon of interest in this study was children’s experiences of physical restraint 

within inpatient CAMHS. The sample selection criteria included children were between 

the ages of 10-14, were admitted to inpatient CAMHS, had experience of physical 

restraint, were able to communicate on conversational English, and were able to freely 

assent in conjunction with a parent’s written consent. In IPA the aim is to purposively 

select a sample that is as homogenous as possible in relation to the phenomenon of interest 

(Langdridge, 2007) however, as already identified, even within a purposefully sampled 

group, there will always remain diversity.  

Children were ineligible to participate if there were any safeguarding issues, if their 

participation might therapeutically contraindicate their recovery process identified by the 

multi-disciplinary team (MDT) and the family. Children were also ineligible to participate 

if they had been, or were currently involved in any incident connected to the healthcare 
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service which remained under investigation at the time of the study. The full inclusion 

and exclusion criteria associated with this study are presented in the following section. 

Generally, samples in IPA studies have varied from single case studies to 30 participants 

(Brocki and Wearden, 2006). However, sample sizes that were achieved and appropriate 

for the previously identified successful IPA studies that have specifically involved 

children include; Mant et al., (2019) (n=6), Howard et al., (2019) (n=10), Griffiths et al., 

(2011) (n=9), Back et al., (2011) (n=10), Petalas et al., (2009) (n=8) and Bolas et al., 

(2007) (n=5). To this information I have also applied my experience of the complexities 

and flexibility required when working with children in inpatient CAMHS. I specifically 

designed the process so that children could feel empowered to withdraw at any point. I 

anticipated that this would be the case in some interviews. Therefore, this study was 

designed to recruit up to twenty children, given that the children who chose to participate 

might then subsequently change their minds. It was also possible that interviews might 

have been shorter in length or less in-depth than IPA interviews traditionally conducted 

with adults.  

 

4.2.3 Recruitment 

The National Society for the Prevention of Cruelty to Children (NSPCC) (2020) provide 

guidance on the manner in which children should be recruited in research to ensure that 

children are not placed in a vulnerable position. This guidance was useful in informing 

the design of this study.  

Children were recruited from five clinical wards, located across three NHS hospital trusts 

in England. A specific and transparent recruitment process was followed across all three 

hospital trusts (Appendix 3). I invested energy in developing professional relationships 

with local gatekeepers by visiting each hospital site several times. The commitment of 

gatekeepers to a study is a significant factor for successful recruitment of children in 

qualitative healthcare research (Loades et al., 2019). Gatekeepers for this study 

encompassed a range of people (hospital managers, nurses and parents/guardians); 

however, the key gatekeepers in terms of recruitment success were the local collaborators. 

Local collaborators were active within the MDT at each site and were appropriately 

placed to contribute to the decision-making process about the potential inclusion of each 

child.   
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Establishing inclusion and exclusion criteria sets the stage for who can participate in a 

study (Hornberger and Rangu, 2020). Once a study is approved, the criteria are held to a 

high standard and play a direct role in the feasibility of the research (Hornberger and 

Rangu, 2020). Any participant who is screened and meets the criteria should be provided 

an opportunity to take part if they wish (HRA, 2021). There are several challenges when 

determining the inclusion and exclusion criteria (Hornberger and Rangu, 2020). Too 

narrow a criterion can lead to a prohibitively small sample size that produces insufficient 

data (Patino and Ferreira, 2018). Too broad a criterion can lead to data which is clouded 

by external factors (Hornberger and Rangu, 2020).  

The balance of specificity for this study was established through reading the key IPA 

studies with similar goals already discussed. The fundamental principles of IPA were 

drawn upon (e.g. the acceptance of a small sample size) and the purpose of the study was 

revisited. Finally, justification was presented to the supervisory team before the following 

set of criteria were established: 

Inclusion criteria for this study were identified as: 

 Children aged between 10-14 years of age 

 Children who were admitted to an NHS Tier four (inpatient) CAMHS unit and whose 

discharge date has been established 

 Children who had been subject to an experience of physical restraint during their 

admission 

 A child for whom a parent / guardian had provided full written informed consent for 

their potential participation 

 A child who had provided written or verbal assent in conjunction with a parent(s) / 

guardian(s) written informed consent 

 A child who can communicate in conversational English (with or without 

communication aids) 
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Exclusion criteria for this study were identified as: 

 Children who have been involved in any incident connected to the healthcare service 

which is still under investigation 

 Children who are at a stage within their admission where participation in this study 

might be therapeutically contra-indicated (as agreed by the multi-disciplinary team 

(MDT) and the family) 

 Children with a moderate, severe or profound intellectual disability 

 Any safeguarding concerns associated with a potential participant 

 

Where a child was eligible to participate, the local collaborator provided the parents of 

the child with an information pack. I provided a flowchart to each site to help the local 

collaborator assess which information pack to provide to each family to meet the needs 

of the child (Appendix 4), the pack included an invitation letter (Appendix 5). The local 

collaborator gave and a brief verbal explanation of the study to the parents. Parents were 

then invited to take their time in reading the pack. If parents were willing for their child 

to be approached about the study, they were encouraged to either speak to the local 

collaborator or to contact myself directly. Where parents registered an interest, they were 

required to provide written consent on a dedicated study consent form (Appendix 6) 

before their child was approached. I then approached each child, in the presence of their 

parent, to introduce myself and the study. Children were then invited to take time to 

consider their participation. For those children who chose to participate, written assent 

was required, again on a dedicated study assent form (Appendix 7) to accompany their 

parent’s written consent. Interviews were then arranged no earlier than twenty-four hours 

after written assent was obtained to allow children time to further think through their 

involvement. Children and parents were also able to change their mind or withdraw from 

the study at any point up to seven days after an interview. 

The above recruitment process, outlined fully in Appendix 3, worked well although it 

required an ongoing investment of my time and energy in terms of motivating the local 

collaborators to remain active in identifying participants for the study. For parents or 

children who declined the opportunity to participate, where possible, a plan was in place 

to receive, via the local collaborators, anonymised circumstances of their reasons for later 
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reflection. However, this situation did not arise throughout the recruitment stage of this 

study. 

I will now detail the data collection method adopted for this study. I will outline the 

interview design and discuss the nature of the interview questions. I will then describe 

the distinct data analysis process of this IPA study. Finally, I will outline the ethical 

considerations relevant to the implementation of this study involving children as 

participants. 

 

4.2.4 Data Collection 

The phenomenological approach is interested in using methods which enable the 

collection of naturalistic first-hand accounts of lived experiences (Langdridge, 2007). In 

keeping with the principles of IPA, semi-structured interviews were conducted with 

children. Interviews were augmented with creative activities (e.g. drawing or playing with 

toys) as a way of helping children stay engaged with the interview process.  

IPA interviews are distinctive because of what the IPA study is attempting to achieve. 

Therefore, my role as the researcher was that of facilitator, where I intended to enable 

each child to feel able to share their lived experience of being physically restrained. The 

process of the researcher ‘finding out’ information depends on the empathic relationship 

with the participant, who gives their account of the topic of interest in their own words 

and in their own way (Lyons and Coyle, 2021). 

Described as a purposeful conversation, the qualitative interview is a method which 

allows the gathering of rich, detailed information about human experiences (Barrett and 

Twycross, 2018). This face-to-face method was preferred over other options (such as a 

questionnaires) because interviews, when conducted correctly, are less likely to ‘lead’ the 

children.  

 

4.2.5 Sample size 

Although the sample size in IPA studies involving adults is usually between 6-10 

participants (Smith, 2004), this recommendation is based on the principle that saturation 

has usually occurred by this point. Although the literature around data saturation is 

increasingly being contested (Braun and Clarke, 2019; Saunders et al., 2018), the 

literature has advanced the evidence base for sample size estimation during the design 
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phase of a study (Guest et al., 2020). The aim of qualitative inquiry is not to acquire a 

fixed number of participants, but rather to gather sufficient depth of information to fully 

describe a phenomenon (Fossey et al., 2002). 

Tran et al. (2017, p.17) point out that determining the point of saturation can be difficult 

because “researchers have information on only what they have found” and that the 

stopping point is typically determined by the “judgement and experience of researchers”. 

Thus, while data saturation has a formalised and accepted meaning in the theoretical 

development process, for the most part, it is often claimed in a manner that makes it an 

article of faith (Morse, 2015). Naturally, researchers have begun asking questions about 

how the concept of data saturation can be conceptualised and if it can be determined if 

saturation has ever been reached (Saunders et al., 2018). 

Since most qualitative nursing studies, such as this one, are designed to represent 

descriptions and interpretations of complex clinical phenomena, the idea of saturation is 

somewhat antithetical to how the nursing discipline thinks (Thorne, 2020). This study is 

entirely child-centred. As already outlined, children potentially reflect on their 

experiences differently to adults, with the potential for the linguistic barriers identified 

above to be present due to their varying developmental stages. It is questionable, 

therefore, as to whether saturation could be identified and achieved in this study.  

What follows are details of how the semi-structured interview schedule was designed and 

implemented with children during the study. 

 

4.2.6 Designing the Interviews 

Most children are unlikely to reflect on their experiences in the same way as most adults 

due to their less mature cognitive and language facilities (Cassidy et al., 2011). However, 

maintaining a central, active position within the IPA interview process still facilitates an 

opportunity for children to tell their story in their own words. With children there is often 

an emphasis on developing innovative, fun, 'child-friendly' interview methods (Punch, 

2002). It was also important that this study was designed to maintain an appropriate 

relationship between myself and the children, allowing for the child’s meaningful 

engagement within the interview process.  

In semi-structured interviews, the researcher is working from a pre-constructed schedule 

of questions (Magaldi and Berler, 2018). However, the interview is only guided by the 
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schedule, rather than dictated by it. When designing the semi-structured interview 

schedule, I spent time thinking about how to use visual aids and formulate the appropriate 

phrasing of each question to allow for an in-depth conversation, thus allowing me an 

opportunity, as Tuffour (2017, p.97) describes, to enter the child’s “…lifeworld to explore 

how experiences show themselves within the children as individuals”.  

As with some adults, before conducting an IPA interview involving children, the 

researcher must carefully consider the impact of muddled grammar, limited 

understanding of words and challenges in understanding questions (McManus-Holroyd, 

2007). This may go some way to explain why, historically, IPA interviews have been 

considered neither practical nor sensible for use with children (Smith and Osborn, 2008). 

Linguistic challenges within the adult / child research relationship require a level of 

sensitivity and adaptability within a study (Burns and Peacock, 2018). Therefore, I sought 

to use consistent language and tried to mirror the terminology and terms of reference of 

the children when they were talking about their experiences. Whilst language capabilities 

were an important consideration for conducting this IPA study with children, there are 

other considerations to discuss including the environment in which interviews took place 

(Smith and Osborn, 2008).  

Smith and Osborn (2008) recommend in the predominantly adult-centred literature that 

IPA interviews should be conducted with the respondent alone, in a setting that they are 

familiar with (e.g. their own home). However, they qualify this recommendation by 

clarifying that this may not always be possible. In the case of this study, due to the 

potential support required, and taking into account my experience of engaging with 

children sensitively in inpatient CAMHS, I deviated from this recommendation. 

Interviews were adapted in a number of ways; Children were not interviewed alone; 

parents were invited to join them in the room or, where appropriate, the children could 

ask a member of staff to accompany them. This proved invaluable towards addressing the 

unequal power dynamic between myself as the adult researcher / nurse and the children 

in their ‘less powerful’ position as patients. No child chose to have a member of staff 

present to support or advocate for them (during the interviews children talked about the 

staff teams from the perspective of them being a united ‘other’ homogenous unit), All 

children chose to have a parent present during interview. Interviews were conducted 

within the ward so the support was available, if necessary, from the wider care team. In 

making these child- and context- specific adaptations, I believe I modified the IPA 
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process to provide the most supportive IPA interview environment for children in this 

study. 

Due to the level of engagement required of both the interviewee and interviewer during 

an IPA interview, it has been suggested that interruptions should be avoided (Smith and 

Osborn, 2008). My experience of working with children in inpatient CAMHS is that 

interruptions, diversions and distractions from the task-in-hand are a normal part of a 

child’s day. I dismissed this suggestion on this basis. I believe my experience of working 

with children in inpatient CAMHS helped facilitate successful interviews regardless of 

interruptions. Whilst there were very few instances where interruptions occurred, 

carefully considering and planning for their potential was helpful for maintaining 

continuity during some of the children’s interviews. It was important to protect children 

with the opportunity to stop, pause or otherwise interrupt an interview as the subject area 

had the potential to be distressing.  

My aim was to ask open-ended questions, which enabled each child to talk in as much 

detail as they wanted to (ideally at length). I planned, therefore, to begin, as Smith et al. 

(2009) suggest, with descriptive questions before moving on to more analytical or 

evaluative inquiries. Therefore, I had latitude to follow interesting areas or follow the 

interests or concerns of the children during our interactions. I wanted to use the most 

appropriate language and terminology within the interview schedule and for that, I turned 

to children and their families to help guide me as part of a consultation event. 

 

4.2.7 Patient and Public Involvement (PPI) 

Research involving children should be proposed, designed and conducted in partnership 

with members of the public (Health Research Authority (HRA), 2018). In the UK, patient 

and public involvement (PPI) is now embedded within key legislation (DH, 2005; 2012b) 

and healthcare regulation (Care Quality Commission (CQC), 2010) not just for research 

activities but also within the delivery of a more integrated health system which is based 

upon the insight of the people and populations whose needs the services are designed to 

meet (Kings Fund, 2018). The importance of involving patients and the public in health 

research has been more widely recognised in recent decades (Naylor et al., 2016). This 

development has been linked to policy initiatives focussing on citizenship, democracy 

and individuals’ rights (Newman, 2001). These initiatives have provided a new focus on 
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the importance of patient and public involvement for improving quality and safety within 

healthcare (Ocloo et al., 2021).  

I was keen for this research to be underpinned by meaningful engagement for the children 

who chose to participate. Meaningful participation refers to research “…carried out 'with' 

or 'by' members of the public rather than 'to', 'about' or 'for' them” (NIHR, 2012, p.1). I 

recruited children and families from my own personal friendship network. I facilitated a 

PPI event involving invited children (n=9) aged 10-13 (with and without experiential 

knowledge of physical restraint). Family members (parents (n=6), and aunts (n=2) were 

also invited and engaged within the process by offering their perspectives on the design 

of elements of the study. 

The event was facilitated in a private area of a café convenient to where the families lived. 

Facilitated on a quiet afternoon with adequate privacy, the session was underpinned by 

the children engaging in a fun, obligation-free light-hearted child-centred discussion. 

Refreshments and drawing materials were made available to the children and their 

families. It was explained clearly that anyone could choose to leave and/or return to the 

session as they wished without the need for an explanation. Essentially, the children’s 

thoughts, views and opinions were sought on elements of my proposed study. I was 

interested in their advice on how I, as an adult, could successfully interview children of a 

similar age to the group in a meaningful and respectful manner. Initially, children were 

all together around a table. Family members joined them for the second half of the session, 

which lasted around an hour. 

I was interested in the language that children preferred to use around the topic of physical 

restraint. It was evident that even those children who had not had first-hand experience 

of being physically restrained were able to provide valuable insight. This was 

demonstrated through their enthusiastic engagement within the conversations. From this 

session, the preferred type of language, questions and style of delivery during interview 

were derived predominantly from the perspectives of children, but also from their family 

members. Due to the contentious topic of the study, I pre-planned a contingency to switch 

the focus of the event to an ‘Easter Egg Hunt’ game should any child or family member 

appear to become distressed. However, this contingency plan was not required. 

The consultation event successfully enabled exploration of what children may like to talk 

about when discussing an experience of physical restraint. The exercise proved useful as 
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it illuminated some areas which I had not previously fully considered related to language 

and terminology. It also facilitated an opportunity for me to gain the perspectives of 

children on how interviews might be sensitively conducted. One stark message that came 

out of the session was the group’s unanimous preference for terminology in terms of the 

use of the term ‘restraint’ rather than ‘holding’. One child said “why bother calling it 

holding when everyone knows it’s restraint.” This information was particularly relevant 

when devising the subsequent interview schedule.  

Study information sheets (Appendices 8, 9 & 10) were significantly informed by the 

information provided by children and their family members during this important PPI 

process. Following the event, all study information was refined. This included a reduction 

of the amount of detail in the child-friendly information sheet, the inclusion of cartoon 

characters rather than photographs or stock images, and some of the terminology, 

language and fonts used in the information for children and their parents. These changes 

reflected the suggestions from the group, to whom I remain extremely grateful. 

The consultative exercise generated ten broad interview questions. With the exception of 

the final question, each had the capacity for further in-depth exploration through follow-

up questions.  

1. Can you help me to understand what the words ‘being restrained / being held’ 

mean to you? *language used interchangeably depending on child 

2. Do you think you have been restrained whilst you have been in hospital? 

3. What did being restrained look or feel like for you? *referral to the timeline 

4. Tell me why you think the staff used restraint with you? 

5. Did you ever talk to anyone about the time you were restrained? 

6. What things have stood out for you about the time when you were restrained? 

7. Sometimes people think it’s not good to be restrained, sometimes people think it 

can be good. I was wondering what you think about that? 

8. Have you ever seen or heard any other patients being restrained? 

9. How would you describe the best way to restrain children in hospital if you got to 

write the rules? 
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10. Is there anything else you would like to tell me about the time you were restrained? 

From the basis of these ten broad questions, a semi-structured interview schedule was 

created for the interview process (Appendix 11). 

During the ethics application process, the Health Research Authority (HRA) Committee 

commended the design of this study (Appendix 12), noting (in respect of the social value, 

design and conduct) that it was: 

“…especially pleased that there was a lot of evidence of PPI for the 

design of the participant information sheet, interviews and use of 

appropriate language…”  

Further, in consideration of the risk benefit ratio, the Committee recognised that: 

 “…the PPI involvement for this study had sought to use the right 

language to minimise upset and also devised a time out system in case 

the child needed to stop...” 

 

4.2.8 Using Timelines in the Interviews 

As the interviews were exploring a child’s experiences of being physically restrained, I 

used methods to help them consider the chronology around their experienced event. With 

children, the concept of time can be more abstract than with adults (Zhang et al., 2019). 

Therefore, to assist the children to engage in the interview process, I adopted a creative 

approach used frequently within qualitative research interviews of a non-prescribed 

timeline to help children to ‘map out’ their experience of being physically restrained. The 

use of a timeline served as a pivotal tool in a number of interviews. Timelines have the 

potential to be helpful to children to describe in detail temporal information (Zhang et al., 

2019). Kirk (2007, p.1275) describes the use of such innovative methods as: 

“…sustaining interest, avoiding boredom, encouraging expression and 

lessening the imbalance of power between the adult researcher and the 

child participant” 

Although research on children's use of timelines in research is scarce, their use can 

facilitate recollection and sequencing and provide an opportunity for experiences to be 

represented in terms of significance and meaning (Gramling and Carr, 2004). Timelines 

have been recommended during interviews to help children provide accurate details by 

filling the gap between what children know and what they are capable or willing to 

disclose (Poole and Bruck, 2012). Thus, timelines have the potential to be helpful to 
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children when describing experiences as they can provide a visual representation of the 

main events and can help to ‘construct’ a child’s described story (Adriansen, 2012). 

The timeline activity became an effective exercise to shape the early phases of the 

interview. Timelines can assist in the generation of rapport (Kolar et al. 2015). Timelines 

were developed by some of the children, who were able to navigate back and forth across 

their timeline as they described their experiences of being physically restrained. Within 

each timeline, it was possible to map out key moments in relation to the child’s experience 

and refer to those points to gain clarification from the child.  

 

4.2.9 Undertaking the Interviews 

After gaining written assent and consent, a suitable day and time for a child and parent 

was scheduled for the interview. A final suitability checklist (Appendix 13) was referred 

to immediately before each interview was conducted. This idea, derived from the 

consultation exercise, focussed on confirming that an interview was still clinically 

appropriate and to ensure that the child and parent had had an opportunity to change their 

mind about participation. 

I began each interview by re-introducing myself to the child and parent, using a 

conversational, informal approach, informed through the PPI process. Having a parent 

present during an interview has the potential to make a child feel that they cannot speak 

freely (McFadyen and Rankin, 2016). Therefore, during our introductions, I briefed 

parents on the neutrality of their role during the interview, and how they should avoid 

influencing or interpreting responses from their child (Shaw et al., 2011). This ensured 

that parents were welcomed to the interview process whilst keeping their child at the heart 

of the interview.  

It was my intention to put each child at ease through reiteration of the main points within 

the consent / assent forms, including the child’s unquestionable right to withdraw from 

the study. All children agreed to the audio recording of their interview for later 

transcription (audio recording being identified by Smith et al. (2009) as an important 

element in IPA studies). A time-out card system (Appendix 14) was discussed and made 

available to the child should they have felt that they would like to pause or stop the 

interview process. Children were provided with several pre-printed and blank cards which 

they could personalise and use to indicate if they would like to pause, stop and/or 
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recommence an interview. Informed by the consultation exercise, and based on a ‘traffic 

light’ system, children retained the cards during interviews and had full control over how, 

when and if they were used. Two children spent time personalising their time-out cards 

during the earlier stages of their interview. Every child kept their cards, however no 

children used the time-out system to pause or stop the interview process. 

The interview was focussed around three core elements. The first element explored the 

timeline which focussed the conversation on the physical restraint experience which had 

previously taken place. The interview then went on to explore the child’s experiences of 

being physically restrained and, where necessary, relating back to the timeline. Follow-

up questions allowed for deeper delving into different aspects as they arose on an 

individual basis. Understanding that children often face confusion about ‘when’ things 

have happened (Powell et al., 1999), I embedded a funnelling technique into the semi-

structured interviews. Funnelling from broader topics to more specific areas of focus 

helps people recall and provide a more complete picture (Magaldi and Berler, 2018). The 

final element was checking if support would be necessary to help the child move on 

following their interview.  

Most interviews began with a timeline. One child indicated that arts / crafts / drawings 

were not welcomed within the interview. A horizontal straight line was drawn in the 

middle of an A3 sheet of paper prior to the interview. It was explained that some 

children use one end of the line to represent when the physical restraint experience had 

started and the other end of the line to represent when it finished. The children were able 

to use the sheet in whichever way they chose with no further direction from myself. I 

clarified that there was no wrong way to use this creative visual aid. 

Given the imbalances in terms of power dynamics between myself and the children the 

semi-structured interview schedule was ideal for this study. It allowed for guidance 

towards specific areas of focus, whilst maintaining the freedom to probe and ask tailored 

follow-up questions (DeJonckheere and Vaughn, 2019). Research data provided by 

children (and adults) are influenced by the perceived value the researcher places on 

children's social worlds as well as by how well children are engaged in the process 

(Randall, 2012). Through engagement with children, I attempted to create and foster an 

atmosphere of respect and agency. In the research relationship, Roche, (1999) indicates 

that children will always start from where they are socially positioned. Therefore, as 
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suggested by Davidson (2017), I attempted to facilitate a dynamic where children were 

able to attain a level of social power within an otherwise disempowering interview 

environment. I did this during interviews by demonstrating respect, recognising their 

abilities and valuing their decision-making and opinions. It is my belief that the children’s 

characters were able to flourish through their active citizenship within our brief research 

relationships. 

During each of the children’s interviews, there was regular divergence from the interview 

schedule. On several occasions, the children appeared to be comfortable enough and 

engaged sufficiently within the interview process to lead the dialogue in interesting and 

unexpected directions. One child talked about his experience of being in the middle of a 

physical restraint as being like the body of the spider with the staff all around him like 

the legs. Another child used his memories of black and white pictures in his 

grandmother’s house to talk about his memory of being physically restrained. His account 

then developed into a dialogue about treasure maps and pirates. I was able to facilitate 

this communicative deviation to help the child pursue an idea and provide insight in 

greater depth. Divergence from the schedule can generate a more informed and 

sophisticated understanding of a participant’s social world (Noon, 2018). Conducting 

interviews in this open-ended manner worked well for the children in this study. Flexible 

approaches during interviews increase the likelihood that coherent narrative is reported 

(Feltis et al., 2010). Flexibility in this study helped to position the children, to varying 

degrees, within the immersive engagement required of an IPA study.  

Each of the interview questions align with the over-arching research question, although 

they retain some relatively broad characteristics. This was intentional and important 

because people’s experiences are often complex and do not appear neatly before the 

researcher (Castillo-Montoya, 2016). Most questions could be asked out of sequence 

depending on the direction of conversation. This was useful during interviews to help 

children feel at ease and engaged through my facilitation of a natural flow of conversation.  

Questions two, three, four, five and seven address the first objective of the study (to 

explore children’s lived experiences of physical restraint). Questions one, three, five, six, 

seven, eight and nine address the second objective (to explore the effects and impacts, if 

any, of physical restraint on a child’s physical, social and emotional wellbeing). 
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The end of each interview involved spending time reviewing what had been discussed 

and allowing the child to move away from the in-depth subject of being physically 

restrained. Each child received a ‘Certificate of Taking Part’ (Appendix 15). A plan, 

tailored to each recruitment site, was created to report incidences of poor practice or 

distress (Appendix 16). This plan was available but not needed during the conduct of the 

study as no children became distressed as a result of their participation. 

It was important to the research that children retained an active role in our relationship 

during the data collection process. I facilitated this by reflecting on my sense of their 

engagement during the interviews. All children appeared to engage well in the interviews 

and, therefore, upon reflection, I feel that they were able to retain an active role in the 

research process. The process of journaling during the data collection phase ensured an 

audit trail of my documented reflective notes of initial thoughts related to each interview 

and my ongoing thoughts during the comprehensive data analysis process. Journaling and 

reflective note-taking are described as a common practice in IPA studies (Smith and 

Osborne, 2008). Upon reflection, I felt that my notes reinforced my ability to reflect on 

any initial thoughts and feelings I had in response to the interview data in my endeavours 

to understand the meaning attributed by the children to their experiences.  

 

4.3 Data Analysis 

IPA analysis is dialogical, systematic and rigorous (Smith et al., 2009). Both Smith and 

Osborn (2008) and Smith et al. (2009) identify a clear process for the analysis of IPA 

interview data. This distinct process has informed my own process for data analysis in 

this study. I will now present a detailed description of the process of data analysis for this 

study. I will outline the importance of re-reading notes and identifying early emergent 

themes. I will describe the development of those themes into connected subordinate and 

superordinate themes which remain grounded in the accounts of the children of their 

experiences. Finally, I will outline the ethical considerations related to the 

implementation of this study. 

The ideographic nature of IPA requires that each participant’s transcript is analysed 

individually, before the researcher attempts to make more generalised statements (Smith, 

2004). Analysis embraces the hermeneutic circle, where the researcher attempts to make 
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sense of the participants’ sense-making; the researcher further seeks commonalities and 

divergences across the ‘individual’ and the ‘whole’ (Smith and Osborn, 2008). 

 

4.3.1 Reading, Re-reading and Initial Notes 

Following transcription of the original interview recordings, Smith et al. (2009) advocate 

the importance for the researcher to familiarise themselves with the data by listening to 

the interview and reading and re-reading each transcript in detail several times. Due to 

the idiopathic nature of IPA, each child’s account was considered as an individual case 

before I moved on to engage with subsequent transcripts. I found it useful to engage in a 

reflective diary, which Cohen et al. (2007) suggest is an effective way to consider 

information about a person’s (i.e. my own) feelings in-the-moment. As described by 

Bashan and Holsblat (2017), the information in the diary allowed me to reflexively 

evaluate my own potential contribution within the process.  

When generating verbatim transcripts of each interview, I left a margin at each side of the 

document. I used the right-hand margin to annotate what was interesting or significant 

within the text. Smith et al (2009) advise that this stage should be used to note descriptive, 

linguistic and conceptual comments. Therefore, I spent time noting down my description 

of what had been said during each interview, including identification of any specific use 

of language (Table 5).  

  
Table 5: Example of Annotation of a Transcript 

 

In the example in Table 5, I found it interesting at the time, how the child emphasised the 

difference between the staff team (they) and them self and the other children (you). I also 

Key Points / 

Language 
Transcript (Battle Hound) 

Researcher reflection / 

thoughts / observations / 

notes / comments 

Resignation and 

inevitability (once the 

staff hold you, you 

just go with them) 

 

 Being grabbed 

 Inevitability 

 Loss of control 

I: “ok, so just so I’m absolutely clear, when 

you say ‘taken’, how, how is that ‘taking’ 

done?” 

 

BH: “well… what they’ll get you on… one… 

‘bout here [points to right forearm] (pause 2 

seconds) and here [grabs hold of sleeve of left 

forearm]… and then… you just… walk with 

them…” 

[BH comes out of snuggled 

position with dad and turns 

around to face me but 

remains seated on the sofa 

and becomes animated and 

engaged] 

 

Separate identities - ‘they’ 

get ‘you’ 



102 
 

found it interesting that the child ‘physically’ demonstrated where on their arms the staff 

would hold them.  

This process, as identified by Smith et al (2009) involves making associations, 

paraphrasing, identifying tones, pauses and mistakes and some initial conceptual coding. 

The pause in between showing me what it felt like on each arm where they were held on 

their arm felt like the child was reinforcing the importance of the action to me, as the 

listener to their story. 

 

4.3.2 Identifying and Developing Emergent Themes 

Each transcript was then re-read with the context of my supplementary notes to identify 

initial emergent themes. My initial notes were, at this stage, transformed into more 

concise phrases and noted on the left-hand margin. From what the child was describing 

in Table 5, I sensed an underlying sense of resignation and inevitability of being 

physically restrained. Concise phrases generated from the transcript from the example in 

Table 5 include: ‘Being grabbed’, ‘Inevitability’ and ‘Loss of control’. I was able to 

connect each phrase with the child’s description and demonstration of feeling like they 

had been ‘grabbed’ by healthcare professionals when they had been physically restrained. 

These phrases reflected what I felt captured the essential quality of what had been 

reported by the child. This process, as Smith and Osborn (2015) describe, ensures that 

any themes remain grounded within the original data.  

This stage demonstrates an early shift towards a higher level of abstraction, which is 

evident in the use of more psychological terminology (Smith and Osborn, 2015). For 

continuity, throughout each transcript, when an emergent theme appeared to be repeated, 

theme titles were revisited and, where necessary, revised.  

The iterative process of continuously re-examining, reflecting upon and revising theme 

titles ensured that I could be satisfied that the most appropriate title was eventually 

applied to each emergent theme. The underlying aim was always to accurately represent 

the children’s voices. Tables 6, 7 and 8 illustrate the shift from three of the children’s 

accounts, in their own words, and on an individual basis, towards the emergent themes of 

‘Removal of Power’, ‘Removal of Control’, ‘Being Chased and Caught’ and ‘A Sense of 

Confusion’.  
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Table 6: The Shift Towards a Higher Level of Abstraction (Battle Hound) 

 

 
Table 7: The Shift Towards a Higher Level of Abstraction (Knuckles) 

 

 
Table 8: The Shift Towards a Higher Level of Abstraction (Tik Tok) 

 

 

4.3.3 Clustering / Connecting the Themes 

The next stage of the analytical process aimed to identify connections between the 

initially identified emergent themes from individual children’s accounts. The goal of this 

part of the process was to reduce the data without losing the essential quality of each 

child’s voice. This was achieved by listing all the emergent themes from a child’s account 

on a single page, then looking for connections across the emergent themes. Brocki and 

Wearden (2006) identifies that the process of clustering in this manner exemplifies the 

iterative nature of the IPA analysis process. The clustered themes were then checked 

against the original transcript to ensure that the broader themes still linked back to what 

had been said by the child during interview. Table 9 illustrates an example of the 

generation of the clustered theme ‘You’ve got no control… you’re being forced down’, an 

Direction of Analytical Movement 

Name of 

Child 
Child’s Direct Words 

Concise Phrase to 

Summarise Quote 
Emergent Theme 

Battle 

Hound 

“staff telling me what to do” 

 

“treating me like a little kid” 

Unequal Power Dynamics Removal of Power 

“they grabbed me” 

 

“they’ll get you… here and here” 

Being Grabbed Removal of Control 

Direction of Analytical Movement 

Name of 

Child 
Child’s Direct Words 

Concise Phrase to 

Summarise Quote 
Emergent Theme 

Knuckles 

“I didn’t fit and I escaped out of 

their hands … but they got me 

again” 

Unable to Escape 
Being Chased and 

Caught 

Direction of Analytical Movement 

Name of 

Child 
Child’s Direct Words 

Concise Phrase to 

Summarise Quote 
Emergent Theme 

Tik Tok 

“you start to spin then … your 

head starts to spin off your shoul… 

off your shoulders” 

Chaos and Confusion A Sense of Confusion 
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accurate representation of some of the emergent themes, including ‘Removal of Power’ 

and ‘Removal of Control’ from the transcript of Battle Hound. 

 
Table 9: Generating Clustered Themes 

 

 

When clustered themes from the analysis of the transcript of a child was completed, the 

transcript of a subsequently interviewed child was then analysed. Emergent themes from 

the preceding account(s) were used only as a guide when analysing new transcripts, this 

resulted in some existing emergent themes being supported and new themes added. After 

analysis of each transcript was completed the circular process of revisiting emergent and 

clustered themes from previously analysed transcripts and modifying them in light of 

greater reflection and familiarity was repeated.  

 

4.3.4 Identification of Subordinate Themes 

When all emergent and clustered themes had been established from all eight of the 

children’s transcripts, they were collated and the process of connecting the clustered 

themes was repeated. This time the process of connecting the themes accounted for the 

group rather than looking at children’s accounts on an individual basis. Existing emergent 

and clustered themes from each transcript were kept in mind and new connections across 

the children’s accounts were also identified. More distinctive themes which were 

particular to individual children were also identified. The process led to a reconfiguring 

of the clustered themes into stronger subordinate themes. It was within this stage of the 

analytical process of identifying subordinate themes from all the children’s accounts that 

the concept of being caught up in a thunderstorm evolved and was developed. 

Appropriate meteorological titles connected to the development of a thunderstorm were 

devised for the titles of the subordinate themes. This was a particularly challenging part 

of the process as it was vital that the thunderstorm-based titles should accurately reflect 

Direction of Analytical Movement 

Name of 

Child 
Emergent Theme Clustered Theme Title 

Battle 

Hound 

Removal of Power 

You’ve got no control… you’re being forced down 

Removal of Control 
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the message from the clustered emergent themes. Great care was taken to ensure that the 

title of the subordinate theme reflected the original accounts of the children about their 

experiences of being physically restrained. Whilst both time-consuming and challenging, 

I considered this part of the process important and valuable as I confidently arrived at the 

titles for the subordinate themes in a way which was truly representative of the children’s 

voices. Table 10 provides an example of how the clustered themes within this study were 

developed into subordinate themes.  

 
Table 10: Generating Subordinate Themes 

 

 

4.3.5 Identification of Superordinate Themes 

Part of the process which underpins the uniqueness of this study involves the presentation 

of findings which draw heavily on the metaphor of the children being caught up in a 

thunderstorm. Therefore, the process of reconfiguring subordinate themes and creating 

higher order superordinate themes, which encompass several related subordinate themes, 

was consistently considered with the lifecycle of a thunderstorm in mind. The generation 

of both subordinate and superordinate themes was performed through extensive academic 

discussion within a robust supervisory process. Texts were scrutinised by the supervisory 

team and justifications were made for the identification of both subordinate and 

superordinate themes. This rigorous process resulted in some minor modifications before 

consensus was finally achieved. The reconfiguration of the subordinate themes already 

used as examples within this chapter into one of the three higher level superordinate 

themes is presented in Table 11. 

 

 

 

 

Direction of Analytical Movement 

Name of 

Child 
Clustered Theme Title Subordinate Theme 

Tik Tok It feels like a whirlwind in my mind The Updraft 

Battle 

Hound 

You’ve got no control… you’re being 

forced down 

In the Midst of the Thunderstorm 

Knuckles 
They chased me and I got away but… 

I got restrained in the end 
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Table 11: Generating Superordinate Themes 

 

Finally, Table 12 provides an overview of how the themes identified in the preceding 

tables in this chapter emerged from three of the children’s accounts.  

 
Table 12: Combined Superordinate Themes 

 

 

The IPA analytical process facilitated children’s experiences of being physically 

restrained in a way that each child’s individual experience can be accurately represented. 

Further, the themes emerging from each child’s account of being physically restrained 

can be considered in relation to the experiences of others. All the children’s accounts of 

their experiences of being physically restrained comfortably sit within the concept of 

being caught up in a thunderstorm. 

Direction of Analytical Movement 

Subordinate Theme Superordinate Theme 

The Updraft 

The Thunderstorm 
In the Midst of the Thunderstorm 

Direction of Analytical Movement 

Child Child’s Words 
Concise 

Phrase  

Emergent  

Theme 

Clustered 

Theme 

Subordinate 

Theme 

Superordinate 

Theme 

Tik Tok 

“you start to 

spin then … 

your head starts 

to spin off your 

shoul… off your 

shoulders” 

Chaos and 

Confusion 

A Sense of 

Confusion 

It feels like a 

whirlwind in 

my mind 

The Updraft 

The 

Thunderstorm 
Battle 

Hound 

“staff telling me 

what to do” 

 

“treating me 

like a little kid” 

Unequal 

Power 

Dynamics 

Loss of  

Power 

You’ve got no 

control… 

you’re being 

forced down In the Midst 

of the 

Thunderstorm 

“they grabbed 

me” 

 

“they’ll get 

you… here and 

here” 

Being 

Grabbed 

Loss of 

Control 

Knuckles 

“I didn’t fit and 

I escaped out of 

their hands … 

but they got me 

again” 

Unable to 

Escape 

Being 

Chased and 

Caught 

They chased 

me and I got 

away but… I 

got restrained 

in the end 
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4.4 Ethical Considerations 

The study adheres to Edge Hill University (2018) Code of Practice for the Conduct of 

Research. Rigorous monitoring and reporting processes at both Faculty and University 

level were adhered to, also aligning with best practices in healthcare services (Holloway 

and Galvin, 2016). Ethics approval for my study was a two stage process: approval was 

gained from the Faculty Research Ethics Committee (FOHSC 210; 20th June 2018) 

(Appendix 17) after minor amendments were addressed. Further approval from the Health 

Research Authority was gained (IRAS 247096; 15th October 2018) (Appendix 18) after 

additional minor amendments as I wished to recruit children from within National Health 

Service settings. Before these applications were submitted, considerable thought was 

needed to be given to the ethical underpinnings of my study.  

The focus of the research was children with experience of physical restraint who were 

currently admitted to mental health services, which, therefore, represent a vulnerable 

group. There remains a traditional view of children being intrinsically vulnerable and in 

need of protection (Woodgate et al., 2017), although Arditti (2015) argues that 

overprotection has the potential to limit a child’s agency in research. The concept of 

vulnerability in research populations finds its origins in the ‘United States Belmont 

Report of 1979’ (ten Have, 2015), a report which has subsequently inspired a multitude 

of policies and guidelines (Eriksson et al., 2008) to help manage vulnerability within 

research. 

Consideration of the children’s vulnerable position remains interwoven throughout the 

ethical considerations associated with this study. The study design recognises the 

potential for children to experience upset and/or distress through their participation and 

key strategies have been embedded within the design to minimise the likelihood of upset, 

inconvenience or distress as much as practicable. Such considerations will now be 

presented, including the steps taken to minimise the potential risks associated with these 

challenges. Through consideration of the following combination of ethical 

considerations, I have attempted to design the study to redress the children’s potential 

vulnerabilities through participation. 
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4.4.1 Addressing Ethical Considerations with Children 

The study was designed so that participation would have minimal impact upon a child’s 

daily routine. Researchers who involve children in studies have a responsibility to 

properly protected them (Nijhawaan et al., 2013). Studies must be ethically robust and 

avoid posing ‘a threat’ to the child through their participation (Wright, 2015).  

Ethical recruitment of children into research, as discussed by Sammons et al. (2016), 

requires facilitation of age-appropriate information, appropriate communication, and 

flexibility to meet individual needs. The participant information sheets associated with 

this research (Appendices 8, 9 & 10) illustrate the investment of energy of children, their 

families and myself into generating age-appropriate information for this study. 

As a registered mental health nurse as well as a researcher, I remained obligated to 

safeguard all children and/or help to identify or recognise any poor practice and 

subsequently act in accordance with my professional registration (NMC, 2018). The 

NSPCC (2020) explain how children can find participating in research stressful, so it was 

important to consider this potential harm in the study design. Therefore, the recruitment 

process clearly reflects how recruitment of children as participants only occurred after a 

discharge date had been established (i.e. not in the active assessment/treatment phase of 

a child’s admission) as it was anticipated that children would most likely be in a positive 

state of wellbeing.  

The main ethical issues related to this study include power dynamics between children 

and adults, consent, assent and choice of withdrawal, a child’s capacity to make decisions, 

the potential to cause upset or distress through participation and maintaining 

confidentiality, anonymity and safeguarding. These ethical issues will be discussed in the 

following sections. 

 

4.4.2 Power Dynamics and Children 

In qualitative research, attention must be paid to the inherent power imbalance which 

exists between the researcher and participant (Raheim et al., 2016). As Woodhead (2008, 

p.23) explains, power relationships are usually weighted towards the researcher, 

reflecting the dominant power dynamic favouring “…the expert researcher over the 

innocent, vulnerable, developing children”. The belief that adults have exclusively better 

competencies only serves to widen child-adult power relations (Norozi and Moen, 2016) 
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but this provides an opportunity for researchers to redress the balance. As such, this study 

design required consideration of several practical environmental factors in relation to the 

reducing adult / child power imbalance.  

Children were offered an opportunity to be accompanied during the interview by either a 

parent or appropriate healthcare professional. This opportunity was built into the study 

design as an attempt to, in some way, address the unequal power relationship between 

myself as the adult nurse researcher and the children as patients in a mental health service. 

Having an adult present was my endeavour to ‘hand some power back’ to the children. 

No child chose to have a member of staff present to support or advocate for them but all 

children chose to have a parent present during interview, where staff teams were talked 

about in the context of being a united ‘other’ homogenous unit and, therefore, as a 

collective, part of the ‘problem’ of physical restraint. 

IPA requires in-depth analysis of conversations (Smith and Osborne, 2008) and it would 

be impracticable during an interview to attempt to write down the contents of what is 

being said in enough detail for later in-depth analysis. Therefore, in reiterating the 

importance of audio-recording, I encouraged the children to handle and use the audio-

recorder (an established practice to help facilitate rapport in research situations (Gubrium 

and Holstein, 2002)) and to familiarise themselves with its presence. Within the design, I 

planned for the room choice and interview times to be a collaborative decision between 

the child, myself and the multi-disciplinary team. I dressed casually when interacting with 

the children as Phelan and Kinsella (2013) suggest that formal wear can work towards 

increasing power imbalances when adults interact with children in research.  

 

4.4.3 Consent, Assent and Withdrawal 

Gaining assent from children provides many ethical challenges (Graham et al., 2015; 

Nijhawan et al., 2013; Morrow and Richards, 1996) therefore, the study was designed to 

provide ample time for children to freely consider participation. Detailed guidance, 

clarifying the importance of researchers seeking a parent’s consent in conjunction with 

their child’s assent (Department for Educational Skills and Department of Health, 2009; 

Royal College of Nursing, 2009), underpinned the design of a specific pathway for 

gaining consent and assent for this research (Appendix 3). An important consideration for 

gaining consent and assent is the provision of accurate, appropriate study information 
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(Palinkas et al., 2015). The RCN (2011) outline how children who understand some but 

not all the main points required for consent can instead provide assent. Assent is a 

legitimate form of consent for children under the age of sixteen (Hein et al., 2015) which 

can then be supported by a parent or guardian’s consent. 

Full understanding of the study information is considered to be central to the decision-

making process in terms of consent, assent or refusal to participate in research (Pugh, 

2020). Considerable effort was made to ensure that information about this study has been 

presented appropriately; all study information, consent and assent forms were presented 

in a range of easy-to-read, child-friendly formats. The RCN (2011) identifies that the 

clarity of language and terminology in research information sheets as an important feature 

of health research, particularly research involving children and young people. All front-

facing documentation in this study used language and terminology derived through 

consultation with children. This increased the likelihood that the children and parents who 

expressed an interest in participation could understand the study purpose and what 

participation in the research would involve for them. 

Through signposting from gatekeepers, parents were able to choose to contact me if they 

were interested in learning more about the study. When a parent made contact, I was able 

to introduce myself to discuss the aims of the study and answer any questions arising. 

Parents were then given as much time as they wanted to consider their provision of 

consent for their child to be approached. Where consent was obtained, I approached each 

child, with their parent present, to introduce the study. Each child who expressed their 

interest to participate was then invited to provide their written assent in conjunction with 

their parent’s consent.  

The unconditional right to withdraw from a study is important (McConnell, 2010). An 

avoidance of the potential for coercion has additional nuances in research involving 

children due to the nature of power relations between children and adults (Graham et al., 

2015). Through the study information, children and their parents were informed of their 

absolute and unquestioned right to withdraw from the study at any point up to 7 days 

following interview.  

Whilst children can potentially feel constrained or empowered by the presence of a parent 

during a research interview, there are always expectations of compliance placed upon 
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children with adult authority (Graham et al., 2013). Gallagher et al. (2010, p.479) note 

that children’s participation in research: 

 “…must be seen in the context of constraints, obligations and 

expectations over which researchers have little control”  

Socio-cultural expectations in most contexts favour the researcher or parent as the 

powerful adult and the child as less powerful (Graham et al., 2013). Therefore, it was 

important that the children and parents understood that the child’s withdrawal of 

participation from this study was an acceptable choice.  

Children may feel obliged to co-operate (Gallagher et al., 2010) and it may be difficult 

for them to feel confident to decline to participate or withdraw from a study (McConnell, 

2010). I reiterated that this choice could be made by the child at any point without fear of 

reprisal and was able to draw upon my professional experience of working with children 

in CAMHS to gauge whether a child appeared to be comfortable in their continued 

participation. As Phelan and Kinsella (2013) identify, in interview situations, children 

may assume the familiar ‘student’ role, where they feel they must perform in a particular 

way and be on their best behaviour. 

 

4.4.4 Capacity of Children in Research 

The Mental Capacity Act (2005) states that a person is unable to make a decision if they 

are unable to understand, retain, weigh-up or communicate information related to that 

decision. Therefore, consent / assent can only be given if a person is deemed to have 

capacity (HRA, 2018). Applying both to parents (in providing their consent) and children 

(for gaining assent), matters of capacity were assessed collaboratively between myself as 

the researcher and the MDT. Each decision was based upon our collective interactions 

with the relevant child / parent and took into consideration the individual’s capacity to 

understand the study and what it might mean for them to participate. By counter-signing 

the assent and consent forms, I was able to demonstrate my confidence that the children 

and their parents had indicated through their engagement with me that they had 

understood the information presented to them.  
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4.4.5 Upset and Distress with Children in Research 

Research safety discourse aligns with ethical nursing practice, in which risk management 

implies a moral imperative to prevent harm, upset and/or distress (Slemen et al., 2017). 

As such, it is widely understood that ethical health researchers must view safety of 

patients as paramount (De Santis et al., 2015). Studies must be designed to avoid personal 

and social harm, particularly to children as research participants (NSPCC, 2012). Whilst 

the risk of causing harm or distress can never be truly mitigated, attempts should be made 

to reduce any risks of harm as much as possible, including outlining any measures put in 

place to manage the impact of potential upset or distress (NSPCC, 2012). My intention 

was to minimise the potential to cause upset or distress for children through their 

participation in the study.  

Exploring the phenomenon of interest, physical restraint, required discussion of a child’s 

experience of a behaviour management strategy which requires direct physical contact 

(DH, 2014). Links between touch and physical, emotional and cognitive development of 

children, discussed by Field (2002), can be an integral part of therapeutic containment for 

young people (Steckley, 2012). Despite this, the relationship between touch and physical 

restraint remains poorly understood although it is recognised that physical restraint 

embodies extremes of both touch and containment which can contribute to damaging 

perceptions of life events (Steckley, 2012).  

Physical restraint has the potential to be a stressful, frightening or distressing event 

(Restraint Reduction Network (RRN), 2019). Such events are referred to as ‘traumatic’ 

(MIND, 2020b) and have been associated with healthcare-induced childhood anxiety, 

which can develop into childhood trauma (Lerwick, 2016). Adverse childhood 

experiences are recognised within healthcare as events causing chronic stress responses, 

such as trauma, in a child’s immediate environment (Kelly-Irving et al., 2013). Exposure 

to both childhood trauma and adverse childhood experiences predisposes children to 

subsequent anxiety (Herzog and Schmahl, 2018). Therefore, to protect children during 

interviews, it was important to plan for the possibility that recalling and/or dwelling upon 

an experience of physical restraint could trigger upset, anxiety or distress.  

The semi-structured interview schedule was designed so that meaningful language was 

identified and used in general questions to begin with, moving on to more probing 

questions, before finishing interviews with thanks and supportive conversation. It was 
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clearly identified in the study information sheets that interviews could be readily paused 

or suspended at any point. A time-out card system (Appendix 14) was available for use 

throughout the interview in case the child felt that they would like to pause or stop the 

interview. Children were then given time to freely choose whether to continue. 

I was able to draw upon my skills and knowledge as a registered mental health nurse with 

inpatient CAMHS experience to sensitively manage observed behaviours such as a 

child’s sudden reluctance to continue, mood imbalances and/or hesitancy during 

interview. My experience further enabled me to draw upon my clinical judgement to 

determine whether any further action might be required (e.g. signposting the child to an 

identified member of the direct care team, such as a psychologist or case manager, for 

further support or re-scheduling the interview). Where upset and/or distress occurred, I 

committed to the provision of a general handover of the context (without revealing 

content) to the clinical team managing the child’s care, the local collaborator and the 

child’s parents following the completion of the interview. This process was designed to 

facilitate an opportunity for a child’s welfare to be monitored and appropriate support to 

be provided by the direct care team. 

 

4.4.6 Confidentiality and Anonymity and Safeguarding Children in Research 

The notion of confidentiality in research is underpinned by the principle of respect for 

autonomy (Wiles et al., 2008). Identifiable information about participants must not be 

disclosed without their permission (Bos, 2020) and this should be reflected in the research 

design. Anonymisation of interview data is a common way in which confidentiality can 

be operationalised. However, anonymity can be considered a continuum, along which 

researchers balance two competing priorities: maximising protection of participants’ 

identities and maintaining the value and integrity of the data (Saunders et al., 2015). 

Confidentiality goes beyond anonymity and also means not disclosing any information 

that might identify an individual, including presenting findings in a way that ensures 

individuals cannot be identified (Wiles et al., 2008).  

Analysis in IPA studies draws upon direct quotation from transcripts for transparency and 

to reinforce emergent themes (Smith and Osborne, 2008). I have, therefore, anonymised 

the interview recordings during transcription. As advocated by Saunders et al. (2015), I 

have taken great care to ensure that each child’s ‘voice’ is clearly and accurately 
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represented whilst no person or service is identified. Personal details of children, parents 

and healthcare locations remain securely stored in line with General Data Protection 

Regulation (GDPR) (2018) principles, as outlined in my data management plan 

(Appendix 19). 

Children who participated in this study, and their parents, were fully informed, through 

study information booklets and discussion with myself, about the boundaries of 

confidentiality and anonymity that they were afforded. Through discussion of the study 

with each child, I was able to conversationally ascertain their level of understanding in 

respect of my commitment to maintain their confidentiality. This included their 

understanding of my provision of an appropriately child-centred outline of my 

professional obligations as a registered nurse in relation to safeguarding and disclosure 

of harm (see below) (NMC, 2018). A useful method for me to gauge this was to ask each 

child to tell me in their own words how I would protect their details and keep them safe.  

Although conversations regarding confidentiality and anonymity occurred between the 

child, their parent and myself before the audio-recorder was switched on, we revisited the 

topic of confidentiality at the end of each interview and the child was immediately 

referred to as they name they had chosen. For example: 

I: “well I think you’ve been absolutely marvellous and as I say … I’ll keep 

your identity very very secret… did you come up with a name yet?” 

L: “I’m going to go… erm… it’s gonna sound really random but… I think 

Lilleth” 

I: “Lilly?” 

L: “Lilleth” 

I: “oh ok you write it down here then Lilleth, that’s a beautiful name. Well 

if you have nothing else that you would like to tell me… I am extremely 

grateful for the opportunity to meet you both and speak with you and I’ll 

go ahead and switch this off” 

L: “ok yes” 

 

A core issue I considered whilst engaging children in this research was the potential 

disclosure of safeguarding issues. The term safeguarding is defined by HM Government 

(2018, p.6) as: 

 “…protecting children from maltreatment, preventing impairment of 

children’s health or development, ensuring that children are provided 

with safe and effective care, and taking action to enable children to 

have the best outcomes”.  
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A clear raising concerns process was designed for the study and was tailored to each 

recruitment site based upon local policies (Appendix 16). Each process followed Edge 

Hill University’s institutional protocol as well as local safeguarding guidance and policies 

and all were continually assessed. Where such a situation arose, the process provided an 

opportunity whereby I could explain any concerns I had to the appropriate person (child, 

parent and/or staff). If a child discussed dangerous practice which I would be 

professionally obligated to report, the raising concerns flowchart detailed a site-specific 

process and contact details to safeguard that child from any further risk. This process was 

an important part of the study design as it is identified that matters of safeguarding must 

always take priority over confidentiality / anonymity (NMC, 2018; RCN, 2018). The 

topic areas of safeguarding and disclosure were both clearly outlined in the study 

information and were individually discussed, by myself, with each child and parent prior 

to their assent / consent being obtained. This enabled me to ensure I could confidently 

make informed decisions as to each child’s consensual and voluntary participation.  

 

4.5 Summary 

Through the systematic reading and presentation of the current literature, I have presented 

and justified my rationale for the proposal, design and implementation of this study. In 

the preparatory stages of the study design, and through the employment of PPI, I was able 

to gain an awareness of the linguistic factors which I could aim to be sensitive to in 

conducting semi-structured interviews with children. This is particularly important for an 

IPA study as IPA aims to gain an insider’s perspective on a specific experience, which is 

achieved through listening to and analysing described experiences.  

A section of a transcript has been provided (Appendix 20) to enable the reader to see how 

data were transcribed. I have also detailed how the data were analysed through the distinct 

data analysis process used in IPA studies. In embracing the hermeneutic approach 

embedded within IPA, I have explored and engaged with matters of reflexivity, where I 

have attempted to address potential challenges. I have reflected on my own 

characteristics, which I acknowledge, have influenced how I have conducted this study. 

Chapter 5 presents the findings from the detailed analysis of the data. To foster 

transparency, themes identified through the IPA data analysis process are evidenced 

through the use of direct quotes from the original anonymised transcripts. This use of 
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direct quotations enables me to demonstrate how the final themes link back to the original 

data. 
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Chapter 5 – Findings 

5.1 Introduction 

The chapter will begin by introducing the children who are at the heart of this study. Eight 

children participated in this study. Following this introduction, I will present an overview 

of the findings. All children who participated were admitted to an NHS-commissioned 

inpatient children’s CAMHS unit at the time of interview. They had a personal experience 

of being physically restrained and all had an established discharge date. The children, 

their parents and the respective Multi-disciplinary team agreed that the child’s 

participation would not impede their recovery process. Their ages ranged between 10-13 

years of age and the gender mix was slightly weighted towards boys (there were five boys 

and three girls). Individual ages are not used to ensure that the children’s identities cannot 

be established. The children’s diagnoses are not included as this information was 

purposefully not collected as it was beyond the remit of the study. Children were invited 

to each choose a pseudonym to help protect their identities. As such, the children who 

participated in this study are introduced as: Battle Hound (boy), Nobody (girl), Mo Salah 

(boy), Clive (boy), Tik Tok (girl), Jay-Z (boy), Knuckles (boy) and Lilleth (girl). 

Through analysis of the children’s stories, it was clear that experiencing physical restraint 

had the potential to affect some children more than others. Reading the transcripts and 

listening to the children’s stories gave me a sense that they faced a situation which felt 

out of control. I started to search for a way of making sense of their stories and I explored 

different metaphors or ways of framing their experiences. 

The children described facing high energy, unpredictable situations which I initially 

considered linking to the adrenaline-inducing experience of riding a roller coaster. Whilst 

the visceral signs of fear were present, I felt that some of the other qualities of riding a 

roller coaster, the thrill, the choice, the safety and the knowledge of when it would end, 

were less representative of what the children were telling me about their experiences of 

being physically restrained. The children’s stories detailed situations where they were 

facing something that was looming over them and that was much bigger than they were; 

it was certainly not thrilling in the way a rollercoaster can be nor did the children know 

when the experience would end. 

Another concept I considered was how it might feel to face a giant wave. The notion of 

facing a wave was more representative of what I was hearing and understanding from the 



118 
 

children’s stories. The wave provided a much needed sense of size, and of lack of control 

and depth of experience, but there was still something that I felt was not being fully 

represented through this concept. A wave did not represent the diverse range of elements 

and sensations that were embedded within the children’s described experiences. The more 

I thought about the children’s described experiences, the more links I was seeing between 

the experience of being physically restrained and the unpredictable and individual 

experience of facing a thunderstorm. Gradually at first and then with more conviction, 

the concept of a thunderstorm became my central means of describing, exploring and 

interpreting the children’s experiences of physical restraint. One of my challenges was to 

ensure that the idea of a thunderstorm, as attractive as it seemed, did not take over and 

that I was not fitting the data into the various elements within the life cycle of a 

thunderstorm. Being highly reflexive and continuously challenging every aspect of my 

thinking process resulted in me being able to feel secure and confident that the use of a 

thunderstorm as a means of explaining the children’s experiences remains robust, 

authentic and sound. 

In many of the children’s stories, the restraint experience appeared to begin through a 

description of the gathering of some form of developing trouble. There was an 

accumulation of rising energy, where the atmosphere on the mental health unit felt to a 

child as if things were shifting and changing. Similar shifts and changes occur in the 

developing stage of a thunderstorm, which is typified by a gathering sense of change, a 

growing collection of unspent energy and an increase in atmospheric pressure. As a 

potential incident develops, certain key factors were described that started to drive the 

momentum of events such as increasing levels of general confusion and a child’s feeling 

of loss of control. If these factors are sustained, they can lead to the implementation of 

physical restraint. This mirrors the mature stage of a thunderstorm, which also draws upon 

its own surroundings, forming an uncontrollable updraft as it continues to gather 

momentum until it starts to impact the environment around it. The mature stage of a 

thunderstorm is also where the observable elements – wind, rain and potential destruction 

– which are typically associated with the release of the energy of the thunderstorm are 

evident. This release of storm energy is where I draw parallels with the moment where a 

situation has become too big and out of control and the energy is released and the physical 

restraint is implemented. The children described their experiences of being surrounded 

by noise, feeling displaced, caught or cut off from others and feeling scared or angry. 
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These feelings and experiences resonate with the uncertainty of facing the heart of a 

powerful thunderstorm. 

Considering how physical restraint is described theoretically, contemporary thinking 

suggests that restraint incidents conclude with the release of the physical hold. However, 

for seven of the children interviewed for this study, the restraint incident at this point was 

far from finished. After the physical aspect of the restraint had been released and the 

energy was expended, the children described how they had still faced, or continued to 

deal with, lingering issues, in some cases long after the actual incident. As with the 

children’s experiences of the aftermath of physical restraint, there are parallels of the third 

and final stage of a thunderstorm which is characterised by a dissipation of energy; this 

is the point where the thunderstorm blows itself out, starts to calm and balance returns to 

the environment. 

Befitting with how the children’s accounts resonated with the concept of facing a 

thunderstorm, I will present the findings in this chapter in accordance with the three main 

stages of a thunderstorm’s life cycle: The Gathering, The Thunderstorm and The 

Aftermath (Table 13). This chapter will use these meteorological terms interwoven with 

the words of the children to accentuate, where appropriate, the parallels that have been 

drawn between the experience of facing a thunderstorm and what children tell us about 

their experiences of physical restraint. 

For some children, the heart of their story lay in the build-up to being physically restrained 

(the Gathering), for others, the focus of their story was the physical restraint itself (the 

Thunderstorm). However, five of the children focussed their story on the post-restraint 

period, similar to how a storm survivor may focus on what they are left with after a 

thunderstorm: the Aftermath. Seven of the children who were interviewed told their 

stories in a way that felt like they were still, to some degree, caught up in their experiences 

long after the thunderstorm had passed.  
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 Table 13: The Main Stages of a Physical Restraint Experience 

 

 

 

 

 

Direction of Analytical Movement 

Clustered Theme 
Subordinate 

Theme 
Superordinate Theme 

You can feel it ages before like it’s going to happen  
A Change in 

Atmosphere 

The Gathering Stage 

You don’t know what to expect while… you’re 

waiting 

It seemed as though it was just being used as… a 

threat Things Starting 

to Develop It just reminds me back to last year when I was 

getting restrained all the time 

I was stressed about it and upset about it 

Accumulation Oh no is this all going to go bad again? 

When your friends are around you… it’s a good 

thing 

Yeah… I don’t think your plans are working 

The Updraft 

The Thunderstorm 

It didn’t make sense 

It feels like a whirlwind in my mind 

When they started counting… that’s their choice… 

not my choice 

You’ve got no control… you’re being forced down 

In the Midst 

 of the 

Thunderstorm 

[Being restrained] always just seemed angry … I 

always felt scared and vulnerable  

They chased me and I got away but… I got restrained 

in the end 

They were shouting at… well… they were shouting 

at me 

Everyone was there and everyone could see the mess 

I was in 

I remember just looking at the clock and hoping it 

would turn around quickly 

I literally get up in the morning and I’m… like… 

“what is this place?” 

Lingering Debris 

The Aftermath 

This always happens to me… it’s not fair 

We get to talk about it after… which is good 

I survived… I survived… I got through it 

It’s been ok here… it’s safe but I haven’t enjoyed it 
Living in the New 

Landscape I’ll just keep going… that’s all I can do… just 

keep… going 



121 
 

5.2 The Gathering Stage 

5.2.1 Introduction 

This first section reports findings that relate to the children’s described experiences of the 

period of time leading up to their physical restraint experience. In the Gathering stage, 

children described sensing a change in the atmosphere within the unit to which they were 

admitted. Most of the children’s stories were illustrative of a sense of something 

gathering, building and starting to develop. In the final moments of the Gathering stage, 

where the situation had started to escalate, children were describing efforts that they were 

making to shelter and batten down the hatches. These efforts continued right up until the 

moment when the children finally entered the Thunderstorm.  

The Gathering stage will be presented in three sections: 

 A Change in Atmosphere; 

 Things Starting to Develop; and 

 Things Starting to Accumulate. 

 

5.2.2 A Change in Atmosphere 

A change in the atmosphere prior to the implementation of physical restraint was evident 

in many of the children’s stories through their descriptions of sensing early warning signs, 

as well as their raised feelings of anticipation or expectation. The term ‘atmosphere’ is 

used in meteorological terms to describe the envelope of air surrounding the earth. 

However, the term is also commonly used to describe the pervading tone or mood of a 

place, room or situation (Cambridge English Dictionary, 2021). In both uses of the term, 

the atmosphere is dynamic, driven by opposing forces and energy and is prone to change.  

A Change in Atmosphere is presented as two sub themes: 

 You can feel it ages before like it’s going to happen; and 

 You don’t know what to expect while… you’re waiting. 

 

5.2.2.1 You can feel it ages before like it’s going to happen 

Children described how they sensed a change in the atmosphere within the unit before a 

physical restraint incident. This was described by some children as picking up on signs 
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from the environment, such as behaviours of staff, or internally, from feelings within 

themselves. Potential warning signs were sensed by other children only in the moments 

immediately before a physical restraint, introducing an element of shock or surprise into 

their experience.  

Clive, Lilleth and Knuckles suggested that it was sometimes possible to forecast an 

impending physical restraint by what the staff were saying. Clive described how staff had 

indicated the night before his physical restraint was implemented that his behaviour was 

getting worse: 

“…the night before they told me … it was… erm… stupid or something… erm like I mean 

the stuff I was doing… I mean the night before they told me it was all getting… bad… 

they said they were… like it was…going to get worse if I ca… if I carried on with it…” 

(Clive). 

Some children described how they felt the actions of staff changed prior to physical 

restraint being used. These precursory behaviours were described by Lilleth as the staff 

‘lurking around’: 

“I: …because I’m an adult, I don’t know what it would feel like for a child to experience 

this. What does it feel like? 

Lilleth: Awful… like it… it was just so uncomfortable just like the feeling of… like … 

you don’t even feel like you can do anything you’ve got loads of people lurking around 

you…” (Lilleth). 

Lilleth’s use of the term “lurking” and her description of the presence of lots of people 

illustrates her sense of ‘something coming’ and a sense of a change in the atmosphere 

within the unit. A similar sensing of ‘something developing’ was also described by Tik 

Tok: 

 “…you know you can feel it ages before like it’s going to happen but you don’t know 

when until they all start to get ready and then you think ‘ok… now it’s going to 

happen’…” (Tik Tok). 

Tik Tok’s quote highlights how the sense that something was changing could occur 

“ages” before a physical restraint was implemented. Tik Tok provided further insight into 

how the staff positioned themselves before a physical restraint, describing this as the staff 

behaving “like losers”. The staff were described as having positioned themselves on the 

side of a communal room, in preparation for the implementation of the physical restraint. 

These behaviours were perceived as being less discreet than Tik Tok suspected that the 

staff believed they were: 
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 “…the staff were all like standing up on this side of the room like putting their stuff away 

and getting ready and nodding to each other like… like losers ... they think I don’t know 

what’s about to happen … it’s not a secret … like it’s obvious when it will happen…” 

(Tik Tok). 

Despite Tik Tok describing how children could sense an impending physical restraint 

incident she further discussed how it was harder to pick up on such atmospheric cues 

when the gathering storm was centred upon her, rather than another child: 

 “…it’s obvious when it will happen to other people you just, sometimes you don’t know 

exactly when it’ll happen to you…” (Tik Tok). 

Battle Hound discussed how routine actions within the unit felt to him like deliberate and 

unwelcome behaviours of the staff. The evening routine in the unit he was admitted to 

incorporated what he described as “settling down time”. However, Battle Hound, 

described this period of time as an internal early warning sign for potential conflict: 

“I: I guess having the light off could be quite nice in the evenings? I mean like settling 

down sort of thing… 

Battle Hound: …I don’t like it… 

I: What does that mean to you then? 

Battle Hound: What does that mean?… well it means they want… me or us to go to bed 

an’ I… I don’t like that do I? I don’t wanna go to… my own room do I? … they put some 

of the lights off in the other parts so it… it’s… darker… but I don’t like that do I?...” 

(Battle Hound). 

Aside from the children’s internal sense of the early warning signs of changes in 

atmosphere, the subject of the unit safety alarms was also discussed on several occasions. 

Warning alarms are mandatory for inpatient CAMHS providers and can be activated by 

staff or children. When activated, the alarm alerts others to an emergency response 

situation which may require additional staff support. As such, emergency alarms 

deliberately convey a sense of urgency. For Mo Salah, who had only personally 

experienced physical restraint once, the subject of the unit alarms activating seemed to 

resonate with his experience clearly, as I observed in his animated response to my 

question: 

“I: …do they have erm… do they have alarms here when things like that happen? 

Mo Salah: [starts nodding really clearly from the word ‘alarms’ with widening eyes]…” 

(Mo Salah). 

Lilleth, on the other hand, who had experienced being physically restrained multiple 

times, had a very different reaction to the sound of the emergency alarms, which were 

activated elsewhere within the unit during her interview. Contrary to Mo Salah, Lilleth 
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remained relaxed as the unit alarms activated, even when the aspect of what was being 

discussed had the potential to cause distress: 

“Lilleth: …so like… restraint leaves [laughs] a small mark because… and espec…” 

[unit emergency alarms are activated so I temporarily suspended the interview and just 

provided non-interview related reassurance that we were safe for 1:34] 

“I: so I think there’s probably something different…” (Lilleth). 

 

Observations from my field notes indicate that there were no observable adverse physical 

responses from either Lilleth or her mother when the unit alarms were activated. I noted 

that there was no evidence of trauma or panic or even nervousness, with both Lilleth and 

her mother settling into their chairs and waiting for the alarms to finish. 

The children sensing the early warning signs of a possible physical restraint had the 

potential to effect change within the unit atmosphere. Feelings of rising anticipation or 

expectation were also evident in several of the children’s accounts. 

 

5.2.2.2 You don’t know what to expect while… you’re waiting 

Four children described a palpable rise in their anticipation or expectation in the moments 

prior to being physically restrained where they felt that ‘something’ was going to happen. 

Battle Hound and Knuckles both described how they felt that expectations were being 

placed upon them by the staff. Clive and Lilleth talked about their own rising anticipation 

of what might happen next. Clive described his ongoing anticipation that something 

would happen which would potentially lead to a physical restraint: 

“…you know you do need something to do though cos otherwise you get really bored 

and… …like last week ... I literally found that the whole week ... I did nothing ... yeah 

like it’s so easy to just… you’re just waiting on that one thing… like something to 

happen…” (Clive). 

Lilleth described a situation where her raised level of anticipation prior to being 

physically restrained had, on one occasion, derived from her wanting her phone. 

However, her focus on the arrival of her phone meant that the subsequent physical 

restraint felt to her like it was implemented immediately and without warning: 

“…I remember I was waiting for my phone… do you know just to like check the time for 

my supervision because I was willing to do it ... and I was just waiting for them to like 

come with my phone… and then all of a sudden two people come in… literally no warning 

they just restrained me straight to the couch…” (Lilleth). 

Conversely, Clive’s experience of being physically restrained, was, for him, a process 

which had been implemented less quickly. Similar to Lilleth, this had created a situation 
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for Clive where he felt he did not know what to expect in the moments leading up to him 

being physically restrained: 

 “…you don’t know what to expect while… erm… you know while you’re waiting ... and 

then they can come back to you and you’ve got to wait again for them… to erm… you 

know… I was kind of expecting it to be done quicker like it went on for longer than I 

expected…” (Clive). 

Clive described how his experience of being physically restrained had gone on for longer 

than he had expected. Expectations in the moments prior to physical restraint being 

implemented were also discussed by three other children. Clive, Knuckles, Battle Hound 

and Tik Tok all described how they had felt that there were raised expectations being 

placed upon them through unwelcomed requests from the staff. They all described 

expectations of compliance being placed upon them through the attempts by the staff to 

de-escalate the situation. Battle Hound explained: 

“…and you’re kickin’ off… or they want you to go to your bed… they ... they ... kind of 

ask you to go … they… count to three and then ... after three they… they’ll take you…” 

(Battle Hound). 

In one instance, Clive began to thoughtfully reflect upon whether he had engaged in 

behaviours to a sufficient degree to register the attention of the staff at a time when he 

had both anticipated and expected to be helped. Clive underscored the importance of his 

point by seeking my agreement that was an interesting scenario: 

“…another time I was unhappy and I was sitting… here just waiting for them to help me 

and it was ... like… nothing ... they… did nothing to help me ... prob… probably because 

I was just sitting here and I wasn’t causing any… like… troubles… so that’s interesting 

isn’t it?...” (Clive). 

The children’s rising levels of expectation and anticipation has the potential to be an early 

indicator that a situation is beginning to develop. Within this early development of a 

situation, some of the children described their sense of foreboding or rising fear. 

 

5.2.3 Things starting to develop 

From what the children were describing, there are some key indicators that have the 

potential to support the children’s understanding of a situation beginning to develop. For 

Tik Tok, Clive, Lilleth, Knuckles and Battle Hound, these indicators, such as their inner 

sense of foreboding, were sometimes accompanied by protective behaviours. This 
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included drawing upon their previous physical restraint experiences to help them to 

manage their situation.  

Things Starting to Develop is presented as two sub themes: 

 It seemed as though it was just being used as… a threat; and 

 It just reminds me back to last year when I was getting restrained all the time. 

 

5.2.3.1 It seemed as though it was just being used as… a threat 

There was a personal, internal sense of foreboding interlaced throughout some of the 

children’s stories. This sense of foreboding was verbalised most clearly by Tik Tok, Clive 

and Lilleth. Tik Tok revealed how anxiety and worry over the potential of what was to 

come was unwelcomed, negative and firmly rooted within her previous physical restraint 

experiences. This knowledge increased Tik Tok’s anxiety which she confirmed had made 

her feel more worried about being physically restrained in the future: 

“…the more you… the more you know about getting held and restrained the… the more 

anxious you can get and like worried and stuff…” (Tik Tok). 

However, despite her sense of foreboding over being told what to do by staff, Tik Tok 

reflected on her responsibility within the situation. She described the effect she felt 

whenever she went near any of the staff: 

“…it seems like I just put myself into a massive hole… whenever I go near them they go 

“oh yeah no this is what you need to do now”… “this is what you should do now” er… 

“oh yeah now you should just stop”… drives me nuts…” (Tik Tok). 

Clive had also arrived at the conclusion that he had “asked for it” through his behaviours. 

He described his attempts to make sense of why he had previously been physically 

restrained through a discussion he had with a member of staff: 

“…I spoke to [name of a member of staff] the other week… she’s like “once it’s gone 

over then it’s gone over like” and then it’s like there it goes… because I asked for it didn’t 

I?...” (Clive). 

It seemed that Lilleth’s sense of foreboding was pervasive, and there was a sense that her 

nervousness was regularly being used by staff as a way to avoid the implementation of 

physical restraint. For Lilleth, the constant threat of physical restraint was being perceived 

as a lack of control: 
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“…it was always just used it was… it seemed as though it was just being used as… a 

threat … I didn’t want to go… and they said to me… “if you don’t go to your appointment 

now and you don’t sit down for your appointment we will pin you down for the whole 

afternoon”… they never tried to get through things it was just constantly used as a threat 

like “if you don’t do this we’ll restrain you…” (Lilleth). 

Lilleth’s feelings of being under constant threat of physical restraint had resulted in a 

more generalised sense of fear during her admission. She provided examples of how, even 

when she was visibly upset, the threatening approach had continued to be used by staff: 

“…I was crying so like… I think they made me sit down for like, five minutes and it was 

like “if you don’t do it obviously we’ll restrain you” I think they was trying that first and 

it was like “are you gonna sit down?” and I was like “yeah ok”… so they went again…” 

(Lilleth). 

The sense of foreboding associated with a feeling of being threatened had led Lilleth to 

connect the threat of being physically restrained with being presented with ultimatums. 

For Lilleth, such ultimatums had represented an “extreme” use of the intervention: 

“…erm if I didn’t want to go to… bed like… for example … erm… they threatened to 

restrain me if I didn’t go to bed… which… is… ex…treme…” (Lilleth). 

Importantly, Lilleth had arrived at the conclusion that the use of a threatening approach 

to avoid physical restraint, albeit effective, was only a short-term solution that held within 

it the potential for a bleaker long-term outlook: 

“…in the end it worked but… but then that made it worse…” (Lilleth). 

Some children became nervous at the prospect of being physically restrained and they 

thought about how they might lose control. The feeling of being threatened with physical 

restraint had the potential to remain with the child after their experience.  

 

5.2.3.2 It just reminds me back to last year when I was getting restrained all the time 

Tik Tok, Clive, Lilleth and Knuckles all referred to their previous experiences when they 

were telling their stories of being physically restrained. For these four children, drawing 

upon their previous experiences seemed to help them to prepare in the moments leading 

up to being physically restrained. However, for Tik Tok and Clive, drawing upon previous 

experiences were an unwelcome reminder of the past: Clive explained: 

“…I feels like when I get held it just reminds me back to last year when I was getting 

restrained all the time you know like in school… in hospital… like everywhere…” 

(Clive). 
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Lilleth also drew upon her previous experiences to provide comfort. She was able to use 

the context of her previous physical restraint experiences to compare how her current 

situation was an improvement on a previous placement: 

“I: …there feels like you have had a different experience here than your previous place 

Lilleth: definitely yeah… I don’t worry here... I mean I feel I am safe here… whereas in 

[name of previous hospital] it was just… awful… I just wonder… what they were 

doing…” (Lilleth). 

 

Knuckles’ previous experiences had also been useful for him to draw upon in the 

moments prior to being physically restrained, but in a different way to that of Clive, Tik 

Tok or Lilleth. Knuckles’ previous experiences were a useful resource to help him 

understand the rules imposed upon him in the gathering stage of a situation. 

“…you have to do all the things they say…” (Knuckles). 

Tik Tok also described her ability to draw upon previous experiences of the gathering 

stages of being physically restrained. Like Knuckles, revisiting old experiences had not 

helped Tik Tok to avoid restraint, but unlike Knuckles, drawing upon previous 

experiences had provoked some reflective thoughts to potentially negate conflict with the 

staff in future: 

“…it feels like it’s just got to the point where I try and… avoid being near them at all, I 

feel like this is what I should just try to do all the time… I think I should just totally avoid 

them … it, would have just been easier to just go along in the first place, you know cos… 

it’ll make it easier for me the next day…” (Tik Tok). 

Children described being reminded of their previous experiences when they were facing 

physical restraint. Some children recalled what they had learned from past experiences to 

help them reduce their fear. For others, revisiting previous experiences provided little 

value. 

 

5.2.4 Accumulation 

The children’s stories were suggestive of an accumulation of feelings and thoughts in the 

moments prior to being physically restrained. This thought energy fed into a heightened 

awareness of potential escalation and appeared to be driven by the children’s efforts to 

prepare against the threat of physical restraint. For Nobody and Jay-Z, the accumulation 

fuelled responses which were predominantly physical actions. However, there was still 

an accumulation of thought energy described in all the children’s stories and it became a 
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further feature of escalation in the Gathering stage of the children’s physical restraint 

experiences. 

Accumulation is presented as three sub themes: 

 I was stressed about it and upset about it; 

 Oh no is this all going to go bad again?; and 

 When your friends are around you… it’s a good thing. 

 

5.2.4.1 I was stressed about it and upset about it 

An accumulation of emotions (sadness, frustration, stress, anger and worry) was clearly 

illustrated by the escalating pattern within the stories of Lilleth, Battle Hound, Tik Tok, 

Clive and Mo Salah. Feelings of vulnerability and fear were described, alongside frequent 

references to feeling stressed, upset or angry in the moments prior to being physically 

restrained. Lilleth continually referenced nervousness associated with her feelings of 

being threatened with physical restraint. She described the impact this nervousness had 

on her emotionally:  

“…there was just so many other instances where it was just… so… bad but the thing is I 

felt so vulnerable I felt so scared… but I just felt like… it wasn’t right…” (Lilleth). 

As a result of her exposure to experiences she perceived as threatening, Lilleth described 

her fear which had driven her decision-making and her behaviours in order that she could 

do what the staff had told her to do: 

“…they were like shouting at me as well … so that got me to go… but… it’s like in the 

end it worked but… it was only out of fear…” (Lilleth). 

Emotional accumulation alongside a rising sense of fear was also evident within several 

of the other children’s stories. Battle Hound discussed how his pre-existing fears about 

sleeping were being exacerbated through the lack of understanding of the staff about his 

night-time behaviours; behaviours which ultimately led to him being regularly physically 

restrained in the evenings: 

“…but… they don’t understand… they don’… they… I sleep with ‘im because I’m scared 

… being in this hos… this place… makes me more scared…” (Battle Hound). 

The negative and unwanted feeling of being stressed in the gathering stage of a situation 

was described by Clive, Tik Tok and Lilleth. For these three children, their stress was 

described as connected with how they felt about the actions of the staff. Like Lilleth, 
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Clive described how this feeling of stress was affecting his decision-making. Rather than 

forming a therapeutic bond with staff, Clive was actively detaching himself from his 

named nurse because of being physically restrained: 

“…like I don’t bother telling [name of a member of staff] that’s my nurse… erm anything 

because there’s no point … he’s not like stressed about things like I am……” (Clive). 

There was an association emerging between being stressed and being upset in the 

Gathering stage, evident in the stories of Lilleth, Clive, Mo Salah and Battle Hound. 

Lilleth talked about how the threat of physical restraint being used as a response to her 

behaviours caused her to become stressed and upset: 

 “…it was used as well… a threat… because I remember once I didn’t want to like sit 

down … and I was stressed about it and upset about it… (Lilleth). 

Like Lilleth, Clive also talked about how being placed in a stressful situation. Clive 

explained that, despite what the staff thought, their actions were not only unhelpful, but 

they further increased his unhappiness. Clive recalled that this made him feel frustrated: 

 “…I was so unhappy with it… like so unhappy… it just wasn’t my day I suppose… like 

oh my god… like I get really frustrated at the moment… they think it’s going to be helpful 

but like it’s just not…” (Clive). 

Unhappiness was also a key ingredient for Mo Salah, who cited his own accumulation of 

unhappiness as the foundation for his behaviours in the gathering stage of his eventual 

physical restraint: 

“I: …and … something had happened, you’d ended up hitting, hitting somebody… 

Mo Salah: yeah I wasn’t very happy … I wasn’t actually very happy at all…” (Mo Salah). 

Mo Salah talked about the physical nature of his sensation of escalating anger. He 

described how the anger was rising through his body, connecting his anger with his body 

becoming “hotter”. Mo Salah recalled how his anger had reached “a hundred percent” by 

the time it had risen to his head: 

“…erm angry… yeah…and my er… my mind was feeling angry… like the… same as my 

body… like I can sort of feel it here [pats own stomach] and then it kind of er… goes like 

here [pats own chest] and gets hot… er I mean… kinda hotter until it gets like about here 

a hundred percent [waves palm in front of face in circling motion] yeah like hotter here…” 

(Mo Salah). 

Children talked about being vulnerable, stressed, frustrated and scared in the moments 

prior to being physically restrained. This had the potential to adversely affect how the 
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children made decisions or behaved. This accumulation of negative emotions and anger 

had the potential to be detrimental to the children’s feelings towards the staff. 

 

5.2.4.2 Oh no is this all going to go bad again? 

Whether it was through their own experience, or their experience of witnessing others 

being physically restrained, children described their attempts to prepare in the last 

moments before physical restraint occurred. This preparation seemed to arise from a 

growing sense of realisation and inevitability of implementation of physical restraint. This 

battening down of the hatches was best illustrated in the accounts of Tik Tok, Battle 

Hound and Clive. Tik Tok provided insight into why she thought she was eventually 

physically restrained on one occasion. Following her evaluation of a deteriorating 

situation, she described a lack of early intervention from the staff. This, she concluded, 

was the reason why her physical restraint was inevitable: 

 “…they’ll be like “sorry [Tik Tok’s given name] you’ll have to calm down” and I’ll be 

like “forget it it’s too late now where were you before all this started?” and it’s like ‘well 

this is going to happen again isn’t it?’…” (Tik Tok). 

Clive was also able to recognise and prepare for the inevitable when situations started to 

deteriorate. His cues, like Tik Tok, were derived from a combination of his 

communication with staff as well as his previous physical restraint experiences: 

“…and I spoke to [name of a member of staff] and it was just like…it was just not great 

and I’m just thinking ‘oh no is this all going to go bad again’…” (Clive). 

It seemed that despite their ability to sense when things were not going right, neither Clive 

nor Tik Tok knew what to do to avoid being physically restrained. Tik Tok recounted her 

feeling as the situation was deteriorating:  

“…I didn’t know what to do and I thought ‘oh this is not going right’ [sighs]…”                

(Tik Tok). 

For Tik Tok, her preparations were reactions to what she outlined as problems which were 

being given to her by staff. She explained that she had learned to disregard her own 

feelings and accept the inevitability of physical restraint without struggle. Her defeatism 

was embedded within her understanding that the staff would physically restrain her 

whenever they wanted, regardless of what she did: 

“…what can I do you’re just going to restrain me again whenever you want?…”               

(Tik Tok). 
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Tik Tok’s experiences had left her feeling unsure about how bad she could potentially 

become as a person: 

“…I mean Jesus Christ come on… I’m not gonna get that bad am I?...”  (Tik Tok). 

Battle Hound, Nobody and Knuckles also described examples of preparedness in the 

moments before they experienced physical restraint. However, all three children 

described behaviours that were less submissive to those of either Tik Tok or Clive. Battle 

Hound described how he had created a physical barrier to separate the staff from himself 

and his father. He did this by placing furniture across the doorway to a communal lounge 

as a response to staff checking up on him. As the situation escalated, Battle Hound felt 

like the staff were shouting at him which was making him really cross: 

“…well we started off and we were, like… on the couch and … and then when they were, 

all, like shoutin’ … they… like check up on us… and they tried to, erm… you know like 

get in the room and I… you see that [points at a chair] … well, I put the one of them over 

the door sort of… erm, I wanted to sort of, to kind of block them outwards, and I, you 

know to like, keep, keep us in there …and they were they were like shoutin’ at me through 

the door and that was… making me really… really cross…” (Battle Hound). 

Battle Hound described how it was not his intention to fight with staff and that he just 

wanted to remain with his father. Therefore, much like somebody facing a thunderstorm, 

Battle Hound attempted to create a defensive, protective barrier. His experience had 

taught him that he should prevent the staff from implementing physical restraint so that 

they would be unable to move him away from his father: 

“…I didn’t even wanna fi… fight with anyone… I just wanted to be with my dad [turns 

and clings onto dad and buries head in dad’s arms] … and… they were movin’ me… 

movin’ me away… which was… which was why I moved the stuff over the door in the 

first place ‘cos I knew they’d do that…” (Battle Hound). 

The children’s recognition of a deteriorating situation and an impending physical 

intervention helped them to prepare in the final moments before they were physically 

restrained. Some children simply did not know what to do and gave in to the inevitability 

of being physically restrained. For others, their behaviours became more oppositional as 

they attempted to batten down the hatches. 

 

5.2.4.3 When your friends are around you… it’s a good thing 

Perhaps indicators of the children’s final preparations in the face of physical restraint 

were their attempts to shelter with peers. Children reflectively talked about their position 
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and situation relative to that of their peers. Some valued their connection with peers more 

than others. Battle Hound, Tik Tok and Clive each seemed to appreciate a sheltering 

connection with peers in the moments leading up to their physical restraint. Battle Hound 

explained: 

“…like when something horrible ha… happens or when … you kick off… it’s like… it’s 

better to have… your friends are around you… it’s a good thing…” (Battle Hound). 

Battle Hound exemplified the importance he associated with his peers’ advice in the 

moments leading up to his physical restraint experience: 

“…I could hear [name of patient#1] and I could hear [name of patient#2] and they… were 

both tellin’ me … [name of patient#1] was tellin’ me that it that… that I would be alr… 

alright and [name of patient#2] was tell… er… [name of patient#2] was sayin’ it wa… 

that I should just go wi… with ‘em… and tha… that helped…” (Battle Hound). 

Battle Hound further described how he felt the staff were actively attempting to 

discourage his supportive connection with his peers: 

“…but they were getting told by [name of a member of staff] to move like… er… [name 

of a member of staff] said they should move out of the way so they could help me…” 

(Battle Hound). 

For Battle Hound, this felt like it had resonated with his sense of being let down by adults. 

He further described his experience of not getting the support he had expected from his 

father when he was attempting to shelter from the staff and avoid the inevitability of 

physical restraint: 

“…when they came in… they… sort of opened the door outways and erm… they kind of 

came in and they came… and it was like you know… I don’t know… it was erm… like 

well… [turns to dad] you didn’t even move… they come in and he didn’t even move…” 

(Battle Hound). 

Clive described how his attempts to shelter from the staff included retreating to the 

relative comfort of his room: 

 “…before I got held I had to speak to some of them in the corrid… no actually I was in 

my room and talking to [name of a member of staff] and before it got you know… before 

I got restrained…” (Clive). 

He further outlined how he had learned to keep silence when retreating to his room to 

shelter from staff. He emphasising the importance he felt of not disclosing to the staff 

what he was going to do: 

“…you know you can just kind of r… rush off and er… don’t just rush off and don’t start 

telling them what you’re gonna do…” (Clive). 



134 
 

Tik Tok described finding solace through the support of unfamiliar peers in a busy 

corridor. She described a moment that she appreciated when her peers and a parent were 

providing her with supportive advice during an escalating situation: 

“…I mean new to the ward so I didn’t reall… er I mean I didn’t er… know everyone yet 

so there were a lot of people around… [name of patient#1] was there with [name of 

patient#2] and [name of patient#3] was there with her mum … and she were telling me 

that it would be ok…” (Tik Tok). 

The children generally described a growing sense of escalation towards an impending 

physical restraint situation. However, as they discussed the moment of the physical 

element of the restraint, many of the children’s stories became less structured, more 

fractured, and somewhat disorganised. For some, there was a huge amount of information 

contained within their descriptions and it felt like some of the children were completely 

overloaded by their experiences. 

 

5.2.5 Summary of the Gathering Stage 

The Gathering stage of a physical restraint incident is marked by several key factors 

which can combine and contribute to the escalation into a physical restraint experience. 

The children experienced a change in the atmosphere on the unit. Things started to 

develop as children sensed an impending intervention and drew upon their previous 

experiences to help them prepare and shelter. Children’s emotions, energy and fears all 

began to rise. This combination resulted in the energy of the situation taking on a life of 

its own and increasing the potential for everyone to find them self being engulfed by the 

Thunderstorm. 
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5.3 The Thunderstorm 

5.3.1 Introduction 

This section details findings that relate to the children’s reports of their experiences in the 

moments immediately prior to, and at the point of, being physically restrained. The 

findings will be presented as two main sections: 

 The Updraft; and 

 In the Midst of the Thunderstorm. 

First, The Updraft presents the children’s accounts of the moments immediately before 

they were physically restrained. Second, In the Midst of the Thunderstorm details the 

children’s first-hand experiences of actually being physically restrained by staff in 

hospital. 

 

5.3.2 The Updraft 

The moments immediately before physical restraint was implemented by staff were 

characterised by the children’s rising levels of confusion, unpredictability, perceived loss 

of choices and the escalation of a rapidly deteriorating situation. During this time, being 

able to plan, or having a plan to refer to, can play a pivotal role in the outcome as there 

are multiple factors present. If there is no plan in place, an already dynamic, turbulent and 

deteriorating situation can be exacerbated.  

Again, parallels can be drawn with the developmental stage in the formation of a 

thunderstorm; the updraft feeds a thunderstorm until it becomes too heavy to sustain itself 

and a tipping point is reached. For the children facing physical restraint, the tipping point 

is the moment where the physical element of the restraint occurs.  

The Updraft is presented as four sub themes: 

 Yeah… I don’t think your plans are working; 

 It didn’t make sense; 

 It feels like a whirlwind in my mind; and 

 When they started counting… that’s their choice… not my choice. 
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5.3.2.1 Yeah… I don’t think your plans are working 

Whilst every child admitted to hospital should have a regularly updated care plan1, it was 

only Lilleth and Jay-Z who made reference to their care plans as part of their discussion 

about being physically restrained. Jay-Z outlined how his plan, which he called his 

agreement, helped him to “think about what he was doing” which gave him an opportunity 

to walk away from a situation in final moments which might otherwise have resulted in 

him being physically restrained:  

“Jay-Z: …I have this thing … erm where I have to make an agreement with people that I 

am going to think about what I am doing and then I can think about what is happening 

and I can walk away and then they don’t hold onto me so sometimes my agreement means 

that I don’t get held by the staff … and then we don’t fight…” (Jay-Z). 

Although Jay-Z did not disclose the details of his plans, such as any early warning signs 

or triggers for him or the staff to be aware of, he could clearly see the value and 

effectiveness of having an individualised plan to avoid being physically restrained. He 

continued: 

“…I really like it … I only got held once then after this agreement I didn’t get into any 

more trouble for fighting so I didn’t get to be held … I can just stay in my quiet area… 

with my staff and can spend time looking to the goodness and stay away from the bad … 

sometimes I do different things and some things are only half bad so I would only get into 

half trouble… when I am being naughty…” (Jay-Z). 

Jay-Z appeared to be aware of how much trouble specific behaviours would result in. This 

meant that he could retain some control of how much trouble he would be in depending 

on how “naughty” he was.  

Four of the other children, Battle Hound, Mo Salah, Tik Tok and Lilleth, talked about the 

presence of plans which were presented to them by staff in the final moments before they 

                                                           
 

 

1 Every child interviewed for this study would have had several active care plans in place (general as well 

as specific to the individual child’s needs, diagnosis and behaviours). Planning can exist informally in the 

form of in-the-moment, goal-oriented decisions and actions by both children and staff. There are also more 

formalised service-related health care plans, which play a fundamental role for the safety and wellbeing of 

patients across all settings. Care planning is the mechanism by which a child’s health and social care needs 

can be met. The formulation of a care plan allows staff teams, families and the children to understand a 

treatment or approach. An up-to-date care plan should be designed collaboratively with the child and should 

provide an easily accessible way to understand the child’s views, preferences and choices.  
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were physically restrained. Tik Tok recalled her experience when being challenged by 

both a nurse and a teacher in the moments before she was physically restrained: 

“…and they’re like “do you want to come and talk?” and I’m like “no” and [name of a 

teacher] said “I just asked you to do something and you didn’t even do it” and er… I didn’t 

know what to do…” (Tik Tok). 

The responses of Lilleth, Tik Tok and Battle Hound to the plans being presented to them 

by staff were all oppositional. These children did not want to follow the plans of the staff. 

Lilleth outlined the limited options she was presented with in the face of physical restraint 

“…so, the plan was… I had to sit down for an hour… erm… and if I did that… well… 

basically… if I sat down by will… I’d get to go out for an hour later on … if I didn’t I 

wouldn… if I didn’t do it by choice… I’d get restrained for that amount of time…” 

(Lilleth). 

Battle Hound and Tik Tok discussed situations where they felt unable to follow the plans 

which was being presented to them. Tik Tok explained how her plan and the staff plans 

were at odds. I sensed that Tik Tok felt like she was either being unheard or being 

dismissed by staff: 

“…I just wanted to… want… ed to see my mum, but… they were like “if you don’t want 

to see your mum then we can help you to…” but I wanted to see her and I couldn’t… I 

could just er… stay where I was then go back to my room later but they were like “if you 

want to see your mum we can bring her to you when we can see you’re calm” and then at 

least I could see my mum…” (Tik Tok). 

And it was her more general perception of the unworkable plans being presented to her 

which fed into her lack of confidence in the action planning of the staff. Tik Tok described 

her care plans, something which should be constructed as a collaborative exercise 

between the child, their family and the healthcare professionals, as being “your” plans, as 

opposed to my, mine or ours: 

“…and I think like ‘yeah I don’t think... I don’t think your plans are working’…”            

(Tik Tok). 

Knuckles, Nobody and Clive talked about not having a workable plan available to them 

to help them to negotiate avoidance of physical restraint. Clive made several references 

to feeling that he was getting ‘something’ wrong, although it was unclear, even to Clive, 

what ‘it’ was, or how he could have planned to avoid being physically restrained: 

“…I just got it all wrong… I just didn’t get it right and … oh I don’t know I just got it all 

wrong… and that… like that was a bad day… again for me… and for everyone in the end 

I sup… I suppose…” (Clive). 
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Knuckles outlined his experience of his attempts to make eye contact with the staff in the 

moments before he was physically restrained. He explained that he felt he had to “look at 

the nurses” but he was unable to do this as the staff were not looking at him. He explained 

that, as a result, he did not know what was going to happen to him: 

“…you have to look at the… at the nurses and… I wanted to look… at them but their eyes 

were all over here… looking over there and I couldn’t see them like… I couldn’t see their 

eyes so basically I didn’t really know basically… er… like what was going to happen…” 

(Knuckles). 

The Updraft is the moment when care plans, or more generalised plans of action play a 

pivotal role. Without a clear plan to draw from, children feel confused, frustrated or 

resigned to the inevitability of physical restraint. The plans being described by the 

children were detailed not as choices, but as specific instructions, and were frequently 

reported as being unhelpful. 

 

5.3.2.2 It didn’t make sense 

The children’s descriptions of the moments immediately before they experienced physical 

restraint often contained examples of situations whereby things changed rapidly and 

without warning. Battle Hound, Tik Tok, Nobody, Lilleth and Knuckles all referred to 

feelings of suddenness in the moments prior to being physically restrained. For Nobody, 

the suddenness of being “grabbed” affected her ability to make sense of the situation she 

was facing: 

“Nobody: and… [name of a member of staff] said I couldn’t go swimming because I had 

dirty hands and like what’s the point in that … and then they grabbed me … but it didn’t 

make sense… 

I: didn’t make sense? 

Nobody: …It didn’t make sense…” (Nobody). 

For Lilleth, Tik Tok and Battle Hound, the moment of physical restraint was described 

like it was immediately preceded by a confusing sense of staff rapidly coming towards 

them. Tik Tok talked about suddenly and unpredictably being surrounded by staff in the 

rapid implementation of physical restraint:  

“…and it wasn’t getting better and then, you know it was like they came around me like 

all over the place and then… like the next thing you know I’m being held and being 

restrained and I think that probably just made it worse…” (Tik Tok). 

Tik Tok emphasised her surprise at the number of staff involved in the sudden escalation 

prior to her eventual physical restraint: 
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“…I was surprised to see so many of them anyway, I mean… so quickly… anyway… 

quite surprised to like see them around… I remember thinking ‘I do… not… want this’…” 

(Tik Tok). 

Tik Tok and Lilleth both talked about their perceptions of staff attitudes to physically 

restraining children. Lilleth repeatedly referred to a consistent lack of warning by staff as 

well as a lack of support or encouragement before the sudden implementation of physical 

restraint: 

“…I don’t even think I had any warning it was just “we think you need you to sit down” 

so it… like “no I don’t want to” and then it was just like… no encouragement or anything 

like…” (Lilleth). 

Tik Tok talked about her confusion related to the unpredictable disparity in staff attitudes 

towards physical restraint. She explained that the unpredictability lay in the inconsistency 

in staff attitudes towards tolerance of certain behaviours: 

“…and it kind of means different things between different staff… it’s like one time it’ll 

mean something and another time with another staff it’ll be worse and cause a like a 

problem or something…” (Tik Tok). 

Lilleth also described a similar confusing disparity in how some staff used physical 

restraint more than others: 

“…certain staff seemed to want to restrain more than others…” (Lilleth). 

When staff take control of a deteriorating situation, children can be exposed to a sense of 

suddenness or urgency. Unpredictability of behaviours, alongside randomness, and 

variation of approaches and attitudes of staff can all feed into a sense of building 

confusion. This combination of suddenness, confusion and inconsistency can add 

momentum to the escalating energy feeding into a deteriorating situation. 

 

5.3.2.3 It feels like a whirlwind in my mind 

Moments of confusion, where there was uncertainty about what was happening to them, 

what staff intended to do or what staff required of them, were evident throughout Lilleth, 

Clive and Tik Tok’s accounts. For these three children, as well as for Knuckles and 

Nobody, confusion was a key factor associated with the moments immediately preceding 

their physical restraint experiences. Tik Tok and Lilleth both discussed being physically 

restrained during their admission processes, which both children described as being 

hectic. Tik Tok explained: 
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“…it was when I was first adm… er you know when I first arrived here and they were… 

it was like all a bit hectic and quite … erm… like quite… you know like quite… bad…” 

(Tik Tok). 

Lilleth also confirmed that she had not liked her admission experience, which she 

described as “a mess” and “absolutely chaotic”: 

“…and I remember my first day there… I’m pretty sure that was just hectic … and it was 

just a mess… like, that was just absolutely chaotic that was horrible already… (Lilleth). 

Nobody repeatedly referred to things not making sense to her, including the moments 

immediately before she was physically restrained. This was particularly evident in 

relation to her lack of understanding of the attempts by staff to de-escalate and avoid the 

use of physical restraint. She felt that her time was being wasted and discussed this lack 

of understanding as if it still remained unresolved weeks after her physical restraint 

experience: 

“I: Oh ok, did they try… erm… they were telling me about this ‘1, 2, 3’ system they have 

here… 

Nobody: [quieter] yeah…but I’d got all my stuff and, didn… and I didn’t want to go to go 

aaaaall the way back to my room and then go aaaaalll the way back to the… er to the… 

there again… it just seemed like a waste of time…” (Nobody). 

Both Clive and Tik Tok talked about their efforts to try and make sense of things in the 

moments just before they were physically restrained. Clive explained that he had 

encountered difficulties in being able to hear what the staff were saying as he discussed 

his frustration over not being allowed to get through a moment of difficulty on his own. 

He emphasised how he had not fully understood why staff had been so inflexible and 

unsupportive when taking control away from him just before he was physically restrained: 

“…you know it can be difficult to hear what they’re saying sometimes… they told me like 

three or four times… it’s like “oh…” erm, like they’ll be like “oh you’d be better off 

choosing a different word here” … [whispers his answer back to the staff as a response] 

“oh fuck off…” (Clive). 

Tik Tok attributed the lack of understanding by staff of her as a person as a contributing 

escalating factor. She outlined how the staff did not understand that telling her to calm 

down made the situation worse and made her angry: 

 “…I don’t think what they were saying was making it better … I was like getting all 

angry… you know because it was all so stupid and… they didn’t really understand me 

and… and it wasn’t getting better…” (Tik Tok). 

As Clive had done, Tik Tok also described how she could not fully understand the things 

that the staff were telling her. However, whereas Clive had outlined not being able to hear 
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the staff, Tik Tok explained that, for her, the problem was not being able to think as fast 

as she needed to. This prevented Tik Tok from keeping up with the pace at which the staff 

were operating: 

“…and it’s just… it’s not that… it’s that… trying to understand what’s happening is 

difficult for me and trying to understand what’s about to happen… I just… can’t think 

that… as fast as I need to…” (Tik Tok). 

Furthermore, Tik Tok talked about the impact upon her thoughts when she had felt that 

the staff had not helped her early enough. She illustrated her distressed and fearful state 

by describing how she felt like there was “a whirlwind” in her mind, and that her head 

started “to spin” and it “felt like it was going to fall off” her shoulders: 

“…it feels like a whirlwind in my mind it… it’s just like… you start to spin then … your 

head starts to spin off your shoul… off your shoulders and then you start an… and… then 

the nurses mess it all up and make it messy … I couldn’t think of anything worse … my 

head feels like it’s going to fall off my shoulders … it’s not good … ah it’s just driving 

me mad, re… really… it’s just driving me mad it’s just… it’s just driving me absolutely 

potty…” (Tik Tok). 

All of the children reflected on their sense of confusion in the moments immediately 

before they were physically restrained. For some, the confusion appeared chaotic and 

messy and remained with them as unwelcome reminders of previous experiences. 

Children talked about how the de-escalation attempts of the staff were sometimes a waste 

of time and that staff should intervene earlier to avoid the use of physical restraint. 

Children also described how they felt that the staff did not understand their needs. 

 

5.3.2.4 When they start counting… that’s their choice… not my choice 

There were a broad range of examples from all of the children of a sense of a loss of 

choice in the moments before they were physically restrained. Knuckles, Tik Tok and 

Clive all described how they felt that choices had been removed from them by staff. Their 

feelings, whilst still closely associated with a lack of understanding, were linked with 

being told what to do. Knuckles explained that he felt had no options. He wanted staff to 

“move out of the way” and give him space, but instead he was given “three chances” to 

cooperate with what they were telling him to do. Knuckles had concluded that these 

unhelpful actions had left him feeling like the staff did not know what they were doing: 
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“I: …so then what happened next? 

Knuckles: …you only have three chances… I wish they would move out the way, I mean, 

what do they think they’re doing? I don’t know what they think they’re doing …” 

(Knuckles). 

Like Knuckles, Clive also talked about how he had wished that the staff would have given 

him some space. He described his sense of his choices being taken away from him. Like 

Lilleth, Clive also talked about a lack of support and encouragement from staff, as well 

as his feeling that he was not doing things correctly: 

“…because they just can’t just let me get through it myself… and they like can’t be just 

saying to you like “oh yeah well done…” it’s all just, like “nah you’re not doing it right 

again… we’re gonna, like, we’re gonna like fix it”…”  (Clive). 

Tik Tok outlined what was, for her, a frustrating cyclical argument whereby the staff were 

controlling her choices and preventing her from seeing her mother. This was causing an 

escalation of the situation as Tik Tok was becoming more frustrated and angry because 

the staff refused to let her see her parent: 

“…and then at least I could see my mum but I was like “well can’t I just see her here?” 

and they were like “no you’re not calm enough” and I was like “well, I’m not calm because 

you won’t let me see her” and they were like “you’ve got to listen to what we’re saying” 

(Tik Tok). 

Lilleth exemplified her sense of loss of choice through her description of her unsuccessful 

attempts to negotiate with staff in a period of rapid escalation: 

“…and I asked “I’ll do it I’ll sit down but I was just waiti…” I was trying to explain… I 

just couldn’t “I don’t like this couch can I at least go on that chair?” and they was like “no 

you haven’t chose to do it so we get to choose what we do”…” (Lilleth). 

Battle Hound was also able to illustrate his confusing sense of loss of choice. He talked 

about how he had been presented with choices by the staff, but, in fact, he felt like there 

was no choice to be made. The attempts by staff to de-escalate the situation had been 

perceived by Battle Hound as an ultimatum: 

 “…and then [name of a member of staff] is …standin’ away over here tellin’ kinda… 

tellin’ everyone what… what to do… and tellin’… me that I’ve got… a choice… but… I 

haven’t got a a… choice… have I?... because when they start counting… that’s their 

choice… not mine…” (Battle Hound). 

He further described how he believed that the staff were actively preventing him from 

doing what he was choosing to do. Battle Hound attributed the failure of their de-

escalatory efforts to his belief that the staff had already removed his choices and had 

already made up their minds to “grab” him: 
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“Battle Hound: …they were doing it to stop… to stop me doing what I want… yeah… 

and it doesn’t matter how many times you count… I still wanna do what I wanna do… 

they were like saying I could have the count to like make better choices… but… they… 

they had already made up… their… their minds hadn’t they… they were like… they we… 

were just going to grab m… me…” (Battle Hound). 

Children linked their loss of choice with a sense of the inevitability of being physically 

restrained. The feeling of having no choices had, for most of the children, arrived before 

the physical restraint had been implemented. 

Without the presence of a discernible plan the perceived or actual loss of choices can 

exacerbate the escalating situation. Unpredictable behaviours of both children and staff 

is a driving force towards a tipping point where physical restraint appears inevitable as 

the situation can no longer sustain itself. This rapid, confusing, unpredictable escalation 

of events can convey all concerned into the Thunderstorm. 

 

5.3.3 In the Midst of the Thunderstorm 

The moments where children talked about the physical element of the being restrained 

were associated with a deluge of disjointed information. The transcripts were flooded 

with pauses, mispronunciations, distorted timelines, repetition and corrections. The 

children’s communication generally became faster paced, more animated and more 

energetic than other parts of their interviews. Little chronological order was present in six 

out of the eight children’s descriptions. Thus, organising the children’s descriptions into 

a coherent structure has been challenging. With the exception of the first and last sub 

themes, the order of what follows is presented with the intention of being helpful to the 

reader to navigate the experience of being physically restrained from a child’s 

perspective. 

In the Midst of the Thunderstorm is presented as six sub themes: 

 You’ve got no control… you’re being forced down; 

 [Being physically restrained] always just seemed angry… I always felt scared and 

vulnerable; 

 They chased me and I got away but… I got restrained in the end; 

 They were shouting at… well… they were shouting at me; 

 Everyone was there and everyone could see the mess I was in; and 

 I remember just looking at the clock and hoping it would turn around quickly. 
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5.3.3.1 You’ve got no control… you’re being forced down 

Every child interviewed talked about a loss of power and control through being physically 

restrained. Linked with their loss of power, it seemed important to Battle Hound, Nobody, 

Tik Tok and Lilleth that they demonstrated to me the physical actions of what they were 

describing as being grabbed. For all, this involved the staff placing their hands on the 

child around their arms, elbows and hands. Tik Tok demonstrated the extent to which she 

felt staff would use all their limbs to restrict her movement during a physical restraint: 

“…and they erm they can cross their legs across mine er yours as well sort of like this 

[tries to demonstrate on self unsuccessfully] like erm so their legs and their arms are like 

twisted around yours and it stops you moving around…” (Tik Tok). 

Lilleth nervously outlined her own experience of loss of power and control when she was 

being moved against her will by staff. She described her experience as being “dragged 

off”, “pinned down” and, ultimately, for Lilleth, it was “a little extreme”: 

“…[nervous laugh] it was more like being dragged than being guided… two people came 

and then just dragged me off and… erm… then pinned me down and it was… a little 

extreme…” (Lilleth). 

Similarly, Tik Tok recalled multiple past experiences when she described being grabbed, 

pushed and squeezed in the moments where physical restraint was implemented: 

“…they usually just grab your wrists and then push themselves into you here [points to 

shoulders] and like squeeze you together in between them…” (Tik Tok). 

Tik Tok further talked about the downwards physical pressure she felt as she became 

overpowered by staff physically restraining her: 

“…it felt like I was falling down you know like in between them like being squashed 

down… like being forced down but I wasn’t down like… we were all still standing up but 

it just felt like… I dunno like pressure downwards…” (Tik Tok). 

With a similar reference to being physically forced down, Lilleth named her experience 

of physical restraint as a moment of having “no control”: 

“…and then you’ve just got… you’ve just been like… literally… you’ve got no control 

or anything you’re being forced down…” (Lilleth). 

Clive further described an example of a loss of power through his loss of identity. Clive 

described a situation when he was being physically restrained by staff where they used 

the phrase “deal with it” to describe to their actions. Clive’s interpretation of the language 

the staff used made him feel like he was just something that was being dealt with, rather 

than him being a person: 
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“…and they were like “don’t worry don’t worry we’ll deal with it” and I remember 

thinking ‘what are they talking about?... what are they dealing with?... Me? It’s just… it’s 

just stupid’…” (Clive). 

Children felt physically and emotionally pressured into behaving in a certain way when 

they experienced physical restraint. Their feelings of a loss of power, control and freedom 

were associated with their feelings of being grabbed when they were being physically 

restrained. 

 

5.3.3.2 [Being physically restrained] always just seemed angry … I always felt scared 

and vulnerable 

Nobody, Tik Tok, Battle Hound, Mo Salah, Lilleth and Clive all talked about the emotions 

which they become aware of whilst being physically restrained. These emotions included 

anger, annoyance and fear. However, the impact that these negative emotions had upon 

the children was diverse. Nobody, Battle Hound and Mo Salah all described how their 

anger, as well as their fear, was increased from the point where they were physically 

restrained. Nobody described being unhappy and annoyed about being physically 

restrained. She detailed how these emotions motivated her to retaliate. Nobody explained 

that she was motivated to both annoy and stop the staff from physically restraining her on 

the grounds that the staff had annoyed her and were preventing her from doing something 

she wanted to do: 

“…er… well I wasn’t too happy about it… I was… erm… yeah… not happy… it annoy… 

I was annoyed… it annoyed me… they were being annoying so I was being annoying 

back… they were stopping me… so… I was stopping them…” (Nobody). 

Battle Hound, Mo Salah and Tik Tok all used the word ‘cross’ to describe their anger as 

a result of being physically restrained. Tik Tok described a powerful emotional release 

that she had experienced as a result of getting so cross that she had been physically 

restrained that she felt that she was unable to speak. She described how her emotions built 

up inside her as she was being physically restrained. Although she attempted to keep her 

emotions under control, her anger became too much for her to manage and tears started 

streaming down her face. Tik Tok clarified that despite what she was describing, she had 

not been crying and that the tears were as a result of her being so cross: 

 



146 
 

“…I could feel it all building up inside me so I sort of like spent a bit of time just stopped 

and thinking it over and over and getting hold of it and just… so much water came out of 

my eyes cos it was so far… I think… I wasn’t crying bu… I think I was just so cross and 

the it was just all inside my head and I could feel the water on my face and I couldn’t 

speak I was so cross…” (Tik Tok).  

For Battle Hound, his feelings of getting cross were linked with his frustration at not being 

listened to by staff. This frustration was also connected to his experience of the physical 

act of being grabbed: 

“…I mean they like… like… they wouldn’t listen… and they… they didn’t listen to me… 

and… and then they… just… I mean they just said erm… I mean… grab… grabbed me 

and they they were talking but they… they didn’t listen to me so I was get… getting like 

cross…” (Battle Hound). 

Mo Salah’s description of being cross early in his interview developed through the course 

of his discussion into a disclosure about his feelings of anger. Although he distanced 

himself from being upset, he talked about a combination of both fear and anger when 

asked about how he had felt about being physically restrained: 

“I…what did it feel like then, when that happened? 

Mo Salah: … angry… and… and kind of… erm… [looks at dad] kind of not so much 

upset but I felt kind of… scared… that’s it…” (Mo Salah). 

Lilleth also discussed a combination of fear and anger as well as a sense of vulnerability. 

Although she could not remember all of the details, the emotions and feelings which 

Lilleth associated with her experiences of being physically restrained remained clearly 

memorable to her: 

 “…and I… like … I don’t quite remember it all of it but I just I remember that it always 

just seemed angry … I just always felt scared and vulnerable…” (Lilleth). 

Anger and fear were commonly associated with the children’s experience of being 

physically restrained. Frequently, anger featured as a precursor, and was then maintained 

or magnified as a result of being physically restrained. The anger appeared to result in the 

children expressing an emotionally turbulent sense of fear or vulnerability. 

 

5.3.3.3 They chased me and I got away but… I got restrained in the end 

There was a universal sense of the children feeling like they were being caught, trapped 

or cut off from others when they were being physically restrained. Being moved to a 

different place or area was also referenced in a general sense by every child. However, 

for three of them, what was being described was a more urgent sense of being chased, 
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before eventually being caught, overcome and physically restrained by staff. Jay-Z and 

Lilleth were both able to describe their experiences of physical restraint with some 

occasional appreciation. Lilleth described how the staff had helped her to maintain her 

dignity when moving her away from peers when she was being physically restrained in a 

public place. In her description, Lilleth used the word ‘guide’ rather than ‘restrained’ as 

she thoughtfully and reflectively showed her appreciation of the actions of the staff: 

“…there was an incident … whilst I was out on the trip and then… like… two of the staff 

had to like guide me into like another place you know just… so I wasn’t around all the 

other kids obviously… so… let’s say I was hitting my head a couple of times that they 

have used it do you know just trying to like move me out of the way…” (Lilleth). 

In addition to the children’s feelings of being relocated, there were also elements of being 

chased, caught or trapped being described. Clive, Tik Tok and Knuckles outlined 

moments where, whilst being physically restrained on the unit, they had made efforts to 

physically escape from staff, who they described as chasing them. Clive recalled: 

“…they chased me… they chased me and I got away for a bit but they chased me down 

and I got restrained by them in the end…” (Clive). 

Like Clive, Tik Tok also detailed a moment when she was caught by staff after nearly 

getting away from them. Tik Tok had used the attempts by staff to grab her as her cue to 

run away. She described getting caught and being physically restrained, recalling how, 

whilst remaining in the physical restraint, the staff swiftly “marched” her down the 

corridor to her room: 

“…basically as soon as they go to grab you you can do what you can to get away like… 

that time I told you before I just got caught by my shoulder when I tried to run away so 

they… they blocked me and then the next thing I know I am being marched down the 

corridor to my room… but it was really close and I almost got past them…” (Tik Tok). 

Knuckles, Mo Salah, Clive and Lilleth all referred to a feeling of being trapped, with both 

Mo Salah and Clive able to provide detail about how being trapped had made them feel. 

Mo Salah explained: 

“…so they were crossing their legs over mine and it hurt my shins [looks at dad] and I… 

I didn’t like it [scrunches body up by shrugging shoulders] … and I just… I didn’t like 

their legs… it was like… they were… like trapping me back sort of…” (Mo Salah). 

Knuckles also talked about feeling “trapped” by staff, as well as attempting to escape 

only to be caught again. He also linked being trapped with feeling cut off from his mother, 

explaining how a member of staff had removed his mother from the vicinity: 
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“…oh yeah… mum was there as well but [name of member of staff#9] took her away 

from me because I was struggling… I’m trapped… yeah and … I didn’t fit and … I 

escaped out of their hands but they… er… like they got me again…” (Knuckles). 

Lilleth’s focus was more on her perception of the actions of the staff in trapping her, 

rather than how it made her feel. She described several times how her memory of the 

experience of being trapped during physical restraint was of “them pinning me down”: 

“…I just remember them pinning me down to the sofa…” (Lilleth). 

Like Knuckles, Battle Hound and Tik Tok talked about being cut off from a parent. The 

significance that Battle Hound associated with being cut off from his parent appeared to 

have been exacerbated through his father’s inaction at the moment he was being 

physically restrained: 

“… [turns to dad] you stayed in there didn’t you… when they… when they got me… we 

were like across here on the… erm… on the couch and he was sorta… like he was sorta 

like this [demonstrates sitting back relaxing on the sofa] weren’t you… and then I was 

like this… erm yeah… and then when they were all like shoutin’… he was just sat there… 

lookin’ at me…” (Battle Hound). 

Cutting off powerful parent-child interaction was also evident in Tik Tok’s description. 

However, for Tik Tok, rather than being separated from her mother, she instead described 

being prevented from seeing her during visiting time at the hospital: 

“…you know that time I remember shouting at them “is my mum more closer to me than 

you?” and I told them “then I’ll listen to my mum but I’m not listening to you”… and I 

remember thinking ‘if we carry on like this it’s going to take us maybe three hours which 

is too long and my mum will just go home and I won’t get to see her’” (Tik Tok). 

The children described feelings of being chased, caught and trapped by staff, with some 

describing their efforts to try and escape being physically restrained. Where children 

experienced being cut off, especially when it was from a parent, this became a particularly 

memorable element of their physical restraint experience. 

 

5.3.3.4 They were shouting at… well… they were shouting at me 

Six of the children talked about being surrounded by noise whilst they were being 

physically restrained. However, this feeling was most clearly outlined by Mo Salah, Tik 

Tok, Battle Hound and Knuckles. As well as identifying generalised noise, Battle Hound, 

Knuckles and Mo Salah described moments where they felt that the surrounding noise 

was specifically targeted towards them. With a shrug of his shoulders which, as the 
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listener I understood to accentuate the obviousness of what he was describing, Mo Salah 

outlined how this shouting was making the situation worse for him: 

“…I was hitting and… they were shouting at… well… they were shouting at me and I 

was getting more angry… so… you know [shrugs shoulders] it made it worse…” (Mo 

Salah). 

Knuckles used “talking” rather than ‘shouting’ to describe his experience of being 

surrounded by noise coming from the staff. However, the words preceding his description 

included “seriously” conveying a sense of significance or volume of the communication. 

Like Mo Salah, Knuckles also described feeling that the surrounding noise was not 

helping him during his experience of physical restraint: 

“…I didn’t really know basically… er… like what was going to happen… I’m seriously 

getting a lot of talking at me… I wish they helped me, you know, like, I wished they 

helped me… more…” (Knuckles). 

Knuckles and Battle Hound both described similar scenarios where they had been able to 

identify instructions being issued among staff of how to “get” them. Knuckles recalled 

this clearly: 

“…they were all behind me but I could hear them … on the other side [name of member 

of staff#8] was on the other side shouting at me and telling everyone how to get me…” 

(Knuckles). 

For Mo Salah, the words of the staff were so significant during his experience of physical 

restraint that he included their mouths as a resource with which they could use to 

physically restrain him: 

“I: …Ok so they used their hands when they did it? 

Mo Salah: yeah 
I: and they used their legs? 

Mo Salah: yeah 

I: Did they use anything else? I… I don’t know if… 

Mo Salah: mouth 

I: …if there is anything el… mouth? 

Mo Salah: yeah mouth 

I: Mouth? Ok what do you mean th… 

Mo Salah: yeah you know they were shouting and telling me to stop…” (Mo Salah). 

Tik Tok, Knuckles and Clive all echoed Mo Salah’s perspective of how the surrounding 

noise at the point when physical restraint was implemented could make the situation 

worse. Tik Tok explained the natural escalation from talking to shouting and arguing 

amongst staff and children as physical restraint was implemented: 
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“…like if you’re talking before you’re usually not talking are you you’re shouting and er 

you know but… you just end up having an argue… like you just end up arguing more…” 

(Tik Tok). 

Tik Tok and Knuckles both talked about their challenges in being able to listen to the 

surrounding noise during an experience of physical restraint. Tik Tok outlined how she 

was unlikely to be able to listen to what the staff were saying at that point due to her being 

so cross. Her use of “blah, blah, blah” indicated how what the staff were saying had the 

potential to just become noise that she was unable to listen to whilst she was being 

physically restrained: 

“…I can’t understand picking a time to hold us when we are… well, I mean me I suppose, 

when I am so cross why would you pick that time to hold me … I mean… you cannot get 

through to me if I’m not listening to you going on all the time blah blah blah…”                 

(Tik Tok). 

Being surrounding by noise was clearly discussed by six of the children. The volume, the 

words and the mouths of the staff from which the noise originated were all considered to 

be restraining factors. Attempts by staff to communicate with the children during the 

initial moments of a physical restraint were often ineffective. Furthermore, the 

communication efforts by staff, in some instances, prevented the child from being heard 

or being able to listen to what was being said. 

 

5.3.3.5 Everyone was there and everyone could see the mess I was in 

Despite being surrounded by noise, the children’s awareness of some of what was going 

on around them when they were being physically restrained was heightened. When asked 

about the staff who were involved in their physical restraint experiences, Knuckles, Battle 

Hound, Tik Tok, Jay-Z, Clive and Lilleth were all able to remember and name multiple 

individuals. Their recollection of this moment appeared detailed and included the names 

and position of staff, parents and other children around them and in the vicinity when the 

child was being physically restrained: Knuckles illustrated the extent of his recall: 

“I: …can you remember which people, er, which nurses were around at the time? 

Knuckles: of course… do you want me to tell you?  

I: yes please, I think it would help me to build up the picture in my head 

Knuckles: well [name of member of staff#1] was on this side… [name of member of 

staff#2] was on this side [name of member of staff #3] was behind [name of member of 

staff #1]… [name of member of staff#4] was behind [name of member of staff#2]… [name 

of member of staff#5] [name of member of staff#6] and [name of member of staff#7] were 

all behind me but I could hear them with [name of patient#1] and [name of patient#2] and 

[name of member of staff#8]…” (Knuckles). 
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For Tik Tok, Battle Hound, Jay-Z, Mo Salah and Lilleth, the increasing awareness of their 

surroundings also extended to their perception of being exposed and watched by the other 

children. Tik Tok highlighted the potential for embarrassment by making reference to the 

“mess” she felt she was in during her physical restraint: 

“…I couldn’t think or anything… everyone was there and everyone could see the mess I 

was in…” (Tik Tok). 

This awareness of being exposed also seemed important to Battle Hound, who described 

the other patients as “friends”. There was a palpable awareness of embarrassment for 

Battle Hound stemming from his perception of being treated “like a little kid” by staff. 

This was something which he cited as a reason why he became cross for a second time 

during the physical implementation: 

“…and it was embarrassing… because [name of a patient] was there and he’s my friend 

and then I was getting… like sent to my… sent to my room like a little kid… so… I… I 

wasn’t exactly angry but… but I was cross again…” (Battle Hound). 

For Mo Salah, witnessing somebody else being physically restrained reminded him of his 

own experience and he described his empathy for other children in that situation: 

“I: have you… seen or heard anyone else getting restrained? 

Mo Salah: …[appears to be thinking about it] yeah… er… yeah this girl she… erm, I 

saw… er, I heard it… I saw… seen it and I seen it… 

I: so when you saw… and heard that, what did you think… can you remember? 

Mo Salah: …erm, it made… made me think abooouut er the… time when it happened 

to… me…  

I: where there other people around at that time… when she got restrained, or…? 

Mo Salah: lots 

I: lots? 

Mo Salah: yeah lots and lots… 

I: ok, so, how did you… how did you feel about seeing that, then… or hearing that? 

Mo Salah: I… felt… bad for her… er… because she was very [emphasised] angry…” 

(Mo Salah). 

Some of the children’s stories demonstrated notable and significant recall regarding 

which staff were involved when they were physically restrained. This awareness extended 

to other children who were present at the time and, for some, promoted a sense of self-

consciousness, exposure or embarrassment which added to the negative experience of 

being physically restrained. 
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5.3.3.6 I remember just looking at the clock and hoping it would turn around quickly 

Clive, Tik Tok, Lilleth, Knuckles and Jay-Z described reaching a personal tipping point 

and giving up their fight with the staff who were physically restraining them. Clive, Tik 

Tok and Lilleth talked about just wanting the situation to finish quickly. Tik Tok talked 

about willing the clock to go around quickly: 

“…I remember thinking that time abo… I remember just looking at the clock and hoping 

it would turn around quickly and I was saying to myself ‘please go around quickly I hate 

this… please go around’…” (Tik Tok). 

As a listener, I sensed hopelessness, sadness and frustration from all three children. It felt 

to me like they had entered the Aftermath of their thunderstorm. I also had an increasing 

sense that the staff who were physically restraining them were potentially still in the heart 

of their thunderstorm. Both Tik Tok and Clive emphasised their frustration over their 

awareness of being stuck in a repetitive pattern. Clive explained: 

“…it’s like really hard to hear the same things… like oh my god like I get really frustrated 

at the moment go through the whole problem again and ag… like again…” (Clive). 

Knuckles described feeling like the staff were not listening to him when he was physically 

restrained, and, in the end, he had resorted to pleading with his mother to tell the staff to 

intervene and stop the restraint: 

“…and I was telling [name of member of staff#3] to stop it… I just want them to stop it 

… I asked my mum to please stop it…” (Knuckles). 

Jay-Z, Lilleth and Tik Tok discussed the arrival of a point where they felt that it was easier 

to submit to physical restraint. In discussing this perspective, Tik Tok disclosed her 

feeling that giving in was more helpful for the staff than for her: 

“…it’s easier to let them just… like… do it … I remember…  I did that straight away and 

it did make a difference but it didn’t really help me… it was… it was more like it helped 

them you know… and not… me…” (Tik Tok). 

Lilleth also described her experience of reaching a tipping point whilst being physically 

restrained. She outlined her efforts to resist the intervention, which was clearly upsetting 

for her, during an enforced feeding treatment. She described the moment where she gave 

up her fight. Lilleth’s feeding tube had come out of her nose as a result of her effort to 

resist being physically restrained. She attempted to communicate this to the staff, but she 

felt that the staff were not listening and were “too focussed on restraining” her. As she 

watched the feeding tube eventually fall to the floor, Lilleth simply gave up: 
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“…and I was screaming at them “stop, stop like it’s coming out my nose can you just…” 

like… but they didn’t listen cos they were too focussed on restraining me … and I just 

remember looking down… it just fell out on the floor… and I was just… [swallows] 

crying and crying because I just… I couldn’t go like … I didn’t want to go through that 

again…” (Lilleth). 

Clive outlined a moment where he believed that the staff had reached their own tipping 

point. He felt that the staff had lost patience with him when he did not cooperate with 

what they were telling him to do. He clarified that despite his observation, he felt that he 

had managed to retain his composure in the situation: 

“…it’s like “oh just do this” and “we’ll prove it works just like don’t do that”… we 

weren’t… I mean you just take it and get on… it’s like I think they lost their patience a 

little bit but… you know… I didn’t… I was going to I was… I was getting to the point I 

think but… I just didn’t…” (Clive). 

As a result of the implementation of physical restraint, some children reached a personal 

tipping point, where they felt like giving up or giving in to staff. Associated with this 

tipping point were feelings of upset and hopelessness, where children just wanted the 

intervention to finish as quickly as possible. Sometimes, the tipping points of staff and 

children seemed misaligned and had the potential to affect how and when the children 

and the staff arrived at the Aftermath.  

 

5.3.4 Summary of the Thunderstorm 

When describing the moment they experienced the physical element of restraint, the 

chronology of the children’s stories became less structured. However, their recollection 

of who was involved or in the vicinity when they were being physically restrained 

appeared detailed. Despite this there were several common factors being described across 

their collective experiences. Most of the children experienced anger, fear and 

vulnerability as well as a clear sense of loss of power and frustration. There was an 

increased sense of awareness, as well as feelings of being surrounded by noise. Most 

children connected the physicality of being restrained to being relocated, caught, trapped 

or cut off from the people around them. The combination of these factors added to an 

already highly charged situation. Children described reaching a point where they felt like 

it was easier to just give up or give in to the staff who were physically restraining them. 

This moment signified, for some, the point at which they transitioned from the midst of 

their thunderstorm into the Aftermath. However, the children did not always arrive at the 

Aftermath at the same time as the staff. 
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5.4 The Aftermath 

5.4.1 Introduction 

This section presents findings that relate to the children’s descriptions of their post-

restraint experiences. The findings will be presented as two main sections: 

 Lingering Debris; and 

 Living in the New Landscape. 

The first section, Lingering Debris, outlines the children’s accounts of what they felt they 

were dealing with as a result of being physically restrained. The children attempted to 

make sense of unanswered questions either by seeking out, accepting or declining 

opportunities to talk things through with others. The second section, Living in the New 

Landscape, illustrates how children look back, clear up and move forward with their lives 

following their experiences of being physically restrained in hospital. 

 

5.4.2 Lingering Debris 

Clive, Nobody, Lilleth, Tik Tok, Battle Hound and Knuckles all appeared to be either still 

dealing with, or living with, the aftermath of what had happened to them when they were 

physically restrained. All the children spoke about the desire to talk, with some 

confirming the value of talking things through after experiencing physical restraint. 

However, some were still holding onto difficult thoughts, feelings and memories about 

their physical restraint experiences, and, therefore, were encountering lingering debris. 

Some thoughts and memories lasted a long time (several years), or were, at best, slow to 

end. The children’s accounts of the Aftermath underscores a process where there is a 

significant amount of clearing up to be done. This involved the children reflecting on their 

experiences and questioning aspects of what had happened to them.  

Lingering Debris is presented as four sub themes: 

 I literally get up in the morning and I’m… like… ‘what is this place?’;  

 This always happens to me… it’s not fair; 

 We get to talk about it after… which is good; and 

 I survived… I survived… I got through it. 
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5.4.2.1 I literally get up in the morning and I’m… like… ‘what is this place?’ 

With the exception of Jay-Z and Mo Salah, children were left with unanswered questions 

related to their experiences of being physically restrained. Lilleth and Tik Tok seemed to 

have the most unanswered questions. Lilleth’s questions were focussed around her 

perception that the staff were confusingly changing the rules. She was one of three 

children who claimed that they did not know what the staff were doing. Lilleth questioned 

how she could trust staff as a result of their use of the threat of being physically restrained. 

Her mistrust, she explained, had extended beyond her experiences of physical restraint 

and into the wider, more general aspects of her hospital treatment. She connected her 

mistrust of staff with her perception of their use of restraint-related “constant fear 

tactics”: 

“…I was crying so like… I think they made me sit down for like five minutes and it was 

like “if you don’t do it…” obviously “…we’ll restrain you” I think they was trying that 

first and it was like “are you gonna sit down?” and I was like “yeah ok”… so they went 

again… and… it was like “oh if you don’t stop crying we’re gonna increase it to ten 

minutes now…” and… it’s just… so horrible because that ruined my trust… because… 

how can you trust people if they’ve… done… that?... and it… wasn’t just over restraint it 

was everything in general just a constant… like it was a constant fear tactics…” (Lilleth). 

In her attempts to make sense of what had happened, Lilleth surmised that it was possible 

for the staff to excuse anything they did, including their use of physical restraint, by 

claiming that it was helpful and part of her treatment plan: 

“…you can excuse anything as long as you just say “oh it’s part of the treatment” you 

know…” (Lilleth). 

Such reflection contributed to some children having mixed opinions of being physically 

restrained in hospital. Tik Tok and Jay-Z were able to recall positive moments, where 

they felt a sense of relief after enduring the intervention. Tik Tok recalled:  

“…I remember being so happy when I did the time and the holds came off… it was much 

nicer and I just went to my room and cried a bit but I was happy… that’s all I needed… 

that’s all I need [laughs] that’s all I need because it does feel horrible but it… feels so 

good after…” (Tik Tok). 

However, Jay-Z was one of five children who felt that the staff had not done anything to 

help them by physically restraining them during their hospital admission. Jay-Z believed 

he could manage his anger without the need for the staff to intervene, illustrating his point 

by describing how he had been physically restrained and taken to his room on one 

occasion: 



156 
 

 

“Jay-Z: …like you know I never need them to hold onto me or to shout as long as I can 

talk or move away by myself but normally they don’t do anything for me 

I: oh, nothing? 

Jay-Z: …no it doesn’t feel like they are helping me very much…  

I: so when it feels like they are not helping you… what happens? 

Jay-Z: well I just get angry and then I got held to my room one time…” (Jay-Z). 

Clive, Knuckles and Lilleth all reflected on how their physical restraint experiences could 

have been improved if the staff had behaved differently. They all shared the opinion that 

physical restraint had been implemented too soon. Clive felt that the staff would have 

helped him more by trying more options and by waiting longer before they implemented 

physical restraint:  

“…I guess they need to try to do more things with us to help… erm… you know to like 

help us to do stuff because… because… because but yeah I think like… they could 

definitely wait a bit longer before they… you know… erm like do… er… do it…” (Clive). 

Like Clive, Knuckles also felt that the staff could have invested more of their time into 

helping him. This, Knuckles outlined, would prevent a child’s repetitive behaviours 

which could lead to them being physically restrained: 

“I: so do you think the staff could have done anything differently instead of holding you?... 

Knuckles: er… I would swap the order around and… I would slow it down er… a bit… I 

mean like don’t… you know… like to give me time… they don’t get anythin’ cos’ you 

don’t… er you don’t have any time in here so you just do it again…” (Knuckles). 

Lilleth and Clive both made reference to their understanding that physical restraint was 

supposed to be used to keep children safe. However, in making sense of her experiences, 

Lilleth concluded that, for her, it had definitely been over-used: 

“…well… restraint’s basically it’s supposed to be used to… keep yourself and others s… 

safe but I feel like in the past it’s definitely been over-used…” (Lilleth). 

Like Lilleth and Cive, Tik Tok also questioned the rationale of the staff to choose to use 

physical restraint. Tik Tok could not understand why the staff could not use a more 

compassionate approach. Despite her attempts to make sense of her experiences, as the 

listener to her story, I could sense the frustration within Tik Tok’s reflective thoughts. Tik 

Tok connected being physically restrained to a lack of compassion from the staff. This 

had inspired her to reflect on the nature of the hospital to which she was admitted. Being 

regularly physically restrained in hospital had made Tik Tok ask the question (to herself) 

“what is this place?”, she recalled: 
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“…I remember thinking ‘I do… not… want this’… you know… why do people do that? 

Why is it not calming… its doing my head in… I don’t understand why… I don’t 

understand why they have to keep doing that and not something bet… else… something 

better for me like find a more compassionate approach for me… I literally get up in the 

morning and I’m… like… “what is this place?”…” (Tik Tok). 

Conversely, Mo Salah accepted that the staff were trying to help him. He had reflected 

on his behaviours and had concluded that nothing could have been done differently: 

“Mo Salah: …I mean I know they were trying to help me when we went to the soft room… 

I: do you think they could have done anything different when you were… hitting? 

Mo Salah: [shrugs shoulders] … I don’t think they could have done anything else (Mo 

Salah). 

As with Mo Salah, Knuckles also accepted that the staff were trying to help him when he 

was being physically restrained. However, Knuckles concluded that the actions of the 

staff were still unhelpful as far as he was concerned: 

“I: …do you think that being restr… er held was helpful or unhelpful or… 

Knuckles: well… I guess they were kind of… er helping me but I think it was unhelpful 

for… me…” (Knuckles). 

Jay-Z and Lilleth both described how they felt that they had become accustomed to being 

physically restrained. Jay-Z connected his repeated exposure to physical restraint, even 

as a witness, to its ineffectiveness as an intervention describing it as “just something that 

they do to us”: 

“I: …so, this erm, taking you away it doesn’t really stop it happening again do you think? 

Jay-Z: …no because I get used to it… everyone gets used to it and it just becomes kind 

of nothing … it’s just something that they do to us…” (Jay-Z). 

Lilleth also referred to how she felt that being physically restrained was something you 

“just kind of get used to”: 

“…I feel like I’m used to it do you know what I mean…” (Lilleth). 

In making sense of their situations, Battle Hound, Mo Salah, Tik Tok and Lilleth all 

described at some point how they felt that being physically restrained had made their 

situation worse. Tik Tok confirmed that her experience of physical restraint had affected 

her whole hospital admission, illustrating how disorientating it had made her feel. She 

described “messy” she felt everything had become and clarified how, having had time to 

try and make sense of her experiences, she “couldn’t think of anything worse” than being 

physically restrained in hospital: 
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“…your head starts to spin off your shoul… off your shoulders and… then the nurses 

mess it all up and make it messy and then you’re like “what?” and then like “no”… “just 

stop”… that’s what it’s like… all the time I’m like “I can’t take this”… I couldn’t think 

of anything worse… my head feels like it’s going to fall off my shoulders…” (Tik Tok). 

Of all the children who spoke about their attempts to make sense of being physically 

restrained, the ongoing effects appeared most profound for Lilleth. Her sense-making had 

helped her to realise the extent to which the intervention had impacted the way she 

behaved. Being physically restrained had created triggers for Lilleth which initiated 

unwelcome, unwanted and unpleasant reminders of her experiences: 

 “…it was so… it was even like… so upsetting with my clothes like I would look at my 

wardrobe and would have a panic attack in the morning because it was like… I associated 

certain dresses like certain things… I… I… I was texting my mum in the morning to say 

you know ‘I’ve gone to get dressed… I’ve opened the wardrobe and had a panic attack’ 

because every item of clothing I went to put on in the morning reminded me of the time 

I’d been er pi… pinned down or pushed over… or restrained…” (Lilleth). 

Lilleth described how some triggers, which had caused her to have panic attacks, then 

acted as prompts which instigated ritualistic thoughts, feelings and behaviours. Lilleth 

identified a connection between her ritualistic behaviour and her traumatic experiences 

of being physically restrained. As the listener to her story, I sensed that Lilleth’s 

experiences of being physically restrained had added a traumatic element to her hospital 

admissions. I also felt that the Aftermath, for Lilleth, had lasted for years and that she was 

still trying to make sense of several of her multiple physical restraint experiences: 

“…and then this ritual thing started as well you know… of er… I’ll wear this clip because 

I didn’t get pinned down as many times that day or wear that… [intake of breath] I’d never 

had behaviour like that before at home but there there… there was something… there was 

something… got to be traumatic whether it was right or wrong at the time… you know… 

but to have that effect were you start going through… you know the triggers are associated 

with the trauma of being held down…” (Lilleth). 

Despite Lilleth’s ongoing sense-making, the traumatic associations that she had made had 

affected her everyday life. These associations had changed the way Lilleth now viewed 

the world. Lilleth illustrated how she now associated sitting down with being in pain: 

“…now I… I  associate sitting down [laughs] with being in pain like if… if anything that’s 

made it… worse… because like… do you know what I mean I’ve got… that link of like… 

kind of fear… with… just doing normal stuff… when I sit… cos… it’s like… I don’t 

know… ev… like everything kind of links to… something bad…” (Lilleth). 

All the children appeared to have engaged in the process of internal sense-making 

following their experience of being physically restrained. Every child, with the exception 

of Jay-Z, were left with unanswered questions. These lingering issues created confusion 
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for the children in terms of the rationale and the benefit of using physical restraint in 

hospital. Six children had attempted to work out the answers to their questions on their 

own. Five felt that being physically restrained had either not helped them or had made 

their hospital admission worse. For Lilleth, the experience of being physically restrained 

had left her with additional debris, fundamentally changing the way she now viewed the 

world. 

 

5.4.2.2 This always happens to me… it’s not fair… 

Six of the children discussed a sense of unfairness or injustice, outlining some of the 

consequences they had faced because of being physically restrained. Some described 

what had happened in terms of feeling helpless (Battle Hound, Knuckles, Lilleth), or 

passive (Clive, Tik Tok) or of being in a situation that was beyond their control (Battle 

Hound, Knuckles, Mo Salah, Lilleth). Battle Hound made several references to his 

perception that his father had taken sides with the staff through choosing to do nothing to 

protect him. This feeling was not easy for Battle Hound to describe, as he told me it felt 

“like lonely, only not lonely”: 

 “…I remember that I was just like minding my own business and they was all… like… 

they were all… shouting at me and my dad was shouting and… he didn’t even move… 

I’m not saying it… it was… you know like wrong… but… well… he could’ve protected 

me… it felt like… you know… like it was like being let down you know… like a bit like 

lonely only not lonely…” (Battle Hound). 

Mo Salah and Knuckles spoke about the unfairness that they felt, with both boys talking 

about how they felt that they had missed out on social activities because of being 

physically restrained. Knuckles described the outcome of him being physically restrained 

as the staff winning and him losing. He felt that the staff were being “mean” to him and 

that he was unfairly subject to different rules than some of his peers: 

“…they won and I… I lost… they’re mean [laughing] …sometimes you… you miss out… 

like… the person who is in trouble has to go to their own room or well… go out… and 

then the other person gets to… choose a game… it should be the same rule for everyone 

but it isn’t it’s like it’s different for [name of patient#1] than for… like for me and [name 

of patient#2]… it’s not fair…” (Knuckles). 

Like Knuckles, Mo Salah explained how he had also been separated from peers. He 

described the unfairness he felt of not being allowed to go off the unit with peers after the 

staff had physically restrained him, claiming that this was something that he felt “always” 

happened to him: 
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“I: …and what about afterwards? 

Mo Salah: I was mad ‘cos they were going out… [lower volume] and so the… so that… 

meant I couldn’t go… this always happens to me… I mean it’s not really… erm… fair… 

I think I would have been ok… but I wasn’t allowed to go out after they took me…”       

(Mo Salah). 

Clive reflected on how being physically restrained had set him back during his hospital 

admission. He believed it was the staff who always started the problems which led to him 

being physically restrained. Clive reasoned that this could be because the staff wanted to 

be seen by their colleagues to have control over the children: 

“…it was just not great and I’m just thinking … it just sets you back like… yeah, yeah 

yeah it just… it’s just like always them that…well… starts it like they probably just wanna 

be seen to have the control in fron… in front of the oth.. er… like in front of the others…” 

(Clive). 

Lilleth’s reflective description of her physical restraint experiences was also from the 

perspective of someone who felt as if they had unfairly lost control. She recalled, from 

several years earlier, her first experience of being physically restrained. In her account, 

she connected both her young age and her lack of previous physical restraint experience 

with the staff dismissing her when she tried to speak out against something that she felt 

was not right. Lilleth recalled feeling that something was not right, however her lack of 

knowledge facilitated her early acceptance of being physically restrained: 

“…I felt like it wasn’t right but I’ve never had an experience in a unit before… I was only 

ten like… I didn’t… know what was going on like I’ve only recently just gone into 

hospital… so I’ve never experienced it like that before… so I just thought like ‘oh 

they’re… so this just must be right’ but… like whenever I tried to speak or I tried to 

complain… I felt like I was just… dismissed and… silenced…” (Lilleth). 

Like Mo Salah and Knuckles, Lilleth spoke about unfairness and, in her case, this was 

evident in her description of how she felt that it was mainly her who was being physically 

restrained: 

“…they did it with the other girls as well but it was mainly me… yeah… and it was a 

thing with… and it was like… and it was… it was so… it was even like… so upsetting…” 

(Lilleth). 

In the Aftermath, most children experienced a sense of unfairness or injustice associated 

with their being physically restrained. Some felt disappointed or let down by staff or a 

parent. The unfairness was retrospectively linked with a lack of knowledge, experience, 

or a sense of having lost control to the staff. Some felt that they had been treated 

differently to peers. 
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5.4.2.3 We get to talk about it after… which is good  

All the children spoke about the desire to talk about what had happened to them after they 

were physically restrained. Battle Hound, Jay-Z, Clive, Tik Tok, Mo Salah and Lilleth all 

referenced how they felt that there was value in talking things through after experiencing 

physical restraint. Sometimes talking was with staff or parents and sometimes it was with 

peers. However, both Tik Tok and Lilleth emphasised their individual perceptions that, 

despite their willingness, there had still sometimes been a lack of opportunity for them to 

talk things through. 

Tik Tok outlined how talking was useful even when the conversation was not as a result 

of being physically restrained. However, she suggested that, in her opinion, “the perfect 

thing would be to not be restrained in the first place”: 

“I: did you talk to anyone about being restrained afterwards, like to the staff or anyone? 

Tik Tok: erm yes we talk to the staff all the time after we get held or even if we don’t get 

held but you know like we are not having a good time… I usually talk to [name of member 

of staff]… she is very helpful and she listens to me even if I’m just you know… just 

talking rubbish  

I: so it sounds like talking about it afterwards is helpful? 

T: yeah I think so… I mean it’s not ideal the id… the ideal the perfect thing is er would 

be to not be restrained in the first place of course…” (Tik Tok). 

Tik Tok further emphasised the importance she placed on being able to communicate and 

insisted that hospital staff should try harder to talk to children (rather than resorting to 

physical restraint) to help them to get better: 

“…we’re already here because we have problems so try and talk instead to help us get 

better…” (Tik Tok). 

Battle Hound and Mo Salah both described an appreciation of how talking things through 

with staff had been valuable for them to help to make sense of their restraint experiences. 

Battle Hound added that although it did not stop the experience being horrible, talking to 

staff had helped him to understand the reason why he had been physically restrained: 

“…I spoke to [name of a member of staff] about it and she like she told me why an all 

that… and like… you know that they were… erm… you know like how it’s part of my 

plan to help erm… to help me… but… it it doesn’t stop it erm… being horrible…”     

(Battle Hound). 

When I asked Mo Salah, he described the opportunity to talk as “good” rather than 

helpful, although he did recognise that the staff were attempting to make sure he was ok: 
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“I: what about the staff? Did anyone talk to you about your experience? 

Mo Salah: …mmhmm [nodding] … they asked me if I was ok… I… I suppose they just 

wanted to make sure I was ok… I think that was… erm… good…” (Mo Salah). 

Lilleth sounded uncertain about how she could talk things through with staff after her 

physical restraint experiences. Her uncertainty mirrored her reflective awareness of how 

she was limited in both what she could talk about and when she could talk about it. Lilleth 

linked her lack of opportunity to communicate with staff with her lack of knowledge and 

understanding at the time: 

“…whenever I tried to speak or I tried to complain it just got like “oh that’s just the [name 

of condition] talking” when really there was something… much… more going on … I 

didn’t speak up when I probably should have done… cos I could have spoke to like the 

advocate and stuff but… I didn’t think it… was… wrong but I… did… but… like… I 

don’t know [laughs]…” (Lilleth). 

Lilleth referred to the presence of an independent advocate, the role of whom is to listen 

to what children and young people want and ensure that their views and feelings are 

expressed and acted upon. She accepted that she could have spoken in more detail to the 

advocate about her concerns. However, she maintained a strong opinion that she had not 

been listened to by staff despite her efforts to talk things through with them. As with Tik 

Tok, Lilleth described feeling like the timing of discussions with staff were on their terms, 

rather than hers. She illustrated this point with the following example: 

“…they just all came in… first of all they restrained me to the floor like… sat down and… 

I think they got me onto my back so like… I already had two on my arms and it’s like I 

definitely had a couple of people on my legs and I don’t know if there might have been 

someone like by my head or something… keeping me held down… and I just remember 

my consultant just carried on trying to talk to me and I was just like ‘do you really think… 

I can talk…right now when I’ve got about four people holding me down on the floor?’ 

and [they] were just like… crouched down and I was just like “what do you… think…” 

they just didn’t… have any understanding of what was going on and it’s just… they never 

tried to talk… they never tried to get through things…” (Lilleth). 

Clive explained that he had found a specific member of staff, as Tik Tok had done, with 

whom he felt he could talk things through. And, like Tik Tok, Clive reported that this 

opportunity to talk and to be listened to by staff, both generally and after being physically 

restrained, had helped him to cope with things: 

“…[name of member of staff] is my nurse actually… she’s not a doctor or anything but 

she’s really good at like listening to what I am saying and helping me to think about th... 

my way of… like coping about things… yeah she’s really nice and she helps me a lot…” 

(Clive). 
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Jay-Z also felt it was helpful and important to him to talk things through with staff. Even 

as a witness, he explained that talking with staff was good because it could help him to 

understand what had happened to someone else after he had watched them being 

physically restrained: 

“…at this hospital we get er… we get to talk about it after… which is good because we 

can see what happened to the erm… people…” (Jay-Z). 

Having already outlined some of her opinions about the benefits of talking with staff, Tik 

Tok also explained that sometimes talking things through after being physically restrained 

was a waste of time. Despite advocated talking as a way of potentially avoiding being 

physically restrained, Tik Tok explained that, at the time of the interview, she felt too 

scared to talk to staff. She clarified that this fear was because she did not currently have 

the confidence that talking things through with staff would definitely help her situation: 

“…I think it er… you know… talking about it wastes time I think… we can do everything 

at the same time and its better… we’re better off talking all at the same time and then 

everything can be ok… maybe… the only reason I would def… er definitely talk about it 

is like… like erm if I knew it was going to he… er… help it to go away… but I’m too 

scared to do that…” (Tik Tok). 

Battle Hound talked about his lack of understanding about the purpose of talking things 

through with staff. He confirmed that he had declined the opportunity to talk with staff as 

he had felt there was no point. He explained that he felt that, from his experience, 

physically restraining children and then talking about it afterwards makes them feel 

worse: 

“…well… they said they wanted to… to talk about it afterwards but… I said forget it… 

I… I mean what’s the point? What’s the point in… in talking about it? What’s the point 

in grabbing a kid and… and then like… trying to talk to him about it?... it doesn’t work 

does it? That’s the problem isn’t it? It does… doesn’t work… it doesn’t ma… make you 

feel better it makes you worse… makes you feel worse…” (Battle Hound). 

Seven of the children had been given an opportunity to talk things through after they were 

physically restrained. Although Tik Tok and Battle Hound said that it was sometimes a 

waste of their time, talking things through with staff after an experience of being 

physically restrained was an opportunity for the children to address any unanswered 

questions. This process had the potential to help children to think about how they could 

make sense of what happened to them.  
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5.4.2.4 I survived… I survived… I got through it 

Clive, Knuckles, Mo Salah and Lilleth all talked about how they felt that they had coped 

well with difficulties that were being presented to them through their being physically 

restrained. Clive reflected upon his ability to accept the situation based upon his 

knowledge that after the physical restraint things got “better quickly”. He explained that 

this was something he had learned through his experiences. Clive’s ability to accept being 

physically restrained had helped him to avoid being angry for a prolonged time: 

“…I mean you just take it and get on… but then when you get out of it, it gets like really 

better quickly… I mean… so if you don’t learn at the start you’re gonna be, like me and, 

like… pushed… like struggling at the end… I think what helps is as soon as you get into 

it if you’re… if you’re gonna get angry about it then… like er… like I always do, then 

just get angry and just do it straight away and then you can turn it round so that, you know, 

it can finish it off… it’s better to get it all done over quite quickly like you can be angry 

for like two or three nights like on the run but then… it all gets ok again… (Clive). 

Clive talked sporadically throughout his interview about how he had managed himself 

well when faced with the prospect of being physically restrained. He talked about his 

ability to self-sooth and to learn from his staff and his own experiences in order to survive: 

“…I told myself so much like that that was going to be ok… [name of member of staff] 

is my nurse actually, she is really good at… helping me to think about th... my way of… 

like coping about things… yeah I think she likes me more than some of the others… I had 

to find that out for myself…” (Clive). 

Whereas Clive, Knuckles and Mo Salah described, in an indirect manner, their feelings 

of survival, Lilleth named outright her feeling that she had survived a challenging and 

“absolutely chaotic” physical restraint experience: 

“…and I just remember screaming and … it … was just absolutely chaotic … but I… I… 

I survived… I survived I got through it… (Lilleth). 

Lilleth was the only child to use the word “survived” in respect of her physical restraint 

experience. She was also the only child to discuss an understanding of the role of 

advocacy. Lilleth concluded that she had, in some way, been wronged by the advocacy 

service as they had not been able to provide her with a platform from which her voice 

could be heard: 

“…you know it just feels like it’s just… I don’t know… not good… but although I erm… 

went to ad… advocacy I still didn’t think like I had a voice and I wish I had have known 

about the policies for restraint beforehand… because although yes it’s all good giving 

somebody advocacy, if they don’t know what’s happening… if they don’t know about 

what should be happening and if it’s wrong and that then I… how can I speak up?…” 

(Lilleth). 
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Some children talked about having learned something through their experience of being 

physically restrained. There was evidence of self-soothing, personal growth, realisation, 

understanding and a sense of survival. Some children identified how their own role, 

choices and behaviours had influenced the outcome of their situation. There was also 

discussion of how services put in place to help children express their views had been 

perceived as ineffective. 

 

5.4.3 Living in the New Landscape 

In order to move on from their experiences, children appeared to be trying to make sense 

of being physically restrained. The lingering debris that they were clearing up meant that 

moving on would require some adjustment for living in a new landscape, rather than 

returning to their previous normal. Whilst this appeared challenging, for those children 

that were able to clear up and make sense of what had happened to them, moving on from 

an experience of being physically restrained was achievable.  

Living in the New Landscape is presented as two sub themes: 

 It’s been ok here… it’s safe but I haven’t enjoyed it; and 

 I’ll just keep going… that’s all I can do… just keep… going. 

 

5.4.3.1 It’s been ok here … it’s safe but I haven’t enjoyed it 

In the Aftermath of their experiences, Mo Salah, Jay-Z and Nobody found a way to clear 

up any lingering debris and move on from being physically restrained with less effort than 

was required for Lilleth, Tik Tok, Clive, Knuckles or Battle Hound. The latter group of 

children all still found some way to accept, on some level, what had happened to them 

with varying degrees of success. Despite their attempts to make sense of what had 

happened, questions still clearly remained, especially for Tik Tok, Battle Hound, Lilleth 

and Clive. However, all were able to at least draw some conclusions about how they might 

eventually move on.  

Tik Tok and Clive questioned what they could have done differently whereas Lilleth and 

Battle Hound focussed on potential alternative behaviours that the staff may have adopted 

or could adopt in the future. Tik Tok concluded that she should become more self-aware 
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and try to fit in more with her peers. She surmised that this would help her to avoid being 

physically restrained, standing out or getting angry in the future: 

“…now I have to stop comparing myself to erm… the others… you need… to think about 

how you behave… you should try to see what the others do and just copy them… and stay 

in the background you know… like I mean don’t stand out and get angry and just like 

be… nice… (Tik Tok). 

Attempting to clear up and move on appeared particularly challenging for Lilleth. She 

linked being able to move on with having a clear understanding of why she had been 

physically restrained. I felt that Lilleth was still working on understanding what had 

happened to her. She outlined how she felt that her experience had been overlooked 

through the lack of understanding of other people. Her concern that nobody had 

understood appeared to be an important barrier which was preventing her from moving 

forwards: 

 “…but the thing it was like you feel like even now nobody under … stands kind of like 

what I went through if that makes sense … and I feel like… it’s something very important 

that I feel has kind of been erased a bit…” (Lilleth). 

The impact that physical restraint had upon Lilleth included changing the way she had 

come to view the world. Lilleth spoke with determination about the importance of being 

able to talk about being physically restrained in order to be able to move on from the 

experience. She outlined how both peers and staff had questioned her rationale to 

participate in this study as she had not been physically restrained in the service to which 

she was currently admitted:  

“…like now I’m here I’m just like “oh why” like do you know what I mean like “why are 

you doing this? You’re not even restrained here have ya?” and yeah… like that’s the point 

but I have in the past … people don’t really know…” (Lilleth). 

Moving on from being physically restrained presented challenges that were different for 

each child. Time was an important factor for Clive, who reflected on how he would never 

get the time back that he had lost by being admitted to hospital. He conceded that despite 

being physically restrained, which he felt had set him back, he had still been safe: 

“…it just sets you back like… I lost a lot of time in here out of the… like you know… 

like… I’m never gonna get this time back again am I?... like… it’s been ok here but I will 

not miss it I mean like… it’s safe but I haven’t enjoyed it…” (Clive). 

Children described elements of their physical restraint experiences in a way which 

showed that they had spent time and energy trying to make sense of what had happened 
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to them. Although it appeared difficult for some, those children who were able to clear 

up at least some of their lingering debris were able to try to find a way to move on. 

 

5.4.3.2 I’ll just keep going… that’s all I can do… just keep… going 

Clive, Tik Tok and Knuckles all spent time reflectively learning from their experiences 

and preparing to move on with their lives. However, living in their new landscape did not 

come without its challenges. Clive outlined how he was becoming more apprehensive as 

his discharge date approached. He was worried about the potential lack of safety, which 

he linked with his experiences of the staff needing to physically restrain him. I sensed 

some conflict in Clive’s account between his worries and his awareness about moving on 

and going home: 

“…after this you know… that’s it I am never doing this again … you sort of find your 

place and it’s too far from… er… the end to be a worry but… then… then you lose it 

again as you get closer to like going… it’s like I feel like now I don’t have that safety any 

more… so really like it’s about you know moving forward now“… but now like I’m near 

the end… I think there’s like no security like… there’s less safety at the end… or like 

there will be when… you know when I go home…” (Clive). 

Like Clive, Tik Tok also discussed her feelings about her preparation about moving 

forwards. She demonstrated some resilience by outlining that all she could do was keep 

going and continue to think about the time that she would leave the hospital: 

“…I’ll just keep going… that’s all I can do… just keep… going… I guess the important 

thing is that I try not to get restrained any more … so I have to try and still think about 

when I’m going to leave…” (Tik Tok). 

Tik Tok had also begun to question how reliant she was upon the staff who had been 

physically restraining her. As with Clive, I also sensed some conflict in Tik Tok’s attitude 

towards moving on. Both Clive and Tik Tok had linked their respective discharges from 

hospital with nervousness about being safe. Tik Tok explained: 

“…I mean I know I need them while I am here… but what about if I need them all the 

time? … if I’m still getting angry and they are still like holding me down all the time then 

should I stay? … I think I need to prepare to… erm… stay but I want to leave this all 

behind me but I think that’s probably not all…” (Tik Tok). 

Knuckles also shared some similar conflicted feelings to Clive and Tik Tok. He 

demonstrated some ongoing confusion during the end of his interview, exclaiming that 

he both hated the hospital and wanted to stay there longer: 
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“…Yeah but I hate it here… I wouldn’t mind staying here… erm… staying here for a little 

bit longer… [to mum] mum can I stay here for a little bit longer?...” (Knuckles). 

However, Knuckles clarified that being physically restrained did not necessarily mean 

that a child could not move forwards. Like Tik Tok, Jay-Z and Clive, something that 

Knuckles was clear about was that children should try to listen to what staff were saying. 

He felt that listening would help children to “have another chance” at getting things right: 

“…you can always have another chance… you just need to listen and… but it’s hard… 

but you need to listen and erm like you can always try again for the ne… next time… if 

you listen to them…” (Knuckles). 

Clive echoed Knuckles’ perspective, underscoring the value of listening to the staff. He 

explained that things were not that bad for him when he was able to listen to staff and 

follow their instructions. He could also see, with the benefit of hindsight, that what the 

staff were saying was probably right: 

“…when you actually do what they say it’s not that bad … just… yeah, that’s the most 

frustrating bit is they’re probably right… yeah… there are so many people that you need 

to rely on in here if you just listen to them and do what they say it does help…” (Clive). 

Tik Tok and Lilleth focussed on providing some advice for staff. Tik Tok’s message was 

clear. She felt that adults should not physically restrain children under any circumstances: 

“…I think they er… I think they should use a different method… to… work out how to… 

help me to… to solve… it er… me … I would say don’t restrain children … I would say 

that if you’re an ad… er I mean adults shouldn’t restrain a child… like… especially in a 

hospital…” (Tik Tok). 

Whereas Lilleth felt that if physical restraint had to be used, then it should be as a last 

resort, and only after other approaches had been tried first: 

“…I feel like towards the end… it wasn’t… as bad because like… like I said I was doing 

the stuff they wanted me to just out of… fear … I definitely think the first approach should 

just be to try and… it definitely should just be used as a last resort…” (Lilleth). 

Lilleth shared Tik Tok’s perspective that the staff should use more effort to talk to the 

children. Lilleth described how her attempts to move forward following her experiences 

had led her to arrive at the conclusion that physically restraining children was an easier 

option for staff than trying to talk things through: 

“…it… it is a quick solution so let’s say I wouldn’t sit down instead of… try and talk it… 

through with me… like leave me… use actual approaches and try to use therapy and 

stuff… if you just restrain somebody then that’s quick… because why actually try and 

use… therapy and different strategies because that would take ages and it would be so 

complex when you could just hold them … do you know what I mean?…” (Lilleth). 
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Unlike Lilleth, Tik Tok or Clive, Mo Salah felt like he had definitely moved on from his 

physical restraint experience. He described having “moved on” as a collaborative effort, 

whereby he also felt that the staff and his parents had moved on with him. When I asked 

Mo Salah about how other children might feel to hear that it was possible to move on 

from an experience of physical restraint, he confirmed that knowing this would be helpful 

for future patients: 

“I: how do you think about it now? 

Mo Salah: well, we’ve moved on … yeah we’ve kind of, well we’ve all moved on… and… 

it’s… well… it’s better 

I: can you imagine what it would be like for children in the future if they come here and 

hear that children who have been restrained have been able to look back at it and… and 

see that they’ve moved on? 

Mo Salah: erm… I guess it would be really helpful for them…” (Mo Salah). 

Clive, Tik Tok, Jay-Z, Mo Salah, Lilleth and Knuckles all found a way to move on and 

plan for the future. In thinking about moving on, all six children provided valuable insight 

which could form recommendations for both staff and future CAMHS patients.  

 

5.4.4 Summary of the Aftermath 

What the children were describing about the Aftermath was their process of sense-making 

following their experiences of being physically restrained. Children were re-visiting and 

reflecting upon their physical restraint experiences and clarifying (or not) their 

understanding about what had happened to them. One aspect of the children’s reflective 

process was thinking about how, and if, being physically restrained had helped them 

during their hospital admission. The children attempted their process of sense-making 

through talking. Most of the children appeared overloaded or frustrated with the debris of 

their experiences, which was evidenced through their lingering unanswered questions. 

This debris acted as a reminder of their experience. For children who were able to 

overcome the challenges they had faced and clear up some of their post-restraint debris, 

moving on was possible. Some of the barriers being presented to children as they 

attempted to move on from their physical restraint experiences included a lack of 

understanding from others.  
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5.5 Summary of Findings  

Children were able to sense early warning signs of a possible physical restraint from a 

change within the unit atmosphere. Rising feelings of anticipation, fear, anxiety, worry 

and expectation were also evident in the Gathering stage of physical restraint. There was 

a nervousness present as children felt threatened and thought about how they might lose 

control. Some children were reminded of their previous physical restraint experiences 

and, for some, this helped reduce their feelings of fear. As the situation escalated, children 

felt vulnerable, stressed, frustrated and scared. This affected how some children made 

decisions or behaved, increasing the likelihood that they would be physically restrained. 

This accumulation of negative emotions had the potential to damage therapeutic 

relationships. Some children simply did not know what to do and gave in to the 

inevitability of physical restraint. Others were able to prepare however most preparatory 

behaviours became oppositional as children attempted to batten down the hatches. 

When the children described the moment that the physical element of the restraint had 

taken place, many of their stories became less structured and more disorganised. As the 

listener to their stories, I sensed an increase in energy and confusion as the children 

described being engulfed by their thunderstorms. Where the children had no personal plan 

of action, they felt annoyed or frustrated. Some of the plans of the staff were described 

by children not as choices, but as specific instructions which were unhelpful.  

The feeling of having no choices had, for most of the children, arrived before the physical 

restraint and had stemmed from poor communication and misaligned child / staff agendas. 

Unpredictability had the potential to exacerbate an already turbulent situation such that a 

tipping point was reached. This rapid, confusing, unpredictable escalation of events 

conveys all of those concerned directly into the Thunderstorm. When staff decided to take 

control through physical restraint, children felt a sense of suddenness and urgency. All of 

the children experienced confusion. Children talked about how de-escalation was 

sometimes a waste of time and that staff should have intervened earlier. Children 

described feeling misunderstood and angry as they had choices taken away from them. 

Children felt physically and emotionally pressured into behaving in a certain way. Their 

feelings of a loss of power, control and freedom were associated with the physical 

sensation of being grabbed. Frequently, precursory anger was maintained or exacerbated 
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as a result of being physically restrained. The anger appeared to result in the children 

expressing an emotionally turbulent sense of fear or vulnerability.  

Children spoke about their feelings of being chased, caught and trapped by staff, with 

some describing efforts to try and escape. Being cut off from a parent was a particularly 

memorable element of the physical restraint experience. Children demonstrated 

significant recall regarding which people were in the vicinity when they were physically 

restrained. For some, this promoted a sense of self-consciousness, exposure or 

embarrassment. Feelings of being surrounding by noise was also commonly discussed. 

The volume, words and mouths of the staff were all considered to be restraining factors. 

Attempts by staff to communicate were often ineffective and prevented the children from 

being heard or being able to listen to what was being said. Some children talked about 

their feelings of upset and hopelessness, where they just wanted the intervention to finish 

as quickly as possible. This moment signified, for some, the point at which they then 

transitioned beyond the Thunderstorm. However, the children did not always arrive at the 

Aftermath at the same time as the staff. 

All of the children appeared to have engaged in the process of internal sense-making. 

Most were left with unanswered questions despite having the opportunity and desire to 

talk things through with staff. Six children had attempted to work out the answers to their 

questions on their own. Five felt that being physically restrained had either not helped 

them or had actually made their hospital admission worse. For Lilleth, the experience of 

being physically restrained had fundamentally changed the way she now viewed the 

world. Most of the children experienced a sense of reflective unfairness, disappointment 

or injustice. The unfairness stemmed from their lack of knowledge or experience which 

would have helped them to do something differently, or their sense of having lost control 

to the staff. Some felt that they had been treated unequally when compared to peers. 

Talking things through with staff or each other after being physically restrained was an 

opportunity for the children to address any unanswered questions. This process had the 

potential to help children to think about how they could make sense of what happened to 

them. There was a sense of resilience present, with examples of self-soothing, personal 

growth, realisation, understanding and a sense of survival in what some of the children 

were describing. Some identified how their own role, choices and behaviours had 
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influenced the outcome of their situation. There was also discussion of how services put 

in place to help children express their views had been perceived as ineffective.  

Children spent time and energy trying to ask and answer questions in order to clear up 

what had happened to them. Although this process appeared difficult for some, those who 

were able to do so were able to try to find a way to move on. One aspect of the children’s 

reflective process was thinking about how, and if, being physically restrained had helped 

them during their hospital admission. Some of the barriers being presented to children as 

they attempted to move on from their physical restraint experiences included a lack of 

understanding from peers or staff. Children felt conflicted, confused or nervous about 

how safe they would be in the future. Being physically restrained had contributed to them 

questioning, and being worried about, what their life would be like after they were 

discharged from hospital.  

Areas for improvement emerged as children discussed advice and recommendations for 

staff and future CAMHS patients. Staff should wait longer before implementing restraint. 

Staff should give children more space. Children should listen to what the staff are saying 

to them. Staff should spend more time talking to the children. Children should find a way 

to be confident to tell the staff how they are feeling. Staff should try harder to understand 

the children’s needs. Physical restraint should either not be used at all with children, or, 

if it must be implemented, it should only be used as a last resort. 

Six of the children were successful in making some sense of their physical restraint 

experiences or, at least in some way, accepting what had happened to them. For the 

children who were able to successfully do this, it was possible for them to negotiate 

preparing to move forward and live in what would be, for them, their new landscape. 

The following pre-discussion chapter will ‘set the scene’ before the discussion chapter 

presents the model derived from this research, centred on children’s experiences of being 

physically restrained within inpatient CAMHS. 
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Chapter 6 – Pre-Discussion 

6.1 Introduction 

This pre-Discussion chapter will aim to set the context of the discussion through a brief 

overview of existing models and frameworks in relation to physical restraint.  

The aim of this research was to determine how children and young people experience 

physical restraint whilst they were patients in a CAMHS unit. When conceptualising the 

children’s descriptions of being physically restrained, their accounts appeared to differ 

widely from the well-established models or guidance linked to the use of physical restraint 

in healthcare. The discussion chapter will present a child-centred model of the experience 

of being physically restrained, as described by children. Context and critical discussion 

of contemporary well-established, predominantly adult-orientated models will support 

the relevance of the proposed child-centred model developed from this study. 

Children in CAMHS settings can often display behaviour which is perceived as 

challenging (National Collaborating Centre for Mental Health (UK) (NCCMH (UK)), 

2015) and these behaviours are often categorised as aggression or violence towards their 

surrounding and/or staff within these settings (Goodman et al., 2020). The literature 

around aggression and violence in healthcare is predominantly drawn from the adult 

population (Schablon et al., 2018). Therefore, most of the models and frameworks linked 

to dealing with such behaviours, including from children, are constructed and framed 

around dealing with aggression and violence, rather than managing distress and providing 

support. 

This short pre-discussion chapter will present an overview of the main models and 

frameworks and associated terminology which underpin how physical restraint is 

understood and responded to across a range of settings.  

 

6.2 Behaviour that is Perceived as Challenging 

As outlined earlier in Chapter 1, the term ‘challenging behaviour’ was introduced in the 

UK by Emerson (1995) to replace a variety of terms including ‘socially unacceptable 

behaviour’ and ‘problem behaviour’ (Backe-Hansen, 2003) as these suggested that the 

problem was located within the person, by describing their behaviour as challenging 

services (The Challenging Behaviour Foundation (CBF), 2021). Put simply, behaviour 
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that challenges in healthcare is thought of as any behaviour by a person which makes it 

difficult to deliver good care safely (NHS Protect, 2017). Shifting from a focus of defining 

the behaviours, the NICE (2015a) guidelines on prevention and interventions for 

challenging behaviour and intellectual disabilities emphasise how behaviour that 

challenges may be serving a purpose for the person by communicating needs and these 

behaviours may include aggression, self-injury, disruption or violence. Not only do 

definitions vary, but the exact nature of behaviour that challenges remains subjective and 

it is useful in the context of this discussion to think about ‘behaviour that is perceived by 

healthcare professionals as challenging’. 

 

6.3 An Overview of Behaviour that Challenges, Aggression and Violence 

in Healthcare Settings 

It is important to consider what aggression and violence ‘looks like’ in clinical settings 

and how healthcare professionals are trained to respond to such behaviour. To date, most 

work in this area and the use of physical restraint to respond to these behaviours has been 

focused on adults (Gudde et al., 2015) and aggression directed towards healthcare 

professionals within acute settings such as accident and emergency or intensive care units 

(Pelto-Piri, 2020). However, the reality is that aggression and violence from children and 

adults towards staff in healthcare settings is a global problem (Iozzino et al., 2015) and 

can happen in all aspects of patient care, regardless of the setting (Pitts and Schaller, 

2021). Mental health and learning disability staff teams report the highest incidences of 

dealing with aggressive or violent experiences (either verbal or physical) from children 

or adults (Royal College of Nursing (RCN), 2018). 

Historically, most literature related to the management of behaviour that challenges in 

healthcare has focused on aggression and violence with little consideration of the reasons 

for expressions of behaviour and this deficit is important as these behaviours can 

ultimately lead to the use of physical restraint. However, reasons underpinning aggression 

and violence, and/or behaviour that is perceived as challenging in such settings are linked 

to past traumatic or adverse experiences (Sweeney et al., 2018) or disturbed emotional 

regulation such as anxiety or fear (Neumann, 2010). In respect of children who are 

CAMHS inpatients, aggression has been strongly associated with poor peer relationships 

and antisocial behaviour (Mitrofan et al., 2014).  
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Within inpatient mental health settings, behaviour that is perceived as challenging, 

including expressions of aggression and violence, is often part of a complex, progressive 

process (Carey et al., 2009). This process can involve personal factors, environmental 

factors and individual situational-interactional factors, which often escalate from verbal 

threats and aggressive language (Iennaco et al., 2013) to physical assault (Duxbury and 

Whittington, 2005; Spector et al., 2014). Physical assault can include spitting, biting, 

pulling hair, or any other type of unwanted physical contact intending to cause harm (Pitts 

and Schaller, 2021).  

The literature review (Chapter 2) revealed that being male (Duke et al. 2014; Stewart et 

al. 2013; 2010) and a young age (Duke et al., 2014; Pogge et al., 2013; Azeem et al., 

2011; Leidy et al., 2006; Sourander et al., 2002) are among the strongest predictors of 

aggressive and/or violent behaviour from children in mental health settings. The same 

characteristics are also linked with an increased likelihood of experiencing physical 

restraint in healthcare (Nielson et al., 2021). 

 

6.4 Healthcare Professional’s Responses to Behaviour that Challenges 

Historically, in some services, physical restraint and/or seclusion have been commonly 

used as a response to behaviour that was perceived as challenging (Royal College of 

Psychiatrists (RCP), 2018). Leadbetter and Paterson (2005) suggest that there has been 

an over-reliance on simplistic solutions to behaviour that challenges services based upon 

strategies involving control and punishment. However, as understanding and awareness 

of aggression and violence within healthcare settings continues to improve, there has been 

an increased emphasis on more person-centred approaches to manage behaviour that 

challenges. Contemporary approaches to reduce behaviours that challenges within 

healthcare settings focus more on training staff in communicative techniques to de-

escalate the situation (Baig et al., 2018). Whilst such approaches can lead to 

improvements in patient and staff safety in practice (Goodman et al., 2020), Baig et al. 

(2018) are considering adult populations and there is limited evidence for the 

effectiveness of de-escalation training in healthcare (Price et al., 2015). Therefore, 

comprehensive, evidence-based training for staff teams supporting the knowledge, 

understanding and skills required to effectively manage behaviour that challenges 

remains of the utmost importance. An understanding of how to effectively manage 
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behaviour that challenges on the ward can increase the likelihood of a safe, therapeutic 

healthcare environment (Pitts and Schaller, 2021). 

 

6.5 Factors Associated with Behaviour that Challenges, Aggression and 

Violence in Healthcare Settings 

When children, young people or adults who are admitted to healthcare services 

demonstrate behaviour (e.g. aggression or violence) that challenges they may experience 

restrictive practices (NCCMH (UK), 2015) including the use of physical restraint and/or 

seclusion. This section will describe and critically discuss key models which frame the 

management of behaviour that is perceived as challenging, including aggression and 

violence, within clinical settings.  

Kaplan and Wheeler’s (1983) assault cycle is the dominant model within the literature 

and within contemporary UK healthcare training and education (Hallett and Dickens, 

2017). Therefore, using Kaplan and Wheeler’s (1983) introduction of the assault cycle as 

a chronological starting point, a comprehensive search of two databases (CINAHL and 

PubMed), key journals and Google searches identified seven key models (Table 14) used 

to manage behaviour that challenges, including aggression and violence, within 

healthcare settings. Table 14 provides a detailed examination and synthesis, in 

chronological order, of the key elements within each of the identified models. Elements 

include the terminology and language used to describe the people exhibiting the 

behaviour, the type of behaviour that is being perceived as challenging, the trajectory of 

the behaviour and the potential interventions which could be used to manage the 

behaviour. 

All eight models focus on healthcare settings and aim to address, manage or reduce factors 

associated with behaviour that challenges, including patient aggression and violence. 

Each model tends to map three components: an initial escalation in behaviour that could 

be perceived as challenging, a peak or crisis point (the point at which physical restraint 

would be implemented by healthcare professionals) followed by a subsequent falling 

trajectory. In all eight models there is an important period before ‘crisis’ in which de-

escalatory interventions could be implemented by healthcare professionals.  
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As discussed across all eight models, when a situation continues to escalate, effective 

interventions become more targeted, more specific and individualised. Such approaches 

can include the use of distraction through conversation with the person about specific 

topics known to be of interest for them (Tucker et al., 2020). Respectfully providing 

choices and clear limit-setting are also useful techniques for healthcare professionals to 

employ to avert the use of physical restraint if a situation continues to escalate towards 

crisis (Goodman et al., 2020). 

Table 14 presents the dominant and contemporary key models and trajectories associated 

with behaviour in healthcare which is perceived as challenging. The models originate 

from the UK (n=4) and the USA (n=4). As Kaplan and Wheeler’s (1983) assault cycle is 

the dominant model within the literature and still used within contemporary UK 

healthcare training and education, the next section will discuss this model. 
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Table 14: Healthcare Models Addressing Aggression and/or Violence or Behaviour that Challenges Published 1983-2014 (ordered chronologically) 

Author and 
Year 

Model Purpose 
Population & 
Setting 

Indicative Terminology used within 
the Model 

Phases / Stages 
Staff Responses / 
Interventions 

Evidence-
based 

Kaplan and 
Wheeler 
(1983) 
 
USA 

The Assault 
Cycle 
 
 

To reduce the 
intense and 
threatening 
factors 
associated 
with hostility 
and violence 

Adults 
 
Emergency 
Departments 

Patients and their actions: 

 “violent clients or patients” 

 “acting destructively to reclaim power” 

 “verbal garbage" 
 
Staff and their responses: 

 “prediction and prevention of violence” 

 “workers forced to use physical means of 
self-defence” 

 “behavioural expectations”  

Five phases: 
 
1. Trigger 
2. Escalation 
3. Crisis 
4. Recovery 
5. Post-incident 

depression 

1. Removing or resolving the 
trigger 

2. De-escalation 
3. Physical intervention / 

removal 
4. Reduce demands & 

support 
5. De-brief & ongoing support 

Yes 

Turnbull et 
al.  
(1990) 
 
UK 

#1 - Model of 
Verbal and Non-
Verbal 
Responses to 
Aggression  
 
#2 - Model of 
the Flexible Use 
of De-Escalation 
Skills 

To train 
healthcare 
professionals 
in the short-
term 
management 
of aggression 
and anger 

Adults 
(mental health) 
 
Psychiatric / 
“Mental 
Handicap 
Facilities” 
 

Patients and their actions: 

 “assaults / threats towards staff” 

 “risk of attack and violence” 
 
Staff and their responses: 

 “controlling angry and aggressive 
individuals” 

 “control and restraint” 
 

Not specified  (Not phase-specific) 
 

 Manage others 

 Encourage thought 

 Give clear instructions 

 Eye contact & body 
posture 

 Personalise yourself 

 Show concern 

 Mood match 

Underpinned 
by an 
evidence 
base but not 
empirical 
work 

Leadbetter 
and Paterson 
(1995) 
 
UK 

CALM (Crisis, 
Aggression, 
Limitation and 
Management) 

To determine 
where 
specific de-
escalation 
strategies are 
applicable 
across the 
assault cycle 

Adults 
 
Healthcare 

Patients and their actions: 

 “a consequence of the client’s 
dysfunctional interpretations” 
 
Staff and their responses: 

 “staff make judgements during the 
process” 

 “punishment and revenge” 

 “staff interpret a client’s actions as a 
personal challenge 

 “constructive resolution” 

 “a flexible response”  

Seven phases 
1. The onset of arousal to 
increased anxiety 
2. Increasingly angry 
behaviour 
3. The onset of aggression 
4. Physically violent 
behaviour 
5. Aggression after 
physical violence 
6. Lessening but persisting 
arousal 
7. Learning  

1. Calming 
    Establish rapport 
2. De-escalation 
3. Redirection 
4  Self-defence / Breakaway  
5. Restraint 
6. Gradual relaxation of   

restraint 
    Allow space 
7. Problem solve 
    Increase insight 
    Debrief 
 

Underpinned 
by an 
evidence 
base but not 
empirical 
work 
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Maier (1996) 
 
USA 

Talk down and 
Talk up 

To manage 
acute 
situations and 
manipulative 
threats by 
patients and 
clients in 
healthcare 

Adults 
 
Emergency 
Departments 
and Private 
Practice 

Patients and their actions: 

 “threats and physical assaults by patients” 

 “get outta my face or I’ll punch out your 
lights” 
 
Staff and their responses: 

 “controlling threats to attack” 

 “help gain control” 

 “positional power” 

 “force patients to comply” 

 “staff confront patient with their 
comments” 
 

Five stages 
 
1. Anxiety 
2. Hostility 
3. Anger 
4. Rage 
5. Relaxation 

1. Reach agreements 
2. Avoid arguments 
3. De-escalate 
    Provide choices 
4. Set limits 
5. Debrief 

Underpinned 
by an 
evidence 
base but not 
empirical 
work 

Berg et al. 
(2000) 
 
USA 

Model not 
named but 
based upon a 
hierarchy of 
aggression 
whereby 
violence is 
categorised as 
potential, 
urgent / 
imminent or 
emergent. 
 

To 
appropriately 
address the 
issue of 
violence, and 
maintain 
clinician 
safety 

All mental 
health patients 
(no specific 
demographic 
specified) 
 
Psychiatric 
healthcare 

Patients and their actions: 

 “violent incidents of the mentally ill” 

 “victimisation of mental health 
professionals” 

 “lethal confrontations” 
 
Staff and their responses: 

 “controlling excessively aggressive 
behaviour” 

 “the healer must be safe from harm” 

 “a necessary show of force” 

Five levels of aggression 
 
1. Lowest level 
2. Self-assertion 
3. Dominance 
4. Hostility 
5. Hatred 

1. Assessment of warning 
signs 

   Timely response 
2. Maintaining an 

environmental protective 
shield 

3. De-escalate 
4. Self-defence 
5. Use of a coordinated 

response 

Underpinned 
by an 
evidence 
base but not 
empirical 
work 

National 
Association 
of State 
Mental 
Health 
Program 
Directors 
(2006) 
 
USA 

Six Core 
Strategies for 
Reducing 
Seclusion and 
Restraint Use 

To outline a 
best-practices 
approach to 
restraint and 
seclusion 
reduction by 
highlighting 
need 

Adults and 
children 
(mental health) 
 
Hospitals and 
mental health 
facilities 

Patients and their actions: 

 “Adults, children and families seen as 
‘consumers’” 

 “teach emotional self-management skills” 
 
Staff and their responses: 

  “Strategies based on the principles of 
recovery” 

 “a core primary prevention intervention” 

 “individualised person-centred treatment 
planning” 

 “staff development training” 

 “person-first non-discriminatory 
language” 

Six components 

1. Leadership toward 
organisational change 

2. Use of data to inform 
practice 

3. Workforce 
development 

4. Use of seclusion / 
restraint prevention 
tools 

5. Consumer roles in 
inpatient settings 

6. Debriefing techniques 

1. Defining a mission, 
philosophy of care, guiding 
values and developing a 
restraint reduction plan 

2. Using data in an empirical, 
non-punitive manner 

3. Creating an environment 
with a thorough 
understanding of 
biopsychosocial effects of 
trauma and violence 

4. Using individualised 
restraint reduction tools 
and assessments 

Underpinned 
by an 
evidence 
base 
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5. Assuring full formal 
inclusion of consumers to 
reduce restraint 

6. Using knowledge from 
events to inform policy, 
procedure and practice 

Dix and Page 
(2008) 
 
UK 

The ACT model 
(Assessment, 
Communication
, Tactics) 

To describe a 
model of de-
escalation 
which has 
been in 
clinical 
practice for 
several years 

Adults 
(mental health) 
 
Psychiatric 
Intensive Care 
Units / Low 
Secure Units 

Patients and their actions: 

 “the patient appraises a punitive action 
by staff whereby their freedom is being 
restricted” 
 
Staff and their responses: 

  “problem-solving” 

 “shared understanding” 

 “therapeutic relationships” 

 “positive attitude towards patients” 

 “unconditional acceptance” 

 “aligning goals” 

Three components 
 
1. Assessment 
2. Communication 
3. Tactics 

1. Situational analysis 
2. Verbal and Non-verbal 

communication 
3. De-escalation 
    Negotiation 
   Attitude and behaviour 
   The win-lose equation 
   Debunking 
   Aligning goals 
   Transactional analysis 

Underpinned 
by an 
evidence 
base but not 
empirical 
work 

Bowers et al. 
(2014) 
 
UK 

Safewards To identify 
the factors 
that influence 
the rates of 
conflict and 
containment 
in wards 

Adults 
(mental health) 
 
Psychiatric 
wards 

Patients and their actions: 

 “conflict and containment” 

 “flashpoints” 
 
Staff and their responses: 

 “commitment, understanding and 
consistency” 

 “positive appreciation” 

 “psychological understanding” 

Six domains 
 
1. Staff modifiers 
2. Patient modifiers 
3. Originating domains 
4. Flashpoints 
5. Conflict 
6. Containment 

1. Mutual help 
    Knowing each other 
    Clear expectations 
    Calm down methods 
    Discharge messages 
    Soft words / talk down 
    Positive words 
    Bad news mitigation 
    Reassurance 

Yes 
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6.6 Kaplan and Wheeler’s (1983) Assault Cycle 

Kaplan and Wheeler’s (1983) model appears to be the dominant model currently used in 

the education and training of behaviour management for health professionals in the UK 

(Hallett and Dickens, 2017). The model consists of a five phase assault cycle (Figure 2) 

and exemplifies the commonly accepted trajectory where aggressive or violent behaviour 

elevates following a ‘trigger phase’ (A), through an ‘escalation phase’ (B) to a ‘crisis 

phase’ (C) before a gradual return through a ‘recovery phase’ (D) to a ‘post-crisis 

depression phase’ (E) before eventually returning to a person’s baseline behaviour. While 

not specifically using the term 'de-escalation’ Kaplan and Wheeler (1983, p.341) state 

that during the escalation phase: 

‘the staff person must take purposeful action at the first observable sign 

of the client’s change in normative behaviour’.  

The authors go further to describe a range of de-escalatory interventions, including the 

removal of the person from the environment.  

 

  Figure 2: Kaplan and Wheeler’s 1983 Assault Cycle 

 

 

Despite the name ‘assault cycle’, Kaplan and Wheeler (1983) present their model as a 

linear process. Typical interventions associated with each phase are identified in Table 

15.  
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Table 15: Kaplan and Wheeler’s (1983) Assault Cycle - Typical Interventions of each Phase 

 

 

One of Europe’s leading social psychologists, Professor Dame Glynis Breakwell, has 

published influential professional development books framed around Kaplan and 

Wheeler’s (1983) assault cycle. These publications include ‘Coping with Aggressive 

Behaviour’ (1997) and ‘Facing Physical Violence’ (1989), which are aimed at the caring 

professions (health and social workers, teachers, GPs). Breakwell (1997) wrote that, in 

describing an act of violence in a healthcare setting, staff members state that there was 

often no forewarning. This challenges Kaplan and Wheeler’s (1983, p.340) earlier 

position that “…most incidents follow a predictable pattern”.  

Breakwell (1997) describes an individual’s progression into the escalation phase of an 

incident as a point-of-no-return towards a crisis for both the person and the staff member. 

This follows closely the trajectory of Kaplan and Wheeler’s (1983) assault cycle. 

Therefore, the importance of the crisis phase of an incident, illustrated at the peak of the 

trajectory in Figure 2, is recognised by both Breakwell (1997) and Kaplan and Wheeler 

(1983). The crisis point is the moment of time in an incident which represents when a 

physical restraint would be implemented. This point also represents, for both the 

individual and the staff teams, the highest level of psychological or emotional arousal 

(Hallett, 2018) and the lowest level of effective decision making (Wemm and Wulfert, 

2017). A combination of high anxiety and diminished judgment hinders the ability for a 

person to consider appropriate alternatives in high energy situations (Lerner et al., 2015) 

and has the potential to prevent the healthcare professional from helping any patient, child 

or adult, who is in distress. This emphasises the importance of early intervention with de-

escalatory techniques as soon as possible in the early phases of escalating situation. 

Breakwell (1997) suggests that Kaplan and Wheeler’s (1983) assault cycle can be adapted 

to most service settings as a tool for evaluating and understanding specific aspects of 

behaviour that challenges. However, I propose that there are too many complexities 

Assault Cycle Phase Typical Intervention Associated with Phase 

The Trigger Phase (A) Low level de-escalation / distraction techniques 

The Escalation Phase (B) Focussed tailored de-escalation techniques 

The Crisis Phase (C) Physical intervention 

The Recovery Phase (D) Post-incident debrief and support 

The Post-Crisis Depression Phase (E)  Ongoing tailored post-incident support 
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embedded within children’s behaviours to successfully adapt and apply this model to 

CAMHS from its original specific adult-focussed purpose of predicting if adult patients 

in an emergency department are likely to assault healthcare providers. 

 

6.7 The Development of Comparative Models 

Turnbull et al. (1990) present a model with similarities to Kaplan and Wheeler’s (1983) 

assault cycle. Turnbull et al.’s (1990) model of Verbal and Non-Verbal Responses to 

Aggression stresses that, during the escalation phase, flexibility in response to individual 

behaviour is more important than engaging in pre-determined de-escalatory techniques 

based upon a few well-practiced skills, or of health professionals using de-escalation 

skills and techniques in a pre-determined order. Turnbull et al. (1990) reinforced the 

importance of a tailored individualised approach, highlighting that what may be de-

escalatory for one person may be inflammatory for another. In Turnbull et al.’s (1990) 

model, the beginnings of a more patient-centred approach emerges; however, the purpose 

of the model is still firmly ensconced in the management and control of a situation. 

More contemporary models such as Leadbetter and Paterson’s (1995) CALM (Crisis, 

Aggression, Limitation and Management) model and Maier’s (1996) Talk Down, Talk 

Up model expand on Kaplan and Wheeler’s (1983) assault cycle. Both these models 

identify phase-specific interventions and link them to dominant emotions (anxiety, 

hostility, anger) within the trajectory. Leadbetter and Paterson (1995) and Maier (1996) 

both emphasise the importance of the response of the healthcare professional during the 

trigger phase of an incident, highlighting the effectiveness of good quality, timely de-

escalation techniques using non-confrontational, empathic approaches. As with Kaplan 

and Wheeler’s (1983) model, Leadbetter and Paterson (1995) and Maier (1996) both 

advocate appropriate responses to behaviour that challenges as the potential removal of 

the person, bystanders and/or possible weapons (e.g. furniture) to attempt to avoid 

escalation.  

The Six Core Strategies for Reducing Seclusion and Restraint Use (National Association 

of State Mental Health Program Directors (NASMHPD), 2006) were developed 

following extensive evidence-reviews and consultation with experts in the field of mental 

health. They provide a foundation upon which services can begin to drive change through 

a person-centred, preventative approach to seclusion and restraint reduction (Bunting et 
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al., 2019). They comprise a focus on leadership, the use of the evidence base to drive 

practice, investment in workforce development, the use of prevention tools and debriefing 

techniques and a view that patient has a ‘consumer’ role in the service (NASMHPD, 

2006). The evidence base indicates the positive impact of this person-centred approach 

for child and adult patients in a range of care settings (Huckshorn, 2014). These impacts 

include a reported reduction of physical restraint incidences across adult inpatient mental 

health services (Wale et al., 2011, Lewis et al., 2009), and, for child and adult patients in 

inpatient and residential mental health care services, a reduced length of stay 

(NASMHPD, 2012), reduced rehospitalisation incidences (LeBel, 2011; Paxton, 2009) 

and an increase in reported satisfaction of care (LeBel, 2011).  

Dix and Page (2008) propose a similar model to Turnbull et al. (1990) which posits three 

components to de-escalation in clinical practice; the ACT model (Assessment, 

Communication and Tactics) further illustrates how the focus begins to shift from the 

psychopathology of the patient towards the environment and/or situation. Dix and Page 

(2008) emphasise the importance of communication and identify that in the majority of 

inpatient incidents, the antecedents can be found within staff-patient interactions. The 

more contemporary models align in their emphasis to shift away from a reactive staff-

focussed predictive model to a more patient-centred proactive approach to the avoidance 

of an escalation of behaviour which is perceived as challenging. However, it is important 

to note that most models, despite a more person-centred approach, are still derived from 

and focused on an adult population and are unlikely to align well with children who are 

patients within mental healthcare services. 

Bowers et al. (2014) developed a more contemporary model – Safewards – which 

focussed on the environmental and social factors associated with an inpatient mental 

health setting. This removes the focus away from the individual and towards an ecological 

view of the situation. This includes features of the inpatient mental health setting which 

have the capacity to trigger or give rise to flashpoints leading to behaviour which can be 

perceived as challenging, such as verbal or physical aggression. This model emphasises 

how “technical mastery of a range of social and interpersonal skills… such as de-

escalation” is important to comfort individuals whose behaviours are becoming 

increasingly challenging (Bowers et al., 2014, p.502). The Safewards model portrays de-

escalation as a process focussed on making the situation safe (Bowers et al. 2014). Key 
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components include moving the person to a safe area, seeking clarification of the problem 

through effective communication and then finding a mutually agreeable solution.  

The Safewards model (Bowers et al., 2014) resonates with the findings of Dix and Page 

(2008) regarding the importance of communication during de-escalation. The Safewards 

model also resonates with a review by Berring et al. (2016), situated within adult 

provision, which identified de-escalation as a ‘stream of actions’ which includes creating 

a safe space, establishing ‘mutual relations’ and using creativity to resolve a situation. 

This further emphasises the importance of early intervention through appropriately timed 

communicative de-escalatory techniques. 

The terminology and focus of models published between 1983 and 2014 (Kaplan and 

Wheeler 1983; Turnbull et al., 1990; Leadbetter and Paterson, 1995; Maier, 1996; Berg 

et al., 2000; NASMHPD, 2006; Dix and Page, 2008; Bowers et al., 2014) are orientated 

towards the management of aggression and violence. The language used is dominated by 

terms such as ‘controlling, angry, aggressive individuals’ (Turnbull et al. 1990); 

‘punishment and revenge’ (Leadbetter and Paterson 1995) and ‘force patients to comply’ 

(Maier, 1996). There is, however, a notable shift over time from the dominant language 

of aggression and control towards a more proactive interpersonal and empathic exchange 

between adults as patients and healthcare professionals (NASMHPD, 2006; Dix and 

Page, 2008; Bowers et al., 2014). However, it is important to recognise that each of the 

models identified in this chapter are derived from an adult population. 

Kaplan and Wheeler’s (1983) trajectory of the assault process has informed many 

subsequent models. Most models depict a broadly similar trajectory even when they 

define different stages within the process. What all these subsequent models (Turnbull et 

al. 1990; Leadbetter and Paterson, 1995; Maier, 1996; Berg et al. 2000; Dix and Page, 

2008 and Bowers et al., 2014) have in common is a recognition of the importance of an 

individualised approach to early intervention of behaviours described and perceived as 

challenging. 

 

6.8 Summary 

This chapter has provided an overview of the key models and frameworks which continue 

to inform how behaviour that is perceived as challenging is recognised and responded to 
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within healthcare settings. Whilst it has been claimed that Kaplan and Wheeler’s (1983) 

assault cycle can be adapted to most settings, people who exhibit behaviour that 

challenges are not a homogenous group. Developmental, cognitive and age-related factors 

do not appear to be overtly considered within the models discussed. Therefore, it is 

proposed that applying an adult-centred model to a child population is inappropriate given 

the potential problems in meeting children’s individual needs. Adult-based models of how 

to recognise and respond to aggressive and violent behaviour do not always fit with the 

needs of children who are experiencing distress in mental health services. Findings from 

this research suggest that in the Gathering stage, children feel that de-escalation is a waste 

of time and that staff teams should intervene earlier. Children also talked about perceiving 

a lack of choices before experiencing the Thunderstorm of physical restraint, stemming 

from poor communication and misaligned child / staff agendas. During the Aftermath, 

most children were left with unanswered questions and felt a sense of disappointment 

and/or injustice. Sometimes the trajectory of the experience seemed misaligned, which 

had the potential to affect how and when children and staff teams enter the different stages 

of a physical restraint experience. To date there are no developed models to help 

understand or map the trajectory of behaviour that challenges within healthcare settings 

specifically linked to children and young people. 

The following chapter will present a child-centred model derived from children’s 

experiences of being physically restrained within an inpatient CAMHS setting, drawn 

directly from children’s experiences, voices and opinions. 
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Chapter 7 – Discussion 

7.1 Introduction 

This chapter will present and critically discuss a new model developed from the findings 

of this study. The Child-Centred Model of Experiencing Physical Restraint will be 

considered in the context of the current child and adult literature related to the use of 

physical restraint within mental health services. This chapter will also consider the 

application of this model in inpatient CAMHS. The three key stages of the child-centred 

model - the Gathering, the Thunderstorm and the Aftermath - will be discussed alongside 

contemporary established interventions such as de-escalation, post-incident debrief and 

ongoing post-incident support. Finally, recommendations will be made to help services 

meet the needs of children, to inform policy, to support clinical practice and to establish 

areas for future research. 

 

7.2 The Child-Centred Model of Experiencing Physical Restraint 

The Child-Centred Model of Experiencing Physical Restraint (Figure 3) illustrates the 

trajectory of physical restraint as described by children from their own experiences. The 

model presents new insight based on the children’s accounts and draws strongly on the 

metaphor of them feeling caught up in a thunderstorm.  

 

Figure 3: The Child-Centred Model of Experiencing Physical Restraint 

 

 

 

 

 

 

 

The child-centred model depicts how, in a physical restraint trajectory, both the Gathering 

and Aftermath stages cover a contextually longer period of time than is generally 
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discussed later in relation to Kaplan and Wheeler’s (1983) assault cycle, the adult-centred 

model which is still dominant in this area. 

The existence of early warning signs in the elongated Gathering stage were described by 

many of the children in the study, ‘you can feel it ages before it happens’. The recognition 

of these signs indicates the potential early opportunity for staff teams to attend to a child’s 

anxiety, distress or behaviour that challenges long before a situation gathers the 

momentum which traditionally culminates into physical restraint (the crisis or 

‘Thunderstorm’ stage).  

Similarly, the model emphasises how in the aftermath, many children described 

significant lingering psychological ‘debris’ following an experience of being physically 

restrained. Again, this model identifies how the time after the use of physical restraint is 

reported as lasting significantly longer than is indicated in other adult-centred models. 

The children described the prolonged impacts of physical restraint ‘even now nobody 

understands what I went through’ which left many feeling distressed and with 

unanswered questions. The Aftermath stage of the model indicates that, in many cases, 

there is a significantly slower return to what Kaplan and Wheeler (1983) refer to as a 

person’s ‘baseline’ behaviour.  

The differences between the dominant adult-centred model (Kaplan and Wheeler, 1983) 

and the new Child-Centred Model of Experiencing Physical Restraint can be seen below 

in Figure 4.  

 

 Figure 4: Comparative Trajectories of the Adult- and Child-Centred Models 

 
 

 

Gathering Aftermath Thunderstorm 

Child-Centred Experience Trajectory 
Assault Cycle Trajectory 

 

Trigger 

phase 

(A) 

 

 

Escalation 

phase (B) 

Crisis 

phase 

(C) 

 Possible 

additional 

assaults 

 

Recovery 

phase (D) 

 

  

Post-

crisis 

phase 

(E) 

Baseline 

behaviour 
Baseline 

behaviour 



 

189 
 

The following sections of this chapter will discuss each stage of The Child-Centred Model 

of Experiencing Physical Restraint: the Gathering stage, the Thunderstorm and the 

Aftermath. This discussion will focus on what the children described as being important 

to them, the implications for them of being physically restrained and the conclusions they 

arrived at based upon their experiences. Comparisons will be made with existing adult-

centred models and evidence. Finally, recommendations are presented in relation to what 

could be done to meet the needs of children facing similar distressing and potentially 

disruptive situations in the future. 

 

7.3 The Gathering Stage 

7.3.1 Introduction 

This section will discuss the children’s accounts of their experiences before they were 

physically restrained. The Gathering stage was described as often involving a drawn out 

period of time where tensions were manifested. The tensions existed between children 

experiencing an escalation in their distress and their descriptions of the support available 

to them at this critical time. To clearly position The Child-Centred Model of Experiencing 

Physical Restraint, it is important to understand what might be happening in the 

environment at the point at which the Gathering stage commences. This is significant 

because one of the central messages from the accounts of the children who participated 

in this study is about the need for more effective preventative approaches during the 

Gathering stage of a potential physical restraint incident ‘we’re already here because we 

have problems so try and talk instead to help us get better’. 

 

7.3.2 Pre-escalation 

Pre-escalation refers to the period of time before a person begins to experience heightened 

cognitive, physiological or affective responses to a stimulus in their environment (Healy 

et al., 2020). It is recognised that there has been a deficiency in training, particularly in 

emergency departments, which means that healthcare staff are ill-equipped to adequately 

adopt either de-escalation or pre-escalation preventative strategies (Stene et al., 2015). A 

number of key principles have been identified as fundamental to fostering a therapeutic 

and safe ‘pre-escalatory’ care environment for child and adult patients as well as for 

healthcare professionals (Duxbury and Jones, 2003). These key principles include 



 

190 
 

understanding a person’s behaviour, strengths and unique needs, treating a person with 

compassion, dignity and kindness, respecting a person’s human rights and supporting 

them to balance safety from harm with freedom of choice (DH, 2014). The important 

message is to not only adopt these principles in the face of an aggressive encounter, but 

to embed them in all communication between health professionals, child and adult 

patients and their families (Goodman et al., 2020). Children in this study reflected on their 

appreciation of feeling valued by staff who were kind, who spent time with them and who 

engaged with them even when physical restraint was not implemented ‘we talk to the staff 

even if we don’t get held but are not having a good time… it is very helpful and [she] 

listens to me even if I’m just talking rubbish’ 

The engagement between staff and patients can significantly influence the stability of the 

pre-escalation phase in the inpatient mental health environment (Marshall et al., 2019). 

However, barriers exist which can hinder the potential of fostering a pre-escalatory 

baseline (where de-escalation becomes more avoidable). Barriers include negative 

staff/patient relationships, inadequate staffing levels, few meaningful available activities, 

and a child’s perceived lack of privacy (Goodman et al., 2020). Maintaining boundaries, 

particularly in mental health settings, is important (Chester et al., 2017) and staff should 

be mindful of the power dynamics in their relationships, especially with child patients 

(Goodman et al., 2020). In inpatient settings, some child and adult patients engage in 

aggression to ‘push back’ as a means of relieving boredom (Marshall et al., 2019) or, as 

this research has exemplified, to warrant attention from staff ‘I was sitting here waiting 

for them to help me and they did nothing’.  

One implication for the health and social care professions is the need to recognise the 

potential for apparently routine interventions and/or interactions to trigger strong 

emotional responses from child or adult patients (Knight, 2015). The trauma-informed 

practice literature emphasises the ‘heightened state of alertness’ affecting people who 

have experienced past complex trauma (Carello and Butler, 2015). Battle Hound 

exemplified this when describing how staff switching off the lights in the evenings caused 

him distress. He linked this with ‘having to’ go to his bedroom and being on his own “I 

don’t like that… I don’t wanna go to my own room… they put some of the lights off so it’s 

darker but I don’t like that’.  



 

191 
 

Such triggers reflect the unique impact that particular words, sounds, odours, or actions 

may hold for any individual (Duros and Crowley, 2014) and present challenges to both 

children, as patients, and for healthcare staff. These barriers emphasise the importance of 

striving for and/or maintaining a healthy, positive pre-escalation phase and, given the 

multiple environmental and social challenges, the relative ease in which a situation might 

develop beyond pre-escalation. The culture of CAMHS provision would better meet the 

needs of children by shifting away from ‘response and reactivity’ (de-escalation) and 

towards ‘prevention, engagement and proactivity’ (pre-escalation) as a first-line approach 

to the management of behaviour which can be perceived as challenging. This is what the 

children who participated in this study identified that they needed ‘try and talk it through 

with me, use therapy and stuff… if you just restrain somebody then that’s a quick 

solution’. Staff should be able to focus on the prevention of the onset of aggression in an 

informed, structured and caring manner (Duxbury and Jones, 2003). Bowers et al. (2004) 

suggest that a focus on containment, rather than a therapeutic approach, is part of the 

problem of aggression and violence in clinical settings. 

In order to remain in a pre-escalatory phase, healthcare staff need to understand what the 

potential problems could be and address them before they arise, drawing on the 

philosophies underpinning trauma-informed care as well as the reduction of restrictive 

practices (Duxbury and Jones, 2003). Ultimately, although desired by the children in this 

study, remaining in a pre-escalation phase is not always achievable. The children 

perceived and described a sense of a gathering and building of negative energy within the 

environment and/or within themselves or others a long time before the physical element 

of being restrained occurred. The thunderstorm metaphor illustrates how the Gathering 

stage was exemplified by the accumulation and rising of escalating forces. These forces 

were driven by a sense of confusion and loss of control, with the children reporting that 

they felt as if they were not being listened to or had not been given time and space to 

think about or to understand what was happening to them. The following sections draw 

directly from accounts of children and outline the trajectory when an incident develops 

and conveys a situation beyond the pre-escalation phase of a physical restraint experience. 

Children described feeling as if staff had already decided to use physical restraint. Some 

children recalled previous experiences of being physically restrained which they 

described as making them behave in an oppositional manner when facing the prospect of 

being physically restrained again.  
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As mentioned above, the Gathering stage, as described by the children, aligns with the 

concept of a thunderstorm and the next sections will discuss this part of the model within 

the following sub sections:  

 Forecasting the Thunderstorm; 

 The Comforting Presence of Others; 

 Maintaining the Lines of Communication; and  

 Heading off the Thunderstorm.  

 

7.3.3 Forecasting the Thunderstorm 

Children described that during the early stages of a situation which had the potential to 

escalate, they sensed changes within the environment and that sometimes the staff team 

did not appear to be as acutely aware of these early warning signs as the children were. 

Kaplan and Wheeler (1983, p.341) state that during what they describe as the escalation 

phase:  

“…the staff must take purposeful action at the first observable sign of 

the change in normative behaviour” 

However, the authors concede that changes to normative behaviour may be difficult to 

recognise. Significantly, some of the children who reported efforts by the staff to 

intervene and/or de-escalate a developing situation in the early stages of their distress 

described these attempts as inflammatory or ineffective, rather than being de-escalatory, 

noting them to be ‘a waste of time’. What this study identifies is that how the staff teams 

respond to early warning signs is as important to children as when and if they notice the 

signs in the first place. 

This raises an important point as to whether the staff teams in this study could also sense 

the early changes in the needs of children and the potential for the situation to escalate. 

An escalating situation may increase slowly in intensity over a contextually long period 

of time without the staff recognising or acknowledging the very early warning signs. 

Allen (1999) identifies how staff teams act as ‘mediators’ for the children’s care and, as 

such, can attempt to understand the communicative function of a child’s behaviour. 

Where this understanding is successful, staff teams are more likely to intervene in an 

appropriate, person-centred and individualised way. However, as described by the 

children in this study, early indications of a potential physical restraint can happen the 
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day before a recorded incident suggesting staff teams may miss important early 

opportunities to initiate appropriate de-escalation techniques with children. More work is 

required to understand why this might be the case.  

Regardless of the duration of the Gathering stage, early recognition by staff teams of a 

child experiencing distress offers an opportunity for them to acknowledge and provide 

support in order to avoid the escalation of an incident. It is possible that even when staff 

teams respond at the first observable signs, a child’s previous experiences and / or lack 

of familiarity with the clinical environment means that they could be more vigilant and, 

therefore, more attuned to early warning signs. Staff teams potentially join the escalation 

trajectory later than the children. Children appear to be attuned to changes and where staff 

teams have not identified these shifts, an early de-escalatory opportunity may be missed. 

When staff teams do try to de-escalate, the situation could be further along the trajectory 

for the child. Therefore, the ‘early’ efforts to de-escalate could be misaligned with the 

appropriate response to a child’s level of distress and have the potential to become 

inflammatory for the children. 

Kaplan and Wheeler (1983, p.340) identified that “…most incidents follow a predictable 

pattern” in their study. However, more contemporary research suggests that although 

distress and behaviour that challenges is common, especially from children, young people 

and adults with intellectual disabilities or developmental disorders (Cervantes and 

Matson, 2015), it is not always predictable (National Collaborating Centre for Mental 

Health, 2015). This may explain why staff teams were reported by children as not always 

picking up on their early warning signs. Other contemporary research also shows that, 

although early indicators of distress may differ for individual children, there are some 

common precursors to behaviour that challenges, including restlessness, not listening and 

anger, which might lead to physical restraint (Faay et al. 2017). Irrespective of how subtle 

early warning signs may be, research shows that mental health professionals, including 

nurses, nursing assistants and security staff (Arnetz et al., 2015), both in inpatient and 

community settings, can be trained to recognise specific predictors which could lead to 

aggression and violence (Baby et al., 2018). Positive Behaviour Support has increasingly 

become an approach of choice to help manage behaviour that challenges in many settings 

(PBS Coalition UK, 2015) and is recommended as best practice within national policy 

statements (DH, 2014; Skills for Care, 2014; NHS Protect, 2013). PBS interventions aim 

to develop an understanding of how to support people who have behavioural needs in the 
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least restrictive manner (DH, 2014). The PBS framework identifies early warning signs 

that behaviour that challenges may occur (CBF, 2019). 

Despite the Gathering stage sometimes happening over a protracted period of time, 

children explained that unexpected and rapid escalation could occur in the moments 

immediately prior to physical restraint. This is somewhat at odds with the expectations 

inherent in the slow building linear pathway of Kaplan and Wheeler’s (1983) assault cycle 

(North West Integrated Workforce Unit, 2014), and practice recommendations. One such 

recommendation proposes how staff teams should engage in careful monitoring of slowly 

escalating scenarios (Hallett and Dickins, 2017), aligning well with the new Child-

Centred Model. However, this would be difficult to achieve if staff teams are not able to 

recognise the early signs that the children have identified. Indeed, much of the literature, 

which is predominantly from the perspective of the healthcare professional or adult (Perez 

and Murphy, 2021; CQC, 2016; DH, 2014), presents an incident involving physical 

restraint as the culmination of a slow build of general circumstances (Deveau and 

McDonnell, 2009; Breakwell, 1997), whereby physical restraint is used only as the last 

resort and as a reactive option (RRN, 2019; DH, 2019). Practice recommendations also 

suggest careful selection of de-escalation strategies and activities by staff, based on the 

needs of the individual, which are appropriate to the relevant stage of the assault cycle 

(Hallett and Dickins, 2017).  

A fundamental problem with these recommendations is that, despite the recognition that 

aggression rarely comes without warning, as well as the identification of a escalatory 

trajectory, healthcare professionals have historically and commonly described acts of 

violence as coming “with no forewarning” (Kaplan and Wheeler, 1983, p.340). Situations 

which culminate in the use of physical restraint may, therefore result from factors which 

are unknown to the staff teams responsible for the management of a child’s behaviour.  

This suggests that there are rich opportunities available within specialist environments, 

such as inpatient CAMHS units, for staff teams to enhance their level of care and 

purposefully ‘get to know’ the children as individuals. In doing so, staff teams could 

provide bespoke, tailored support so that early identification of an individual child’s early 

warning signs becomes more feasible, with the potential to reduce implementation of 

physical restraint.  
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What the children described as their experiences of the Gathering stage contradicts the 

findings of Bowers (2014) who suggests that, albeit from the perspective of staff teams, 

most incidents can appear to escalate quickly leaving little or no time for extensive 

assessment. This contradiction emphasises how existing practice recommendations do 

not reflect the needs either of the children or of CAMHS staff teams. Importantly, this 

may go some way to explaining why de-escalatory interventions are not always 

implemented early enough within the Gathering stage. 

There is misalignment between evidence-based practice recommendations and children’s 

accounts of practice related to de-escalation of behaviour that challenges. This presents 

an opportunity for the re-evaluation and enhancement of training in de-escalation for the 

care and support of children across health, social and educational settings. The Child-

Centred Model of Experiencing Physical Restraint highlights early opportunities during 

the Gathering stage of a situation for staff teams to have increased awareness of warning 

signs, and to employ low-level child-specific de-escalation techniques. Application of the 

model, derived from the children’s experiences, lies at the heart of facilitating knowledge, 

skills, understanding and insight for staff teams. This is particularly important in terms of 

a potentially contextually longer period of time in which to implement recommended de-

escalation strategies in the early stage of distress for a child. Not only would this serve to 

meet the needs of children, but it could potentially decrease the likelihood of a situation 

escalating to the point where physical restraint might be deemed necessary. 

 

7.3.4 The Comforting Presence of Others 

In the Gathering stage the children identified that the presence of other children, family 

members and staff was sometimes a source of comfort to them and this presence acted as 

a positive de-escalatory resource. Although people can be an unpredictable element in the 

environment, where staff teams are warm, receptive and seek understanding, the 

environment is more tolerable for children in CAMHS (National Quality Improvement 

Taskforce, 2020). Children explained that sometimes the removal of the people around 

them during escalation left them feeling unsupported and was potentially inflammatory, 

making the experience more difficult for them. This reported sense of loss resulting from 

the removal of the people the children talked of needing for support is at odds with what 

has been traditionally understood as being helpful in the escalatory stage of an incident.  
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Some earlier de-escalation guidelines (Maier, 1996; Leadbetter and Paterson, 1995; 

Kaplan and Wheeler, 1983), as well as Bowers’ (2014) more contemporary model, 

advocate approaches which involve the removal of bystanders to maintain privacy, 

protect dignity and provide a low-stimulus environment. However, the children’s 

accounts challenge this approach and reinforce how the decision to separate children from 

potential supporters during the Gathering stage must be carefully balanced against the 

emotional impact upon the child. Listening to the children when they talk about what they 

want or need when they are distressed is an important principle which aligns within NICE 

(2015b, p.49) guidelines, which state that: 

“…staff should not use physical restraint to remove contact with parents 

or carers or access to social interaction to force compliance…” which 

would be considered “…a punishment”.  

Children recognised that they were being taken or kept away from the people they 

considered to be supportive ‘others’ when they were distressed. However, none of the 

children in this study described feeling as though they had been punished. 

 

7.3.5 Maintaining the Lines of Communication 

Bell and Condren (2016) describe the use of a child-centred approach generally in 

healthcare settings as significantly reducing the likelihood of engaging in unhelpful 

communication between children and adults. Children often communicate their distress 

differently from adults, in more subtle and unpredictable ways. A key skill for staff teams 

is finding ways to communicate with children in a flexible, responsive manner, and this 

is particularly put to the test when responding to children who are distressed (Conn et al., 

2017). Effective de-escalators can listen carefully, be open, honest and supportive and be 

non-judgemental (Price and Baker, 2012). These are important communication skills and 

it has been previously identified that staff-patient interactions provide the antecedent to 

the majority of adult inpatient violence and aggression directed towards staff (Dix and 

Page, 2008). However, these important skills were not always described by children as 

being used by staff teams. 

Children cited numerous examples whereby they perceived that communication between 

themselves and the staff was ineffective during the Gathering stage. The children’s 

accounts highlighted that they did not feel listened to, and that communication from staff 
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often felt directive and/or instructive which made the situation feel worse for them. This 

emphasises the importance of how, during the Gathering stage, specifically for children, 

attributes identified by Price and Baker (2012), including a tailored approach, using non-

judgemental language and a calm tone may be helpful to de-escalate behaviour that is 

challenging.  

Some children in the study recalled experiences of positive communication with staff 

(being able to talk and feeling listened to) during the Gathering stage and this was reported 

as having been of value to them by helping them to manage their feelings. Others 

described feeling patronised or sensing a lack of concern from staff during the Gathering 

stage. They described feeling as though staff were adopting an authoritarian approach and 

delivering ultimatums to them. As perceived by the children, the communication styles 

of the staff appear to be at odds with what the literature describes as good practice (RRN, 

2019; DH, 2019; NICE, 2015). In particular, Doy et al. (2006) note that ultimatums should 

be avoided during de-escalation situations. This suggests that there may be benefits if 

staff teams engage in appropriate, child-specific training for de-escalation 

communication. 

In terms of mental health nursing, a lack of time and resources has been shown to 

influence the quality of communication between patients and staff (National 

Collaboration Centre for Mental Health, 2012). Children in this study perceived 

communication to be lacking in favour of the implementation of physical restraint as a 

quicker and easier option. One child questioned ‘why use strategies that take ages when 

you can just hold?’ Children emphasised that they want the staff to talk to them as an 

alternative to being physically restrained. However, the literature, albeit adult-centred, 

identifies that it remains unclear what type of communication is most effective in 

situations where physical restraint might be implemented (Lavelle et al., 2016). 

Therefore, more must be done to understand effective ways for staff teams to 

communicate with children during an incident involving physical restraint. 

 

7.3.6 Heading off the Thunderstorm 

Some children felt that staff could have done more to notice their situation or to help them 

during the Gathering stage. It has been noted in key national reports that many staff, 

through a lack of experience or training, do not understand children’s individual needs 
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and distress trajectory, particularly for those children with sensory needs (National 

Quality Improvement Taskforce, 2020). This situation could lead to children expressing 

their distress in ways that others find challenging, which can result in the implementation 

of physical restraint (CQC, 2020). 

As has been discussed throughout this section, the children’s accounts suggest that de-

escalation techniques need to be implemented by staff at the earliest possible opportunity. 

It is likely that any such interventions should be tailored individually to the child who is 

experiencing heightened emotions, potential distress and/or anger or anxiety and that 

children can experience the Gathering stage differently to adults. In order to head off the 

Thunderstorm – the next stage in the model - it is therefore likely to require specific child-

centred education and training in approaches to care for children with mental health needs 

admitted to inpatient CAMHS. 

It is widely understood that CAMHS providers should ensure that staff are trained in the 

management of violence and aggression (NICE, 2015b). This study offers evidence to 

reinforce the principle that:  

“…training programmes should be designed specifically for staff 

working with children and young people and should include the correct 

use of de-escalation techniques” (NICE, 2020, p.3).  

Most training in the prevention and management of aggression includes de-escalation 

techniques (Livingston et al., 2010). However, there are no best practice, evidence-based 

guidelines about how de-escalation techniques should be taught (Spencer et al., 2018). 

This is despite the evidence that, for adults, where correctly used, de-escalation reduces 

the use of physical restraint (Price et al. 2015). Therefore, examination of the nature of 

training of child-specific de-escalation skills, methods and techniques for staff teams 

working within CAMHS is urgently required.  

 

7.3.7 Summary of the Gathering Stage 

The feelings of children during the Gathering stage of a potential physical restraint 

incident are that some of the de-escalatory efforts by staff teams are a waste of time. 

Children felt not listened to, patronised, unsupported through being disconnected from 

peers, and that some of the actions of the staff when a situation was developing were 

inflammatory. As has been identified in health literature (Care Quality Commission 
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(CQC), 2017; DH, 2014), it is imperative that staff teams who work with children are 

experienced and knowledgeable enough to be able to de-escalate situations and work 

towards achieving the standards set out in the guidance (Restraint Reduction Network, 

2019; DH, 2015) to reduce the need for physical intervention in healthcare. Ideally, staff 

should be able to maintain an environment which sits within the pre-escalation phase 

(before a situation escalates into physical restraint). On this basis, it is reasonable to 

propose that staff teams working in CAMHS require a specific child-based model to help 

them to better understand the experience of being physically restrained from the 

perspective of children. 

 

7.4 The Thunderstorm 

7.4.1 Introduction 

This section will critically discuss the Thunderstorm stage as depicted in The Child-

Centred Model of Experiencing Physical Restraint (Figure 3), which broadly aligns to the 

‘crisis phase’ of Kaplan and Wheeler’s (1983) assault cycle. The Thunderstorm stage is 

the point at which physical restraint is implemented. The descriptions from the children 

reveal how being physically restrained felt for them and reveals that, from their 

perspective, the care that they received was not always perceived as good. This insight 

into the children’s feelings provides opportunity to examine what good quality care 

‘looked like’ from their perspective and what good quality care should encompass.  

The accounts of the suddenness and unpredictability of the use of physical restraint and 

the children’s reports of feeling physically and emotionally overwhelmed will be 

discussed. There will also be discussion of the potential impact of physical restraint on 

the environment for children.  

Children’s descriptions of the moments when they were physically restrained were 

characterised during the interviews by being less structured, more fractured, somewhat 

disorganised and often more confused than their descriptions of the other two stages. 

Several children described a sense of self-consciousness, exposure or embarrassment. 

Children in this study described feeling misunderstood, angry and frustrated at being 

physically restrained, aligning with the broader literature of what is already understood 

in this area related to both children and adults (Coyne and Scott, 2014; DH, 2014). 

Children also described their recollection of feeling ‘dragged off’, ‘pinned down’ and 
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‘marched’ to their room. When children who are admitted to a specialist mental health 

service report feeling like this, it can be difficult to justify that they have received the high 

quality of care they would expect to receive. 

The NHS is organised around a single definition of quality: “…care that is effective, safe 

and provides as positive an experience as possible” (National Quality Board, 2013, p.4). 

This simple, yet powerful definition arose out of the NHS Next Stage Review (DH, 2008) 

and is enshrined in legislation. Quality of care is undeniably connected to the competency 

and training of staff (RCP, 2015). The failures at Cawston Park (Norfolk Safeguarding 

Adults Board, 2021), Whorlton Hall (Murphy, 2020) and at Winterbourne View (Francis, 

2013) all provide stark reminders of the potential impact upon the lives of individuals 

when services fall short in their responsibility to deliver quality healthcare, particularly 

where care is focussed on vulnerable groups.  

It is important to recognise however that this child-centred model has been developed 

from the accounts of eight children and, whilst it felt to them that their care had fallen 

short of what would be considered as recommended practice, the exact circumstances of 

each incident cannot be known. This underscores the importance of listening to the voices 

of children to help understand what quality of care feels like from their perspective.  

The Thunderstorm stage focusses on the impact upon the children of the moments where 

physical restraint is implemented. This stage will be discussed within the following three 

sub sections: 

 Feeling Engulfed by the Thunderstorm; 

 Physical Restraint as a Traumatic Experience; and 

 Destruction of the Therapeutic Environment. 

Each of these sub sections is linked to the children’s experiences of suddenness, overload 

and confusion illustrative of the impact on children when they were physically restrained 

by staff teams. 

 

7.4.2 Feeling Engulfed by the Thunderstorm 

When the children were physically restrained they described feeling as if they were 

surrounded by noise, overwhelmed or overloaded. Children experienced physical 

restraint as being both physically and emotionally overwhelmed. Feelings of being 
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caught, grabbed or trapped and a continued sense of suddenness and unpredictability 

(both evidently continuing from within the Gathering stage) dominated the discussion for 

children. One child recounted that ‘they came around me like all over the place and then… 

the next thing you know I’m being held’. Prior to this study, there was very little evidence 

into children’s experiences of being physically restrained. Where research has shown that 

individuals (both adults and children) may experience physical restraint as if they are 

‘being jumped’ (Kumar et al., 2001), this is not specific to a CAMHS environment.  

What it feels like for children to be physically restrained should be part of training to 

support any staff teams involved in mental health care. This will help facilitate an 

understanding of the implications of the intervention and the staff teams’ role in physical 

restraint. The literature on mediator analysis (Allen, 1999) identifies that where staff 

members understand the function of behaviour (e.g. fear, anxiety, distress) the response 

is more likely to be person-centred, including spending more time addressing the function 

(e.g. making the person feel safe, acknowledging the need to ‘escape’, or gain 

stimulation). This principle must remain in place even where the use of physical restraint 

is considered necessary with children to manage behaviour that challenges. Research 

involving children and staff in a residential care setting has identified that staff teams 

must be trained to understand how to implement physical restraint in a way that minimises 

the child’s sense of unpredictability, urgency and suddenness (Steckley, 2005). This must 

be done in a way that continues to promote a safe and therapeutic environment (CQC, 

2020).  

As with the Gathering stage, during the Thunderstorm, attempts by staff teams to 

communicate with children while they were being physically restrained were often 

described by children as ineffective. The volume, words and even the mouths of the staff 

were all considered by children to be part of the physical restraint experience. Recognition 

of the role of the staff teams as mediators of the children’s care and support during the 

Thunderstorm is crucial. How the staff communicate with the children and respond to the 

situation is reported as being important to the child during their experience of being 

physically restrained. Courteous, kind and sincere communication between nurses and 

patients is essential for individualised care (O’Hagan et al., 2014; Kourkouta and 

Papathanasiou, 2014), particularly within mental health services (Furnes et al., 2018). 

Venes (2009) suggests that where communication is ineffective, it can overwhelm a child 

and contribute to a potential sensory overload. This aligns with the descriptions of 
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children of their confusion, anxiety and feelings of being overwhelmed whilst being 

physically restrained. 

 

7.4.3 Physical Restraint as a Traumatic Experience 

Physical restraint experiences were described by children as traumatic ‘the trauma of 

being held down’. Children referred to issues around being able to make sense of their 

traumatic experiences of being held or grabbed by staff. Their confusion was connected 

to strong emotional responses (e.g. fear) and the suddenness, unpredictability, surprise 

and/or perceived lack of warning before experiencing the thunderstorm of physical 

restraint. Such feelings have been associated with traumatic events in mental health 

services for children and young people (MIND, 2020a) as well as healthcare-induced 

childhood anxiety, either of which can develop into childhood trauma and cause 

significant mental health issues (Lerwick, 2016).  

The term ‘adverse childhood experiences’ (ACEs) is used to describe stressful 

experiences occurring during childhood that directly hurt a child or affect them through 

the environment in which they live (Bellis et al., 2016). ACEs can be linked to both 

physical and mental health problems in later life (Lerwick, 2016). Further, ACEs are 

recognised within healthcare as events causing chronic stress responses in the child’s 

immediate environment (Kelly-Irving et al., 2013).  

Exposure to both childhood trauma and ACEs predisposes children to subsequent anxiety 

(Yule et al., 2000) and changes in behaviour (McLaughlin and Lambert, 2017) and can 

negatively influence social integration (Hunt et al., 2017). Acknowledging these 

associations, the CQC (2020) identifies that physical restraint in mental health services 

can re-traumatise adults and children, particularly those with intellectual disabilities or 

autistic spectrum conditions, and can have a lasting impact on the person’s mental health. 

Collecting information about adverse experiences and associated risks with children is 

extremely difficult (Asmussen et al., 2020), therefore, much of what is known about the 

prevalence of ACEs is estimated. For example, it is estimated that ten percent of the 

population will have experienced four or more ACES before the age of eighteen. Research 

has found that the risk for negative outcomes increases with the number of ACEs (Sacks 

and Murphy, 2018), with major risk factors including violence and future mental illness. 

From a public health perspective, the focus, therefore, becomes the prevention of ACEs 



 

203 
 

(Hughes et al., 2017). In essence, children with high levels of exposure to adversity are 

more than four times as likely to develop a mental health issue by the time they reach 

adulthood than their peers (McLaughlin and Lambert, 2017).  

Through an admission for assessment or treatment to inpatient CAMHS, children will 

already be deemed to be experiencing complex mental health issues that go beyond being 

safely managed within their own home and in the community environment. Therefore, it 

is possible that they may have already been exposed to ACEs. From what the children 

described, the trauma they associated with physical restraint has the potential to 

perpetuate any previous ACEs that they may have experienced. This is an important point 

as children who are admitted to inpatient CAMHS already have mental health issues. If 

they are then subsequently exposed to what are, for them, a thunderstorm of traumatic 

experiences, their treatment has the potential to negatively affect their mental health. 

When a child is exposed to many traumatic experiences, this has the potential to 

negatively affect their development (Westby, 2018). Similarly, exposure to multiple 

ACEs is known to negatively impact the therapeutic value of care (Chartier et al., 2010). 

When an admission to inpatient CAMHS is perceived by a child as a traumatic experience 

as a result of being physically restrained, this conflicts with the quality of care 

expectations outlined in current children’s healthcare guidelines (RRN, 2019; NICE 

2015b). This misalignment illustrates some of the concerns raised by the Care Quality 

Commission (2017), who reviewed children’s mental health services and found that many 

children experiencing mental health problems don’t get the kind of care they deserve. One 

of the reasons for this was identified as complications within the system which prevent 

the provision of help and support. One approach to reducing such traumatic experiences 

and ACEs, specifically within inpatient CAMHS, is through the introduction of trauma-

informed care. 

Trauma-informed care is an important model of care when considering the causes and 

effects of adverse childhood experiences (Hopper et al., 2010). Various organisations 

propose varied definitions of trauma-informed care (Dawson et al., 2021). One of the 

consensus-based definitions describes trauma-informed care as: 
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“a strengths-based service delivery approach that is grounded in an 

understanding of and responsiveness to the impact of trauma, that 

emphasises physical, psychological and emotional safety for both 

providers and survivors, and that creates opportunities for survivors to 

rebuild a sense of control and empowerment” (Hopper et al., 2010, p.82). 

The approach is grounded in an understanding of, and responsiveness to, the potential 

impact of trauma on the person by emphasising physical, psychological, and emotional 

safety (Ranjbar and Erb, 2019). Trauma-informed care informs contemporary positive 

behaviour support and resilience training (Ayre and Krishnamoorthy, 2021) and is 

incorporated in contemporary UK training guidelines as a recommendation for healthcare 

curricula content (RRN, 2019; RCN, 2019). The uptake of such recommendations would 

positively impact future staff teams and services to help them to work towards meeting 

the needs of children. However, meeting the needs of children admitted to inpatient 

CAMHS requires focused work to explore how to embed the knowledge and 

understanding underpinning trauma-informed care for the prevention and management of 

ACEs into existing inpatient CAMHS provision. 

Some mental health services are starting to follow a trauma-informed care approach. Staff 

teams are trained and educated to follow specific principles and knowledge such as 

understanding of how trauma can affect people, and how mental health problems can 

sometimes be reactions to previous traumatic experiences (MIND, 2020a). This 

progressive approach to training has the potential to reduce the intensity of a 

‘thunderstorm’ for a child, or even to reduce the implementation of physical restraint. 

Adoption of trauma-informed care as a standard of practice in the professional training 

and education of staff teams is important.  The knowledge and understanding embedded 

within the approach would potentially reduce the exposure of children to ‘thunderstorms’. 

Successful application of trauma-informed care creates opportunities for children to 

rebuild a sense of lost control and empowerment (Ayre and Krishnamoorthy, 2021). 

Children in this study connected the trauma of being physically restrained during their 

current admission with that of previous experiences, both within healthcare and in 

education settings. It is possible, therefore, that in being physically restrained, a child can 

become re-traumatised from their past experiences. Irwin (2021) identifies how the main 

thrust of trauma-informed care is to facilitate healing, avoid re-traumatisation, and 

increase resilience as early in life as possible. Despite notable trauma-informed care 
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innovations, there remain gaps in the knowledge and understanding around childhood 

trauma, which, despite the subject area, still tends to be adult-centred (Irwin, 2021).  

Children in this study discussed experiencing fear, vulnerability, and/or a sense of loss of 

power or choice from the moment the thunderstorm, or physical restraint, had 

commenced. From what the children have described about their experiences of physical 

restraint, work needs to be done to understand if the implementation of physical restraint 

in inpatient CAMHS constitutes an adverse childhood experience and, therefore, may be 

contraindicated as an intervention for this vulnerable group. The literature shows that for 

adults, traumatic experiences are known to cause engagement in sense-making processes 

(Van de Ven, 2020). This study identifies that children experience a similar process of 

sense-making. This important connection between trauma, emotions and sense-making 

will be discussed in more detail in the Aftermath section.  

Foundation training for healthcare professionals working in CAMHS includes the causes 

of aggression, communication and non-confrontational practice (NICE, 2015). This level 

of training falls short of the more in-depth recommended components of CAMHS 

curricula identified by Morris et al. (2011). These components include recognition and 

understanding of psychosocial factors and knowledge and understanding of behavioural 

abnormalities.   

 

7.4.4 Disruption of the Therapeutic Relationship 

The trauma-informed approach discussed in the previous section is informed by the 

quality of the therapeutic relationship between the child or adult patient and the staff team. 

As a result of being physically restrained, children in this study described feeling 

disconnected from the staff teams who were caring for them. Despite being offered an 

opportunity to have a member of staff present to support them during interview, children 

universally chose to have a family member accompany them instead. Several children 

(Battle Hound, Nobody, Knuckles, Clive and Tik Tok) demonstrated exceptional recall 

when describing who was present during their physical restraint experience. All children 

attributed the ‘problem’ of being physically restrained to the collective workforce, rather 

than only the specific members of staff who were involved in the implementation of the 

intervention. This was particularly evident when Battle Hound, Knuckles and Tik Tok all 

asked for confirmation during interview that I was not a member of staff ‘wait… hang on 
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a minute… do you work here? [turns to parent] does he work here?’ The children were 

viewing staff teams as a united ‘other’ homogenous unit, which has the potential for 

physical restraint to generally undermine wider therapeutic relationships and foster a lack 

of trust between children as mental health patients and the collective staff teams charged 

with their care. 

It is essential that trusting relationships can be built between children and staff through 

openness, transparency and respect to redress, particularly for children, previous ‘power-

over’ relationships (Sweeney et al., 2018). The fundamental shift in providing support 

using a trauma-informed approach is to move from thinking ‘What is wrong with you?’ 

to considering ‘What happened to you?’ (Sweeney et al., 2018). An understanding of the 

person-centred multi-component PBS framework helps to provide the best support for 

people to live meaningful lives (BILD, 2014) whilst supporting behaviour that challenges 

(PBS Coalition UK, 2015). 

Where children and staff cannot form therapeutic relationships, treatment has been shown 

to be less effective and is perceived by the child as less caring (Care Quality Commission, 

2018). Ryan et al. (2021) recognise how the quality of the therapeutic relationship is a 

critical factor in the healthcare experiences of children and in their perceptions of the 

outcome of their care. Although not CAMHS-specific, Reeder and Morris (2018) 

emphasise that a caring and positive relationship is a central process in a collaborative, 

dynamic two-way relationship between the child and health professional. It is further 

acknowledged that qualities that are central to the work of mental health professionals are 

empathy and positive regard (Moudatsou et al., 2020). If physical restraint is a frequently 

used intervention, then as Duffy (2017) describes, developing and maintaining a 

therapeutic relationship with children may be extremely difficult, even for the 

experienced mental health professional. The disconnection from staff which children in 

this study have described would likely impact all of these fundamental elements of the 

therapeutic relationship. 

Children identified how physical restraint did not appear to be used only as a last resort, 

and that other interventions, such as therapies or talking, could be used prior to physical 

restraint - a view which mirrors professional guidance on the management of behaviour 

that challenges (RRN, 2019, DH, 2012b; 2018; NICE, 2015b; 2020). Children described 

a perceived absence of therapeutic interventions. A range of psychological interventions 
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are offered in CAMHs including cognitive behaviour therapy, dialectical behaviour 

therapy, interpersonal therapy and family therapy. Whilst all have been shown to be 

effective for some children with mental health problems, the evidence-base is far from 

comprehensive (McDougall, 2017). Contemporary behavioural interventions focus on 

changing known antecedents, removing triggers, teaching new skills and using 

reinforcement to shape behaviour that is non-challenging (National Collaborating Centre 

for Mental Health (UK), 2013). However, what the children described was a perception 

that staff teams either resorted to or relied upon physical restraint too readily to manage 

behaviours. Essentially, children described what they perceived as failure by the staff to 

adopt a therapeutic approach in favour of the ‘quick solution’ of physical restraint.  

Some of the children outlined how they felt that physical restraint was being used for too 

long. Being physically restrained too often or for too long negatively effects therapeutic 

relationships and impacts the quality of care (RRN, 2019; DH, 2014). Also, it is clear 

across guidelines within healthcare, education and the criminal justice system that 

physical restraint should only be implemented for the shortest time possible (Challenging 

Behaviour Foundation, 2019; DH, 2019; RRN, 2019; CQC, 2016; NICE, 2017b). With 

multiple guidelines in place indicating the circumstance in which physical restraint should 

be implemented, findings from this study suggest that further research is needed to 

understand the implementation of physical restraint in inpatient CAMHS.  

 

7.4.5 Summary of the Thunderstorm 

The children in this study consistently talked about how being physically restrained had 

made the situation feel ‘worse’ for them. Children perceived the experience of being 

physically restrained as traumatic and confusing. Therefore, there is a potential for an 

experience of physical restraint to become an adverse childhood experience. The 

guidelines indicate that staff teams must continue to attempt de-escalation throughout a 

physical intervention (NICE, 2015b) however the children felt that communication during 

the thunderstorm was not helpful for them. The Department of Health (2019) emphasise 

how the use of communication during a physical restraint needs to be carefully considered 

and fully understood by healthcare professionals. Without a detailed understanding of the 

nuanced approaches of trauma-informed care, the results for the child of being physically 

restrained in hospital can make their situation feel worse. Current models used to underpin 
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training may not adequately address the experiences of children to meet their needs. This 

could be a potential deficit and work needs to be done to further understand the potential 

impact this may have. 

 

7.5 The Aftermath 

7.5.1 Introduction 

This section on the Aftermath stage will discuss children’s accounts of their post-restraint 

experiences which included children’s process of sense-making, and their perceptions of 

how they are supported after being physically restrained. This section will also critically 

reflect on the appropriateness of using adult-based theory and models to underpin 

approaches for helping children to manage their distress and/or behaviour that challenges.  

This section builds upon some of the discussion in both the Gathering and Thunderstorm 

stages. Issues already identified by the children in both earlier stages, such as feeling not 

listened to, confused and overwhelmed, are still present and appear to linger long into the 

Aftermath stage if children do not feel they have been sufficiently supported. The 

Aftermath stage highlights the impact upon children of fear, anxiety and confusion as a 

result of being physically restrained. This section also discusses the important distinction 

between post-incident debrief and ongoing post-incident support.  

The Aftermath stage will be discussed within two sub sections: 

 Sifting through the Debris; and 

 Rebuilding: Post-Incident Debrief and Ongoing Support. 

Each of these sub sections have emerged as important themes from the children’s 

accounts of their experiences of being physically restrained. 

 

7.5.2 Sifting through the Debris 

In the Aftermath of a physical restraint experience, children described a lingering sense 

of confusion when they did not always fully understand the use of physical restraint in 

their care. These descriptions indicated that children described engaging in their own 

personal sense-making. Sense-making can be described as a process (or set of processes) 
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by which people give meaning to their experiences (Maitlis and Sonenshein, 2010; 

Maitlis et al., 2013). Brown et al. (2015, p.266) propose that:  

“…sense-making is a perspective, or concept, approach, lens or 

theory…about how people appropriate and enact their realities”.  

Sense making is, therefore, an important, yet complex personal endeavour which helps 

individuals to answer questions when unexpected or confusing events cause a breakdown 

of harmony (Maguire et al., 2011). To engage in the process of ‘everyday’ sense-making, 

it is recognised that children may need help (Fitzgerald and Palinscar, 2019). For those 

who have experienced a traumatic situation, especially where a child may need support 

with their mental health, this help may need to be enhanced. Children need to be made 

safe and given opportunities to make sense of their experiences (Jordan and Rees, 2020).  

In healthcare, this process is enhanced by the support of the professionals who can help 

children to develop a sense of perspective, particularly related to traumatic experiences 

(Menschner et al, 2016). Children talked about their need for more time and support from 

staff teams following an incident when they were physically restrained. Their accounts 

echo findings from other child healthcare research (CQC, 2020), where it is identified 

that children are not always given the time, space and support they need to be able to 

make sense of their situation. Although some children confirmed that they had been given 

the opportunity to talk to staff, the children described being largely left trying to 

understand what had happened to them on their own. Therefore, being physically 

restrained and not having formal support after the restraint has the potential to leave 

children sifting through the debris and trying to make sense of their own unanswered 

questions.  

Children who had experienced physical restraint described feeling ‘stressed’ after the 

incident for extended periods of time (hours, days, weeks). This finding challenges 

current models in which the stress response after physical restraint is expected to last for 

a shorter period of time and is linked explicitly to a physiological response to the 

experience. These models draw on evidence that when a person feels stressed or 

threatened, their body automatically releases hormones (cortisol and adrenaline) to 

prepare to respond to danger (Dhabhar, 2018). From this physiological perspective, it is 

widely agreed that following a crisis, such as an experience of being physically restrained, 

adrenaline released within the body remains active for at least ninety minutes. This 
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ninety-minute period is a key feature of Kaplan and Wheeler’s (1983) assault cycle. The 

authors link it to the time it takes to return from a trigger point (crisis) to baseline 

behaviours. 

Based upon what the children in this study describe as their experiences of being 

physically restrained, these findings challenge the application of a ninety-minute 

physiological principle for children being physically restrained. What the children 

describe about their experiences aligns with more contemporary studies (MIND, 2020b) 

which have shown that stress signals can continue long after a traumatic event has 

finished and the acute physiological response is over. Whilst the physiological response 

may have abated, the psychologic response can be long lived. This is an important point 

both for the children as individuals and from a public health perspective. Children who 

experience traumatic events exhibit more mental and physical health problems in both 

childhood and adulthood (Schaan et al., 2019).  

The children in this study appeared to be sifting through the debris and trying to make 

sense of their physical restraint experiences from months or even years in their past. It 

could therefore be proposed that the concept of a return to baseline behaviours after only 

ninety minutes for a child who has experienced physical restraint could be a problematic 

principle for inpatient CAMHS. More work is needed to examine when a child feels that 

they have made sense of being physically restrained in inpatient CAMHS and what 

returning to (approximate) ‘baseline’ behaviours following an incident looks like within 

this context.   

What the children said they wanted post-incident was good quality, caring 

communication from staff, both in terms of being able to talk to staff and being listened 

to. The facilitation of post-incident debrief and ongoing support would be a useful 

framework to help support children to make sense of being physically restrained.  

 

7.5.3 Rebuilding: Post-Incident Debrief and Ongoing Support 

Children discussed that, on occasion, they had been given an opportunity to talk about 

being physically restrained. Some described talking with staff as being beneficial as it 

helped them to understand their experience, whilst others declined the opportunity to talk 

to staff as they could not see the benefit, ‘I mean what’s the point?’ Some children felt 

that they had not been given any support. 
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After an incident of physical restraint, the Department of Health (2015) recommends that 

understanding a person’s needs should be a priority to help avoid future distress (although 

this guidance does not specifically consider children within healthcare settings). It is 

proposed that this understanding can be achieved through post-incident debrief and 

carefully planned ongoing post-incident support (Hammervold et al., 2019). However, 

the implementation of post-incident debrief is described as inconsistent (Larue et al., 

2013) and, due to the time, resources and the confidence of staff, limited to only ‘serious’ 

incidents, however, what constitutes ‘serious’ is entirely subjective (Burman, 2018) and 

led by the staff  rather than the patient.  

Studies have confirmed that individuals of any age can benefit from opportunities to 

debrief after a physical restraint (Goulet and Larue, 2016; Ling et al., 2015). Rippon et 

al. (2018) report that children and adults who have had lived experience of inpatient 

services, including physical restraint, recognise the importance of post-incident 

debriefing. Their study recruited former users of child inpatient services, who stressed the 

importance of staff being able to “…talk to the person and tell them why it [use of 

restraint] had happened” (Rippon et al., 2018, p.27). 

Research confirms how the correct use of post-incident debrief with adult patients can 

strengthen the “…bond of trust between patients and nurses…” (Goulet et al., 2018, 

p.216). More should be done to explore how to afford the same principle to child patients. 

Post-incident debrief is recognised as an effective specialised intervention in mental 

healthcare (Hammervold et al., 2019). The potential for post-incident debrief to restore 

the therapeutic relationship damaged through restrictive interventions is recognised (Ling 

et al., 2015). There is, however, a generalised lack of knowledge within some services of 

both the procedure and benefits of post-incident debrief (Goulet and Larue, 2016) and 

little evidence specifically related to the needs of children. There is also a lack of evidence 

relating to if the use of post-incident debrief reduces the implementation of subsequent 

physical restraint (Todres et al., 2009). Despite this, due to evidence associating physical 

restraint with trauma within adults (Ling et al., 2015), it is widely agreed that post-

incident debriefing is an important clinical intervention following a physical restraint 

incident in adult contexts (Needham and Sands, 2010). 

Children usually have fewer previous life experiences to draw from than adults 

(Ogundele, 2018). Thus, they require a specially focused and individualised approach to 
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post-incident debrief (Rady et al., 2009). The optimum time for post-incident debriefing, 

particularly with children, is very difficult to ascertain (Gustafsson and Salzmann-

Erikson, 2016) so the issue of ‘readiness’ becomes an important factor. Debrief that 

occurs too early has been described as violating an individual’s integrity, potentially 

contributing to further post-restraint stress (Todres et al., 2009). However, from the 

perspective of healthcare professionals in the study by Gustafsson and Salzmann-Erikson 

(2016), waiting too long to debrief following an incident can foster negative feelings such 

as fear and isolation through lack of support and understanding of the experience. 

Therefore, the implementation of a bespoke, child-centred approach to post-incident 

debrief following physical restraint of children is appropriate in inpatient CAMHS. 

Feelings of fear, lack of confidence and isolation are echoed in the accounts of some of 

the children in the study. Children identified these feelings as affecting their ability and/or 

willingness to talk about their experiences with staff teams after an incident. Therefore, 

addressing a child’s fears and low confidence of the staff teams and the care they receive 

through appropriate application of the debriefing process would appear to be a good first-

step to rebuilding trust within the therapeutic relationship that may be broken through 

implementation of the intervention. However, more work must be done to understand 

how being admitted to an artificial environment, such as inpatient CAMHS, can ‘shift’ 

the ‘baseline behaviours’ of children. The admission itself has the potential to be a 

traumatic experience for children irrespective of experiencing physical restraint. 

Children talked about thinking about and still making sense of a physical restraint 

experience for a long time. This indicates that a one-off post-incident debrief may not 

fully meet their needs. This study identifies that staff must understand the importance of 

establishing more long-term ongoing post-incident support with a post-incident debrief 

session being thought of differently and as only the first step of more comprehensive 

child-centred supportive intervention. Children in this study described feeling 

unsupported and confused following an experience of physical restraint. What separates 

post-incident debrief from ongoing post-incident support is an intermediary process 

referred to as post-incident review, which Goulet and Larue (2018, p.212) define as: 

“a complex intervention, taking place after an episode and targeting the 

patient and healthcare team to enhance the care experience and 

provide meaningful learning for the patient, staff, and organisation” 
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When a post-incident review is conducted in a way which meets a child’s needs, 

supportive interventions can be identified (DH, 2019) and the individual needs of the 

child (such as more support, space or time) can be met to help promote recovery through 

post-incident support (Hammervold, 2019).  

What this study highlights is the relatively slow decline in intensity of stress, distress 

and/or confusion for a child following an incident of physical restraint. Post-incident 

support must, therefore, account for, and aim to reduce, any lingering post-incident 

confusion. The fact that children have verbalised how they felt unsupported following 

their physical restraint experiences identifies that there is work to be done to consider the 

role of these three processes - post-incident debrief, post-incident review and post-

incident support - in contemporary education, training and clinical practice. There is the 

potential that the application of these processes could enable a child to be appropriately 

and therapeutically supported by staff teams following an incident.  

The Child-Centred Model of Experiencing Physical Restraint illustrates clearly what the 

children in this study describe as the Aftermath stage. The model shows that it is likely 

that a child does not, in fact, return to what Kaplan and Wheeler (1983) describe as their 

normal ‘baseline’ behaviours following a physical restraint. It might be more useful to 

meet the needs of children if consideration is made to the literature associated with ACEs 

indicating the potential for trauma symptoms such as hypervigilance following adverse 

experiences. The potential ‘heightening’ of a child’s baseline (for subsequent 

experiences) should not be overlooked in their return to ‘normal’ behaviours following 

an incident. 

This study identifies that the feeling of ‘understanding’ for children plays an important 

role in helping them to make sense of being physically restrained. In essence, based upon 

the findings from this study, children do not forget; they ‘collect’ their experiences, reflect 

on them and draw upon them during and after subsequent incidents. 

 

7.5.4 Summary of the Aftermath 

As with both the Gathering and Thunderstorm stages, children described situations in the 

Aftermath stage which they perceived to be negative, unsupportive, confusing and 

stressful. Children gave detailed examples where they felt that staff teams were not caring 

towards them, did not demonstrate a positive attitude or were not open-minded. The 
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Department of Health (2012; 2005) have set standards based on what children have said 

they wanted to experience from mental health professionals working within CAMHS, 

which include staff teams who are positive, relaxed, open-minded, unprejudiced and 

trustworthy. There appears to be some misalignment between children’s reported 

experiences and these standards. 

This chapter has discussed The Child-Centred Model of Experiencing Physical Restraint, 

derived from the children’s accounts, in the context of the current literature. The Model 

has been discussed in accordance with its three stages: the Gathering stage, the 

Thunderstorm and the Aftermath. The following chapter presents the conclusion of this 

thesis.  
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Chapter 8 – Conclusion 

8.1 Introduction 

This concluding chapter is presented as four sections I which I identify my original 

contributions to new knowledge derived from this research. I also outline the strengths, 

limitations and the commitment to rigour associated with the study and present key 

recommendations which have emerged through listening attentively to the children’s 

accounts of their experiences. Finally, I present my own concluding remarks. 

 

8.2 Original Contributions to New Knowledge 

The Child-Centred Model of Experiencing Physical Restraint is the culmination of all the 

contributions from this study. Use of this child-centred model in contemporary healthcare 

behaviour management and training should equip staff teams with a detailed 

understanding of the experience of being physically restrained from a child’s perspective.  

A major contribution of new knowledge related to children’s experiences of being 

physically restrained and how, for children, this experience occurs over a substantially 

longer period of time than the current adult-based model suggests. Both the Gathering 

stage and the Aftermath stage can exist over a much longer period of time than staff teams 

might recognise.  This new knowledge led to the creation of the Child-Centred Model of 

Experiencing Physical Restraint. 

This study contributes new knowledge by adding the under-represented voice of children 

and young people to the current evidence base of experiences of physical restraint in 

mental health services. The research contributes new knowledge through the successful 

development and implementation of innovative research methods which enabled 

meaningful engagement, using interpretative phenomenological analysis, with children 

in inpatient CAMHS. 

The literature review identified the significant gap in the evidence linked to the effect of 

physical restraint on children and young people within a CAMHS setting. The published 

review was downloaded and viewed close to 5000 times at the time of submission of this 

thesis emphasising the importance of, and interest in, the subject area. The study identifies 

that how staff teams respond to early warning signs of a potential physical restraint 

incident is as important to children as when and if the staff teams notice the signs in the 
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first place. These findings offer a clearer understanding of the impact of physical restraint 

on children and ask the question ‘does the physical restraint of children in inpatient 

CAMHS constitute an adverse childhood experience?’  

Other gaps in the knowledge have also been identified; insight emerging from this study 

identifies how the process of clinical debrief following a physical restraint incident in 

inpatient CAMHS is staff-focussed, rather than patient- or child-centred. Despite its 

importance in the recovery and support process, whatever ‘debrief’ was used, it was not 

perceived as beneficial for the children in this study. 

The following section will identify the strengths and limitations associated with this 

study, as well as the commitment to rigour underpinning the design and implementation 

of the research process. 

 

8.3 Strengths, Limitations and Rigour 

8.3.1 Introduction 

Qualitative research is subject to thorough consideration of quality (Gauntlett et al., 

2017). In this section I will explore the strengths and limitations of this research and I 

turn to the four key characteristics identified by Yardley (2000) of ‘sensitivity to context’, 

‘commitment to rigour’, ‘transparency and coherence’ and ‘impact and importance’. 

These criteria for the assessment of quality are often discussed in the context of IPA 

research (Smith et al., 2009) as there needs to be evidence that any analysis stays faithful 

to the data itself (Yardley 2000). Smith et al. (2009) advise considering these 

characteristics for assessing IPA research rather than using a checklist approach, which 

can oversimplify some of the more distinct aspects of IPA. The centrality of researcher 

subjectivity in IPA means that traditional evaluation criteria such as representative 

samples and statistical analyses are not appropriate (Touroni and Coyle, 2002). Yardley 

(2000) argues that ‘reliability’ may be an inappropriate criterion against which to measure 

qualitative research if the purpose of the research is to offer just one of many possible 

interpretations. In the context of IPA research, the aim of validity checks is to not to 

prescribe “the singular true account”, but rather to ensure the credibility of the final 

account (Smith et al., 1999, p.69). I believe how I have attended to these four areas in the 

implementation of this study demonstrates the strength of this research and highlights any 

potential limitations. 
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8.3.2 Sensitivity to Context: strengths and limitations 

Yardley (2000) outlines how sensitivity to context can be demonstrated through my 

awareness and familiarity with the literature, more specifically, the literature associated 

with the adopted methods of the study, as well as my familiarity with similar empirical 

evidence in the subject area. As someone who has worked in inpatient CAMHS as a nurse, 

it has been important for me to embrace my positionality within this study. Adopting IPA 

as a methodology for this study was a strength as it allowed me to embrace my previous 

experiences of inpatient CAMHS rather than attempt to bracket them off during analysis. 

A strength of this study is the comprehensive systematic literature review comprising 

Chapter 2 and in the provision of contextual information related to similar IPA studies in 

Chapters 3 and 4. The subject area of physical restraint in health care has been examined 

in detail as well as the adoption of IPA as a methodology for examining lived experiences.  

Whilst there is no evidence of the use of IPA to explore the experiences of children of 

being physically restrained in mental health care, sensitivity to the context of this research 

provided the rationale for design and implementation of this study and can be seen as a 

strength. An indicator of the quality of the systematic literature review is that it was 

published online in 2020, and then as a hard copy journal article in 2021, and its metrics 

(as of November 2021) show close to 5000 views and downloads. Findings from the 

systematic literature review helped inform the development of the research question and 

aims, as well as guiding thinking behind the study approach. The detail presented in 

Chapter 3 about IPA as a research methodology has provided context for the methodology 

of this study, particularly as the research involved children as participants.   

The rationale presented in Chapters 3 and 4 indicates the provision of ‘considerable’ 

literature, which Smith et al. (2009) acknowledge helps to position the findings of an IPA 

study with any previous research. As indicated within the background (Chapter 1) and 

literature review (Chapter 2), little was known about the experiences of children being 

physically restrained in CAMHS. Therefore, the findings from this study, which present 

the voices of children has addressed an important gap in the literature and can be seen as 

a strength. 

Protective processes, particularly relevant for involving children in qualitative research, 

were identified from within the published literature. Where appropriate, they were built 

into the research process to protect both the children and myself as the researcher. I 
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ensured that children were given a safe space to discuss their true views. I spent time 

helping children to understand the limitations about confidentiality. I designed the study 

so that children would be able to take comfort and support from their parents during 

interviews. A specific reporting process (Appendix 16) was established for safeguarding 

children in the event of any reported poor practice. Children had a choice to change their 

mind about participation at any point. Children were able to stop or pause an interview 

without needing to give me a reason. They also had the option to withdraw from the study 

up to five days after their participation. Whilst these processes strengthened the study, 

there was a risk that children would choose to withdraw. However, no children chose to 

withdraw from this study at any point and, whilst some children described stressful and 

distressing situations, there were no indicators of safeguarding concerns or practice which 

I felt needed to be reported. 

This study recruited eight children for interviews, which has the potential to be a 

limitation in terms of sample size, particularly as the study was originally designed to 

recruit up to twenty children. However, any potential limitations with the sample size 

were overcome by the depth of the data generated by the selected method and small 

sample sizes are indicated in IPA methodology. With a small sample size, withdrawal 

from the study had the potential to significantly impact the quality of the findings. 

However, the interviews were carefully designed through PPI to facilitate a child-centred 

approach and none of the protective processes were required for the children who took 

part. The quality and content of the accounts of the children described in each interview 

challenge the notion that children may not be able to provide descriptions of their 

experiences in enough detail for IPA (Smith and Osborn, 2008). Every account offered 

unique and novel information which added to the richness and quality of data for the 

study. This emphasises the importance of PPI in driving the study design to meet the 

needs of both the children as participants and myself as the researcher. A strength of the 

study lies in the quality of data generated by the interviews with the children.  

During data collection, sensitivity to the participant is regarded as important to make them 

feel comfortable, with careful management of any perceived imbalances of power (Smith 

et al., 2009). The depth of discussion within the interviews was a strength of the study 

and unquestionably sufficient for the distinct data analysis process within IPA studies. 

Meaningful and powerful insights emerged from within the accounts of the children who 
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described their experiences of being physically restrained; these insights reflect the 

strength of the method and analytical process. 

Adopting the double hermeneutic approach promoted in IPA research enabled me to try 

and synthesise the sense-making of the children describing their experiences; this 

approach can be seen as a strength of the study. I demonstrated my commitment to remain 

sensitive to the engagement of the children by confirming to them that their accounts of 

their experiences were valued. The adoption of IPA as a methodology for this study 

provided new insight into the topic of physical restraint of children in inpatient CAMHS, 

challenging established views with the potential to influence practice. 

A further strength of this study was the use of verbatim quotes that closely support 

interpretations within the findings in Chapter 5. The strength of qualitative study, and in 

particular IPA research, can be determined when the use of verbatim quotes allows the 

individuals’ voices to be heard and provides enough detail for the reader to make their 

own assessment and interpretation of the data (Smith et al., 2009). 

The findings from this study may have been enhanced by carrying out member checking, 

which would have allowed children to provide comments on transcripts and themes 

emerging from the data analysis. This would have helped to assess the accuracy and 

validate the findings in relation to their described lived experiences (Birt et al., 2016). 

Although choosing not to adopt member checking could be seen as a limitation, I decided 

against this for child-centred reasons; I wanted the children’s commitment of time and 

energy through participation in this study to be minimal. I was cognisant that the children 

were preparing to be discharged from inpatient CAMHS and I wanted them to be able to 

‘leave their experiences behind them’ when they left the service. Member checking would 

have created an ongoing relationship with the child and the study which might have 

impacted their recovery post-admission. Therefore, the potential additional pressures that 

member checking would have added was not considered plausible for children who 

participated in this study.  

I also considered a methodological reason for not using member checking. IPA cautions 

strongly against member checking (Smith et al. 2009), which some feel undermines the 

quality of results it can produce. Some researchers suggest that participants reflecting 

upon their interview and changing their views could impact upon the quality of the data 
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collected (Morse, 2018). I do not think that the quality of the study has been limited by 

not engaging in member checking. 

 

8.3.3 Commitment to Rigour: strengths and limitations 

The second aspect to be considered in relation to the strength of research is commitment 

to rigour. Yardley (2000) suggests that this commitment is evidenced via the in-depth 

immersion with the research process and subject area. She notes that it is particularly 

beneficial if the researcher can draw upon their own experiences throughout the process. 

I propose that my deep interest derived from my previous professional experiences of the 

implementation of physical restraint of children in CAMHS was a major strength of this 

study. My experiences ignited my significant interest in the topic. My passion for 

uncovering new knowledge around this topic drove both the research question and kept 

me engaged and motivated throughout the entire study. During my PhD journey I have 

participated in numerous academic and research training sessions to enhance my research 

capabilities (Appendices 21, 22 & 23).  

Rigour relates to how thoroughly a study has been conducted (Smith et al, 2009). There 

is a strong audit trail of peer reviews that have contributed to the rigour of the study. This 

research has been reviewed by both the Edge Hill University ethics committee and the 

Health Research Authority in terms of being ethically robust. As part of a PhD, every 

element of this study has been scrutinised by an experienced and dedicated supervisory 

team. A further advantage was the peer validation of the findings with the supervisory 

team. The academic agreement of the codes, themes and quotations used within each 

subordinate and superordinate theme has reduced the potential for any bias and 

strengthened the findings. Yardley’s (2000) guide to rigour is related to the ability of the 

data to tell the full story and is not dependent upon sample size. Whilst I am limited in 

terms of not being able to offer any generalisability of findings through my adoption of 

IPA as the methodology, what this study offers are the individual lived experiences of 

children who have experienced being physically restrained in CAMHS. These lived 

experiences constitute a strong IPA study. The potential impact of this information is 

outlined in the recommendation. 

Smith et al. (2009) note that it is understood that all the quotes in relation to a theme 

cannot be used within IPA research, but that the sample should be equally drawn upon. 
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Therefore, it was a priority to ensure that the individual perceptions and views of each 

child were heard within the study. This was achieved by making sure each participant 

was fairly represented within the narrative; this is a strength of this study. 

 

8.3.4 Transparency and Coherence: strengths and limitations 

The third principle detailed by Yardley (2000) encompasses transparency and coherence. 

Transparency relates to the comprehensiveness of the documentation of the research 

process (Smith et al., 2009), whereupon someone could replicate the research if they 

wished to do so (Yardley, 2000). Research needs to be accessible and transparent in order 

to face critical interrogation by peers (Smith et al., 2009). I believe I have been explicit 

in providing a detailed account within the thesis of the data collection, data analysis and 

other processes and decisions.  

All interviews were conducted in accordance with the study design and I personally 

transcribed each interview. The transcription was an extremely lengthy and involved 

process and I took great care to ensure accuracy. For example, one interview which lasted 

forty-five minutes took two working days to fully transcribe and check for accuracy. An 

advantage of this lengthy process was that I was able to immerse myself within the audio 

and text during the transcription process. I was able to ‘get to know’ the data well, which 

reflects the thorough approach taken during the interview process.  

Within IPA research it is suggested that this transparency is reinforced through the 

presentation of all study documentation as well as the use of tables within the text for ease 

of understanding (Smith et al., 2009). I have adopted this approach by presenting tables 

to summarise key information throughout this thesis. Specifically, tables have proved 

useful within the systematic literature review (Chapter 2), the methodology (Chapter 3), 

the findings (Chapter 5), the pre-discussion (Chapter 6) and the discussion (Chapter 7). 

The step-by-step process of the distinct IPA data analysis, detailed in Chapter 3, was 

enhanced through tables to explicitly demonstrate the analytical direction of the study 

(Chapter 3), including details of how the subordinate and superordinate themes were 

developed. The level of detail within this thesis is an indication of the strength of this 

study. 

Further clarity has been achieved by presenting all participant information 

documentation, including participant information sheets and assent and consent forms 
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(Appendices 6, 7, 8, 9 & 10). The semi-structured interview topic guide was outlined in 

Chapter 3 to provide an understanding of the questions derived from the PPI process that 

were asked of children during the interviews. My aim has been to ensure that every aspect 

of this research has been as transparent as possible. 

Coherence is assessed by the suitability of the research question in relation to the 

methodological approach adopted (Yardley, 2000). Within IPA research, Smith et al. 

(2009) suggest that the reader is often best positioned to judge this. Therefore, I have 

attempted to place myself in the position of the reader whilst writing this thesis. I want 

this thesis to be robust and academic but uncomplicated and accessible to anyone who 

wishes to read it. As IPA focuses upon the experiences of the individual children, I felt it 

was particularly important to include quotes as the titles of the themes. In this way, I 

believe the reader will be able to effortlessly ‘hear’ the voices of the children within the 

findings; the clarity of the children’s voices within my research is a strength.   

The drafting and re-drafting of the findings section to reveal discrepancies or novel 

findings within the data was enhanced by my regular meetings with my supervisory team. 

We discussed the suitability of each theme, how it was positioned, and the information 

included within it. The supervisory team were also involved in the generation of the 

subordinate and superordinate themes. Naturally, they also provided myriad helpful and 

welcomed comments in the draft chapters of the thesis and as a whole. This ensured that 

clarity was maintained throughout. This close attention to detail and the iterative approach 

adopted is a strength of this study. 

 

8.3.5 Impact and importance: strengths and limitations 

The last characteristic Yardley (2000) proposes is that of impact and importance. It is 

argued that the impact that the findings of the research have is often the most important 

component and what others judge the research on (Smith et al., 2009). The impact and 

necessity of the research can be questioned through assessing the aims and findings, and 

this can often only be determined by the community to whom the findings are applicable 

(Yardley, 2000). Impact and importance are discussed within the recommendations from 

this study and are detailed in the next section, where I consider what the implications 

from my research are for clinical practice and for future research. Recommendations have 

also been provided directly from the children who participated in the study. A strength of 
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the recommendations from this study is that, after in-depth, lengthy immersion within the 

accounts of the children’s individual experiences, it was possible to focus on some 

centralised recurrent themes. 

Building upon earlier presentations in conferences and symposia (Appendix 24), the 

systematic literature review (Chapter 2) has been published in a peer-reviewed journal. 

My goal is to build upon the strengths of this study and continue to disseminate my 

findings post PhD. Although I cannot know the impact of this research, I have plans to 

disseminate the work both as academic papers, presentations and discussions with key 

stakeholders and child-friendly reports. 

Yardley (2000) outlines that qualitative research often has the potential to present unique 

findings which provide insight and understanding to a subject. The use of the metaphor 

of a thunderstorm to describe and base the model of children’s experiences of being 

physically restrained would have seemed unfathomable to me at the outset of my PhD 

journey. However, this exciting and powerful metaphor, derived directly from the account 

of children, is a huge strength of this study and offers clear, strong and potentially 

memorable ‘messages’ for the training and education of future professionals. Such 

messages have the potential to drive home an appreciation of the experiences of children.  

Through the recommendations provided in the next section, I hope that an increased 

understanding and knowledge of the experiences of children restrained in inpatient 

CAMHS will have a positive impact upon future children as patients and clinical practice.  

I believe that the depth of individual experiences discussed by the children within this 

research could not have been gained by using a different approach to IPA. Therefore, I 

believe that a strength of this study is that it achieved what it set out to accomplish and 

has added to the very limited knowledge base surrounding our understanding of how 

children experience physical restraint in inpatient CAMHS.  

This study emphasises the importance of listening to the voices of children to understand 

their experiences of the healthcare they receive. The CQC (2018) advocate involving 

children and young people in monitoring quality of care as this process has made it easier 

for some services to identify ways to maintain and improve care. However, within this 

report, the CQC identify that there is little evidence that feedback from any patients 

(children or adults) is collected with any degree of consistency. A core strength of this 

study is that it has listened to and represents the voices of children. 
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In my justification of how I believe I have met the criteria outlined by Yardley (2000) to 

demonstrate validity of a research study, I invite the reader to arrive at their own 

conclusion as to the commitment of rigour embedded within my study. The following 

section will outline the recommendations derived from this research. 

 

8.4 Recommendations 

8.4.1 Introduction 

Recommendations from this study are drawn from the voices of the children who 

participated in the study and based on the evidence presented in the discussion. Children 

were able to identify, through their own recommendations, what they felt they needed 

from the staff teams caring for them. Children suggested that staff should find a way to 

allow them to listen to what is being said and to make children feel understood. Children 

wanted staff to talk to them, to listen to them, to spend time with them and, in some 

situations, to give them more space. In short, children wanted staff to help them to remain 

in a pre-escalatory phase. Meeting these needs should be achievable given that none are 

particularly complex in nature. Arguably, all could be met by mental health professionals 

drawing upon the key capabilities, knowledge and skills taught before registration is 

achieved. These key capabilities, identified by Hadland and Ehresmann (2017), include 

the ability to work flexibly, in a recovery-oriented way to build meaningful relationships 

and communicate clearly.  

The following section is structured according to two areas: 

 Recommendations for clinical practice; and 

 Recommendations for further research. 

 

8.4.2 Recommendations for clinical practice 

The current adult-based model used to underpin the training and education of the 

management of behaviour that challenges in healthcare is dated and does not adequately 

reflect the experiences or needs of children in this study. The Child-Centred Model of 

Experiencing Physical Restraint could open up conversations about whether the dominant 

models reflect the experiences of children within CAMHS settings. 
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Staff should be given the appropriate training in order to meet these communicative needs 

of the children admitted to inpatient CAMHS. Children in this study described many 

examples of instances where communication from staff teams did not meet their needs. 

The new child-centred model could be considered for use within inpatient CAMHS 

settings and for training purposes. 

Healthcare professionals, particularly those working within CAMHS, should be 

sufficiently trained to understand the impact that physical restraint can have on a child. A 

clear recommendation for practice is to increase the knowledge and understanding of staff 

teams around the use of physical restraint as a way of managing behaviour that challenges.   

One of the key messages from the accounts of the children who participated in this study 

is about the need for more effective preventative approaches in respect of behaviour that 

challenges. The ethos of an inpatient CAMHS ward should be around proactive, 

preventative measures and minimisation rather than about managing a gathering situation. 

Whilst de-escalation is cited as the first-line approach to behaviour that challenges, the 

use of this terminology needs to be better understood in the context of ‘pre-escalation’, 

which would arguably more appropriately meet the needs of both child and adult patients 

as a first-line approach when striving to maintain a therapeutic healthcare environment. 

CAMHS providers should evaluate their de-escalation and post-incident debrief 

processes to understand what purpose they serve in terms of supporting a child who is 

facing or has experienced physical restraint. Training of staff teams in debriefing 

techniques, alongside an in-depth understanding of what it means to provide ongoing 

post-incident support, should include the important principle that a child’s response to 

traumatic incidents, such as physical restraint, will be different to adults and will require 

a specific child-centred model of care.  

 

8.4.3 Recommendations for further research 

From what the children have described about their emotional and sometimes traumatic 

experiences of physical restraint, research needs to be conducted as a matter of priority to 

understand if the implementation of physical restraint in inpatient CAMHS constitutes an 

adverse childhood experience. Regardless of whether it is found to be an adverse 

childhood experience, the additional evidence generated would help inform policy and 

practice regarding the implementation of physical restraint within inpatient CAMHS. 
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A further recommendation would be to gain insights from a larger number of children 

within CAMHS to explore their experiences and to determine if The Child-Centred Model 

remains a useful explanatory model. An outcome of this could be further research into 

investigating the transferability of The Child-Centred Model for the use with children in 

other settings (e.g. children’s healthcare, education, residential care, the criminal justice 

system). 

In order to identify exactly what it means to provide a proactive, preventative approach, 

where the therapeutic milieu remains firmly within a pre-escalatory phase, more work 

must be done to understand the organisational culture towards a trauma-informed 

approach, the relationships between staff and patients, and related staff behaviours. 

Further research is warranted to better understand how staff can identify the start of the 

Gathering stage of a potential physical restraint incident. 

Findings from this study suggest that more should be done to understand what the 

‘reasonable use’ of physical restraint looks like by asking children who have experienced 

the intervention as an inpatient in CAMHS.  

The process of clinical debrief appears to be staff-focussed, rather than patient- or child-

centred. Further research related to a child’s ability to reflect and make sense of their 

experience is required to support the delivery of an appropriate, timely and therapeutic 

child-centred debrief process. Areas of focus could include: 

 An understanding of when a child feels that they have made sense of being 

physically restrained in inpatient CAMHS and when they perceive they have 

returned to their ‘baseline’ behaviours.  

 An understanding of what child-centred post-incident debrief and ongoing support 

‘looks like’. This could be achieved by asking children ‘what would help?’ and 

listening to what they say  

A question to be asked in further research is ‘Do physical restraint experiences become 

cumulative for children?’ The frequency and severity of physical restraint experiences (or 

exposure) with a larger group of children in CAMHS could be analysed to assess for 

relationships between cumulative experiences and clinical outcome variables. 
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There should be a specific focus on identifying areas for improvement related to the above 

recommendations which could be addressed through continued professional 

development. The above recommendations do not constitute an exhaustive list, rather 

they represent areas of focus from the main findings and are suggested to support 

increasing understanding and awareness, ensuring the child’s voice and experience are 

acknowledged and taken into account, challenging current practice, and challenging the 

use of dominant adult-centred models with children in healthcare.  

 

8.5 Conclusion 

This study shows that there are some elements of current practice regarding the 

implementation of physical restraint within inpatient CAMHS which children describe as 

not meeting their needs. This requires further investigation to consider the effects of the 

intervention in meeting the needs of children. The findings from this study provide 

important insight into children’s experiences of being physically restrained within 

inpatient CAMHS. The Child-Centred Model of Experiencing Physical Restraint was 

developed from children’s experiences and accounts and has been presented as an 

appropriate model to begin to understand responses to behaviour that challenges in 

contemporary children’s mental health services.  

Children, during the Gathering stage of a potential physical restraint incident, report that 

some of the traditional de-escalatory efforts by staff fall short of effective care and were 

not valued by children in this study. Children felt not listened to, patronised and 

unsupported, with some of the actions of the staff when a situation was developing being 

perceived as inflammatory. It is imperative that staff teams who work with children in 

CAMHS settings are experienced and knowledgeable about the needs of children to 

enable them to maintain a pre-escalatory environment. Where this is not possible, staff 

must be suitably trained to be able to de-escalate situations and work towards a reduction 

of physical interventions, such as physical restraint.  

The children in this study consistently made reference to how being physically restrained 

had made the situation feel ‘worse’ for them. Children talked about staff teams in the 

context of being a united ‘other’ homogenous unit and, therefore, collectively part of the 

‘problem’ of physical restraint. This resulted in a general lack of trust of healthcare staff 

and a potential to damage positive therapeutic relationships. Children perceived the 
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experience of being physically restrained as traumatic and confusing. Therefore, there is 

a potential for an experience of physical restraint to become an adverse childhood 

experience. Without a detailed understanding of the approaches of trauma-informed care, 

the results for the child of being physically restrained in hospital can make their situation 

feel worse. When a child is admitted to CAMHS, and is subsequently exposed to a 

traumatic experience, such as the thunderstorm of being physically restrained, a 

potentially damaging and traumatic cycle is perpetuated. It is proposed that this can 

interrupt the delivery of child-centred care, fail to meet the needs of the child and could 

disrupt the therapeutic environment and the process of recovery. As with both the 

Gathering and Thunderstorm stages, children described situations in the Aftermath stage 

which they perceived to be negative, unsupportive, confusing and stressful. Children gave 

detailed examples of where they felt that staff were not caring towards them, did not 

demonstrate a positive attitude or were not open-minded.  

The children’s perspectives of a physical restraint incident differs from what is taught to 

health professionals by using adult-focussed models such as the assault cycle. Current 

models used to underpin training may not adequately address the experiences of children. 

It is therefore reasonable to propose that staff teams working in CAMHS require a specific 

child-based model to help them to meet the needs of children by appreciating the 

experience of being physically restrained from the perspective of children. 

It is fundamentally important that children are empowered to have their say on how 

physical restraint is used in mental healthcare services. Through their choice to participate 

in this study, Battle Hound, Nobody, Mo Salah, Clive, Tik Tok, Jay-Z, Knuckles and 

Lilleth demonstrated admirable strength. They all talked candidly about their experiences 

of being physically restrained. I am truly grateful for their valued input and I dedicate this 

thesis to them, and any child, past, present or future, who has been or is admitted to 

inpatient CAMHS. 
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Appendix 2: Systematic Literature Review Eligibility Criteria 

Inclusion criteria Exclusion criteria 

Study eligibility   

Population Children or young people 

Adults or Mixed ages where it is 

not possible to separate out child-

specific data 

Concept Physical restraint 

All other interventions or mixed 

interventions where it is not 

possible to separate out physical 

restraint data 

Context Mental healthcare 

Non-healthcare or mixed settings 

where it is not possible to separate 

out healthcare data 

Content 

Contains some information 

relevant to the review aim, 

question and objectives 

Contains no information relevant to 

the review aim, question and 

objectives 

Report eligibility   

Design 

Empirical research Editorials, Opinion pieces 

Systematic review  

Meta-synthesis  

Meta-analysis  

Language 
English language or fully 

translated to English 
Other languages 
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Appendix 3: Recruitment Process Flowchart 
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Appendix 4: Recruitment Flowchart for Local Collaborators 
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Appendix 5: Recruitment Invitation Letter  
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Appendix 6: Consent Form 
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Appendix 7: Assent Form 
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Appendix 8: Study Information Booklet for Children 
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Appendix 9: Study Information Booklet for Children and Young People 
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Appendix 10: Study Information Booklet for Parents / Guardians 
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Appendix 11: Semi-Structured Interview Schedule 
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Appendix 12: Health Research Authority (HRA): Favourable Opinion Letter 
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Appendix 13: Suitability Checklist - Interview Appropriateness Flowchart 
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Appendix 14: Time-Out Cards 
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Appendix 15: Certificate of Taking Part 
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Appendix 16: Raising Concerns Flowchart 
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Appendix 17: Faculty Research Ethics Committee (FREC): Approval Letter 

 

 



 

345 
 

 

 

 

 



 

346 
 

 

Appendix 18: Health Research Authority (HRA): Approval Letter 
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Appendix 19: Data Management Plan 
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Appendix 20: Transcript Excerpt (Clive) Identifying how Data Were Transcribed 

Key Points from Content Transcript Researcher Notes 

I was sitting here just waiting for them to help 

me and it was (pause 2) like… nothing (pause 

4) 

 

they… did nothing to help me (pause 4) 

prob… probably because I was just sitting 

here and I wasn’t causing any… like… 

troubles… 

 

so that’s interesting isn’t it? 

 

so if you don’t learn at the start you’re gonna 

be, like me and, like… pushed (pause 2) like 

struggling at the end (pause 2) 

 

it was just little things really (pause 2) like, 

little stupid things (said quite angrily) 

 

you know you can just kind of r… rush off 

and don… er, don’t just rush off and don’t 

start tellin’ them what you’re gonna do… like 

don’t tell the nurses anything… 

 

like I don’t bother telling [names member of 

staff] that’s my nurse, erm, anything because 

there’s no point (pause 4) 

 

[they are] not… like [they are] not like 

stressed about things like I am… 

 

I think what helps is as soon as you get into it 

if you’re (pause 2) if you’re gonna get angry 

about it then… lie, er, like I always do 

I: oh, ok 

Clive: and another time I was unhappy and I was sitting… in 

here actually, I was sitting here just waiting for them to help 

me and it was (pause 2) like… nothing (pause 4) they… did 

nothing to help me (pause 4) prob… probably because I was 

just sitting here and I wasn’t causing any… like… troubles… 

so that’s interesting isn’t it? I mean… so if you don’t learn at 

the start you’re gonna be, like me and, like… pushed (pause 2) 

like struggling at the end (pause 2) it was just little things 

really (pause 2) like, little stupid things (said quite angrily) 

you know you can just kind of r… rush off and don… er, 

don’t just rush off and don’t start tellin’ them what you’re 

gonna do… like don’t tell the nurses anything… like I don’t 

bother telling [names member of staff] that’s my nurse, erm, 

anything because there’s no point (pause 4) [they are] not… 

like [they are] not like stressed about things like I am… 

now… I think what helps is as soon as you get into it if you’re 

(pause 2) if you’re gonna get angry about it then… like, er, 

like I always do, then just get angry and just do it straight 

away and then you can turn it round so that, you know, it can 

finish it off because it’s… like (pause 2) I remember this… I 

did that straight away and it did make a difference but it didn’t 

really help me… it was, it was more like it helped them you 

know (pause 2) and not… me so you get all of that, kind of 

like… done and they say to you “ok (pause 2) you can go now 

if you’re calm” and then we just get it again exactly one day 

later and it was just…and I spoke to [names staff] and it was 

just like… it was just… I, I don’t know… it was just not great 

and I’m just thinking ‘oh no is this all going to go bad again 

(pause 2) I haven’t got the time for this again…’ it just sets 

you back like… yeah, yeah yeah it just… er, (pause 2) yeah 

(pause 4) it just felt like they were all over me (pause 4) it’s 

just like always them that…wel… starts it like they probably 

I don’t think my response was great here (oh, ok) as a 

result of the thoughts I had been processing so I was 

grateful to just let this child continue to talk as I came 

back to the position of being an interviewer. I was even 

more grateful in the (nano) seconds following my 

recalibration that I had realised this child had moved on 

to another situation and I was hoping they hadn’t noticed 

what had been going on in my head during their previous 

answer. The fact that they were now about to tell me 

about something and it was in the room we were 

currently sitting in helped bring me back to the moment 

very quickly and I felt very relieved. This next part was 

becoming about being or feeling let down? ‘I was waiting 

for them to help me but they did nothing’ and it just 

really felt like, given the context of the previous 

information, there was no right fit for this child, helping 

them felt like too much, whereas not helping them felt 

like they were being let down. Again, this all felt quite 

sad. I think the child’s use of the phrase ‘so that’s 

interesting isn’t it?’ was there to accentuate the fact that 

they were confused by the whole affair. Almost like ‘they 

haven’t got it right, can you see?’ This was quite 

confusing to hear at the time and it felt like there was a 

lot of jumping around happening in what the child was 

saying to me but my feeling reading it back is that they 

were telling me that you have to learn to be seen if you 

want the staff’s attention. I may be reading this 

completely wrong but this is my feeling when I read it. 

It’s like this child has had to learn a kind of ‘code of 

conduct’ in order to get through their experience. If you 

don’t learn this code, you’ll be pushed around, you’ll 

struggle at the end, don’t tell the staff how you’re feeling 

because there’s no point, they’re not stressed like [we 
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then just get angry and just do it straight away 

and then you can turn it round so that, you 

know, it can finish it off 

 

I remember this… I did that straight away and 

it did make a difference but it didn’t really 

help me… it was, it was more like it helped 

them you know (pause 2) and not… me 

 

me so you get all of that, kind of like… done 

and they say to you “ok (pause 2) you can go 

now if you’re calm” 

 

and then we just get it again exactly one day 

later and it was just… 

 

and I spoke to [names staff] and it was just 

like… it was just… I, I don’t know… it was 

just not great 

 

and I’m just thinking ‘oh no is this all going to 

go bad again (pause 2) I haven’t got the time 

for this again…’ 

 

it just sets you back like… yeah, yeah yeah it 

just… er, (pause 2) yeah (pause 4) 

 

it just felt like they were all over me (pause 4) 

 

it’s just like always them that…wel… start it 

like  

 

they probably just wanna been seen to have 

the control in fron… in front of the othe.. er, 

like in front of the others… 

just wanna been seen to have the control in fron… in front of 

the othe.. er, like in front of the others… I had like one or two 

nights were, you know… but I quite like that in a way it’s 

better to get it all done over quite quickly like you can be 

angry for like two or three nights like on the run but then… it 

all gets ok again 

are] and, importantly, if you’re going to get angry just do 

it so you can move past it (however that looks for you) as 

this seems to be more convenient for the staff. This all 

feels like this child felt themselves to be a bit of a 

hindrance to the staff in their role as a patient. Then, you 

take direction from the staff; they are in charge, when 

they say it’s ok, it’s ok and the cycle will repeat 

tomorrow. Like, you just have to learn to play the game 

until you get through it. This feeling of being set back is 

again quite adult. The feeling of them being ‘all over me’ 

is quite oppressive, being smothered, almost just giving 

up and going along with the system / losing your identity. 

The child is really describing an underlying cycle of 

procedures, a way of life and a process whereby you fit 

into that process not because you want to but because 

you can’t fight it. It feels like it would be quite 

deconstructive to an individual’s personality to have to 

endure this. It is only reading it back that it is noticeable 

that this is much more about the feelings this child has 

associated with their experience of being restrained rather 

than the actual restraint itself. 

 

 I feel let down 

 Lack of understanding (by the staff of the 

child’s needs) 

 Adults can’t understand what it is like for us 

 It’s confusing 

 It promotes negative behaviours (to get noticed) 

 I feel like an inconvenience 

 It’s inevitable / cyclical 

 It changes you 

 It sets you back 

 It’s smothering 

 You just give up 

 You lose your identity 

 You feel let down 
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Appendix 21: Research Training Programme 

Training and Development sessions attended prior to Registration Viva (25/01/2018) 

01/09/2017 NMC revalidation (RMN) Professional obligation 

06/09/2017 Aspects of Research Design Edge Hill University (EHU) Core 

Training Session 

13/09/2017 Academic Writing I EHU Core Training Session 

20/09/2017 Research Questions EHU Core Training Session 

20/09/2017 The Contexts, Conjunctures and Frames 

for Social Research 

EHU Core Training Session 

 

20/09/2017 Critical and Cultural Theory EHU Core Training Session 

20/09/2017 The Scientific Method EHU Core Training Session 

 

27/09/2017 Research Project Management EHU Core Training Session 

27/09/2017 Equality and Diversity in Research 

Design 

EHU Core Training Session 

02/10/2017 Patient and Public Involvement EHU Research Training Session 

03/10/2017 The Possibilities of Hermeneutic 

Constructivism 

EHU Research Seminar 

04/10/2017 Objectivity and Bias in Experimental 

Design 

EHU Core Training Session 

04/10/2017 Identifying, evaluating  

and constructing arguments 

EHU Core Training Session 

04/10/2017 The Uses and Role of Theory EHU Core Training Session 

04/10/2017 Text EHU Core Training Session 

04/10/2017 Objectivity and Bias in Experimental 

Design 

EHU Core Training Session 

04/10/2017 Truth, Post-truth and Speaking Truth to 

Power: A Critical Discussion 

EHU Research Training Session 

11/10/2017 Research Data Management EHU Core Training Session 

17/10/2017 Observation of Edge Hill University 

(EHU) FREC committee meeting 

Specific Request 

18/10/2017 Concepts EHU Core Training Session 

 

18/10/2017 The Practice of Social Research EHU Core Training Session 

 

18/10/2017 Data Collection and Sampling 

Approaches 

EHU Core Training Session 

25/10/2017 Academic Writing II EHU Core Training Session 

26/10/2017 Early Career Researcher – External 

Funding’ session 

EHU Research Seminar 

01/11/2017 Claims to knowledge EHU Research Training Session 

01/11/2017 What does Social Research Find Out? 

The Resources of Critique 

EHU Research Training Session 

01/11/2017 Evidence / Archives EHU Research Training Session 

01/11/2017 Scientific Communication EHU Research Training Session 

01/11/2017 On Methods, Methodology and 

Research: Science, Discipline or Mess? 

A Critical Discussion 

EHU Research Training Session 

08/11/2017 Combining disciplines EHU Research Training Session 

15/11/2017 Ethical Considerations in Research EHU Core Training Session 

15/11/2017 Facts, Evidence, Data EHU Core Training Session 

15/11/2017 Identities EHU Research Training Session 
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22/11/2017 Research Governance and the Ethical 

Approval Process 

EHU Research Training Session 

29/11/2017 Impact EHU Core Training Session 

29/11/2017 Evaluating, Analysing and Arguing 

Social Research 

EHU Core Training Session 

05/12/2017 Being an Ethical Researcher EHU Research Training Session 

05/12/2017 NVivo - Introduction Workshop EHU Core Training Session 

16/01/2018 Narrative Inquiry EHU Research Training Session 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

366 
 

 

Appendix 22: Introduction to Good Clinical Practice Certificate 
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Appendix 23: Informed Consent in Paediatric Research Certificate 
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Appendix 24: Academic Conference Poster 


