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An Interpretative Phenomenological Analysis of the Experience of the Therapeutic
Relationship between Service Users and Staff after Physical Restraint in a Secure
Mental Health Service

Restrictive interventions, such as physical restraint, should be a last resort for managing
imminent risk. There has been growing recognition of the harmful effects of them, for both
staff and service users. Limited research has considered the impact of physical restraint on
the therapeutic relationship between staff and service users. The aim of this research was to
address this gap in the literature and explore both service user and staff perspectives of the
therapeutic relationship after physical restraint, in a UK-based service that provides low and
medium secure care for adults. Ten semi-structured interviews were conducted with five
service users and five staff members. All participants had been involved in at least one
incident of physical restraint. Interpretative Phenomenological Analysis was used to analyse
the data. Three master themes emerged from the service user experiences: emotional impact;
changes to the therapeutic relationship; and appraisal of the necessity of physical restraint. A
further three master themes were produced from the staff member experiences: emotional
response; balancing professional roles and responsibilities within the relationship; and
moving forward with the therapeutic relationship after physical restraint. Findings support
the need to continue to reduce restrictive interventions including physical restraint in secure
mental health services and consider the impact upon those involved, both emotionally and
relationally. Contemporary approaches to reducing power imbalances between staff and
services users, as well as those that would reduce the likelihood of (re)traumatising service

users, are also recommended.
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Introduction
Restrictive practices refer to interventions used by staff to restrict a person’s movement,
liberty and/or freedom (Department of Health, 2014). The terms ‘restrictive practices’ and
‘restrictive interventions’ have often been used interchangeably in the literature, but Hui
(2017) makes a distinction between them: ‘Restrictive interventions’ describes measures that
intend to control/contain service users beyond the daily norms of their environment and
include physical/mechanical/chemical restraint, seclusion, and segregation. ‘Restrictive
practices’ is an overarching term used to refer to the broader context of confinement,
including the ward environment, dynamics, atmosphere, and routines, which also includes
restrictive interventions. As the focus of the current study was on physical restraint, the term
restrictive interventions instead of restrictive practices will be used henceforth.

Restrictive interventions can be used as a last resort to manage imminent risk. Whilst
mental health legislation permits the use of restrictive interventions, such as seclusion and
restraint, in a range of contexts internationally, these approaches have been associated with
harmful unintended consequences for the people who experience them. These include
physical injury, deterioration of mental health (including the onset of post-traumatic stress
disorder), increased length of stay in hospital (Chieze et al., 2019) and in some instances,
death (Duxbury et al., 2011; Weiss et al., 1998). Restrictiveness was experienced as violating
the autonomy, sense of self and personhood of people who use secure mental health services,
and some reported feelings of insignificance, degradation, humiliation, and sadness (Tomlin
etal., 2020). Lawrence et al. (2021) supported these findings whereby restrictive
interventions were found to have a detrimental impact on the wellbeing of most service users
in adult secure services as well as the staff who use them.

When considering physical restraint specifically, Duxbury et al. (2019) reported that this

type of intervention is associated with discomfort and physical injury, for both staff and



service users, trauma, and problems such as psychological strain, stress, lack of confidence
and prolonged staff sickness. The authors therefore argued the need to focus on and reduce
the use of physical restraint. This is in keeping with increased government, legislative,
academic, and clinical efforts to reduce the use of physical restraint and restrictive
interventions in recent years (Department of Health, 2014; Royal College of Psychiatrists,
2019; Welsh Government, 2021) but progress has been slow and restrictive interventions
remain a prevalent issue internationally (CQC, 2020; Sashidharan, et al., 2019). For example,
Flammer et al. (2020) found that of all of the cases treated in 2017 across the eight forensic
units included in their study, 22.6% were subjected to seclusion.

Despite the use of physical restraint in secure mental health services, little research has
been undertaken to specifically consider the potential impact of this intervention upon the
therapeutic relationship between staff and service users in this particular context. The
therapeutic relationship has been defined as the relationship between service users and
clinicians that is the primary component of all health care interactions that facilitate the
development of positive experiences between staff and service users (Kornhaber et al., 2016).
Many individuals who use secure mental health services are detained involuntary under
mental health legislation. Being subject to such restrictions can negatively impact the ability
for service users to develop therapeutic relationships with clinicians (Roche et al., 2014). It is
therefore important to consider factors and interventions that could exacerbate this problem,
due to the significant impact that the therapeutic relationship has upon both short and long-
term outcomes for service users (McCabe & Priebe, 2004). The therapeutic relationship has
been recognized as one of the most consistent effective predictors of treatment outcome
(Priebe & McCabe, 2008) including service engagement, medication adherence and service
satisfaction (Roche et al., 2014). Not only has the therapeutic relationship been associated

with better treatment outcomes, a positive association has also been found between the



therapeutic relationship and quality of life within a mental health context (McCabe et al.,
1999). A study which looked at service user experiences of their hospital admission
identified that the therapeutic relationship was valued as one of the most important aspects of
their care (Gilburt et al., 2008). A good therapeutic relationship has also been shown to
protect against the harmful effects associated with restrictive interventions for people who
use secure mental health services (Askew et al., 2020; Tingleff et al., 2019). Therefore,
problems within therapeutic relationships have the potential to impact on service user
progress and response to their care and treatment. Due to the significance of the therapeutic
relationship, it is important then to understand the impact that physical restraint can have on
the development and maintenance of this relationship, particularly when considering that
restrictive interventions such as physical restraint have been described as common in secure
settings (Vollm & Nedopil, 2016)..

The aim of the current study was to address this gap in the literature and explore and
compare service user and staff experiences of the therapeutic relationship within a secure
mental health service, after physical restraint had been used. Limited studies have explored
secure service user experiences of physical restraint and only one explored the therapeutic
relationship specifically (Knowles et al., 2015). These authors found that there were greater
barriers to creating or maintaining therapeutic relationships with staff involved in restraining
them, particularly when the restraint was perceived to be unjust. We believed that by
considering the perspectives of both service users and staff (separately) we could develop
upon the findings of Knowles et al. (2015) as it would allow for the exploration of how
physical restraint impacted on the therapeutic relationship from the perspectives of the two
groups that differed based on the level of power held during such experiences. It was
intended that this approach to the analysis would develop an understanding of ways in which

the experience of the therapeutic relationship after a physical restraint was similar between



these two groups, but also allow for an appreciation of potential differences. The specific
focus on secure mental health services is warranted because restrictive interventions have
been seen as an integral part of forensic psychiatry (V6llm & Nedopil, 2016) and are used

more frequently there than in general adult settings (Flammer et al., 2020).

Method
Design
As the study was concerned with the lived experiences of service users and staff, a qualitative
design was used to address the aims of the research. Interpretative Phenomenological
Analysis (IPA; Smith et al., 1999) was deemed suitable and used to analyse ten semi-
structured interviews. IPA was chosen as it allows for personal meaning of experiences to be
explored. Individual narratives could be appreciated and illustrated, whilst also allowing for
comparisons and contrasts between individual experiences. As the experience of the
therapeutic relationship after physical restraint was the focus of the research, not an account

of a specific physical restraint, unpaired interviews were conducted.

Research Site

The research took place in a secure hospital in the UK, which provides low and medium
secure care for adult men and women predominantly of working age (18-65 years old). The
site consisted of 110 beds split across six wards. Three wards provided care in conditions of
medium security and three in low security. Each ward had its own Intensive Care Suite
(seclusion room). One of the medium secure wards provided care to women and consisted of
16 beds. The remaining beds were for male service users. White British was the predominant
ethnic backgrounds of service users and staff at the time of the research. All service users

were detained under the Mental Health Act (1983/2007).



Recruitment

Convenience sampling was used where service user participants who met the inclusion
criteria were identified by the Multi-Disciplinary-Teams (MDTSs) and given a participant
information sheet. MDTs consisted of a Consultant Psychiatrist, Psychologist, Social
Worker, Occupational Therapist, and nursing staff and met on a weekly basis to review the
care of service users. Potential staff participants were identified by a Ward Manager and were
then approached by one of the authors to ask if they would be willing to meet with the first
author to discuss participation in the study. All participants were asked to complete a consent
to be contacted form if they did agree. These initial meetings then enabled the researcher to
determine if potential participants met the inclusion criteria. Most individuals approached
agreed to take part in the study other than one service user who initially consented to take
part but later withdrew his consent. A reason for this was not asked for, nor provided. No one
volunteered to take part and all the final participants had been approached. Prior to the
interviews, the nurse responsible for running the ward at the time assessed service user
participant risk and capacity to provide consent at that time and decided with the service user

whether it was appropriate for them to meet the researcher.

Participants

Service user and staff inclusion criteria are outlined in Table 1.

[Table 1 near here]

Following the recruitment process, a total of 10 people participated in the research. This was

deemed to be an appropriate sample size based on the study design and analytic strategy

(Smith et al., 1999). Five were service users and five were staff members. Of the five service



user participants, two were male and three were female. The range of time that the service
users had been cared for at the research site was between 11 months to 5.5 years (mean = 3
years).

Of the five staff member participants, two were male and three were female. Three of the
staff members were qualified nurses and two were healthcare workers. Nine participants
agreed for their age and ethnicity to be included in the study. The age range of these
participants was 20-49 years (mean = 31) and all participants, both staff and service users

were white British.

The Interview

A semi-structured interview was developed to elicit participants’ experiences of the
therapeutic relationship after physical restraint. The questions were refined following
feedback from service users and staff at the site’s service user representatives meeting. As
well as service user representatives, the Hospital Director, Lead Nurse, and an Independent
Advocate were present at this meeting. Attendees were asked for their perspectives about the
research proposal, participant information sheets and consent forms. Initial ideas about
themes that could be explored in the interviews were also discussed. These suggestions
helped design the research materials. The interview schedule consisted of an interview guide
of a small number of open ended questions, which began with more general questions to
more specific and personal questions. This was recommended as it allowed rapport to be
built throughout the interview (Willig, 2008). As the questions were open ended, this allowed
the author to explore the responses in more detail (Brown & Lloyd, 2001). The interview
aimed to be inductive in that the questions were not based on a pre-existing theory, rather, the
researcher aimed to be guided by the participants’ accounts to create a narrative of their

experiences.



Interviews with both service users and staff were conducted for up to one hour. All
interviews were audio recorded. The first author conducted all the interviews between
January and March 2017. All interviews took place in a private room off the main part of the
wards. At the beginning of the interview the researcher reminded the participants of their
right to withdraw, confidentiality and what their data would be used for and how it would be
stored. Afterwards, all participants were provided with a debriefing information sheet and
offered an opportunity to ask any questions about the research. Each interview was manually
transcribed by the first author within two days of the interview having taken place. They
were anonymised for confidentiality purposes. Once transcription had taken place, audio

recordings were deleted.

Analytic Strategy

The six-stage process of IPA was followed as described by Smith et al. (2009). IPA aims to
achieve exploration of participants’ meaning of their experiences (Pietkiewicz & Smith,
2012). Each interview transcript was read and analysed individually by the first author. In
line with the principles of triangulation, two of the co-authors separately analysed
proportions of the data to compare to the first author’s analysis (Carter et al., 2014; Reid et
al., 2005). Whilst it is understood that there is no single interpretation of the data, no
significant differences were found. Ahern’s (1999) reflexive bracketing advice was followed
to enhance validity and minimize bias. The first author met regularly with other authors,
where reflection on the coding of the data and the emergent themes was encouraged. The first
author kept a reflective diary to reflect on thoughts, feelings and preconceptions which arose
throughout the research process. The first author had previously worked within a secure
hospital environment and had worked alongside patients and staff who had been involved in

physical restraint. The author used supervision throughout the analysis to reflect upon their



prior training, such as trauma-informed and attachment based approaches, as well as
approaches to reducing restrictive interventions, which could have impacted upon the
interpretation of the data.

In line with the aims of the study, staff and service user data were analysed separately.
This was because we believed the experiences of the two groups to differ significantly based
on the power differential between them. Numerous themes emerged from the transcripts and
these were compiled to create organized into master themes and subthemes (see Tables 2 &
3). Theme criteria were determined by their relevance to the aims of the research and the

depth of interview data which supported them.

Ethics
The research was reviewed and approved by the relevant health service ethics committee and

the research site’s local research committee.

Results
Three master themes were identified relating to service user experiences of the therapeutic
relationship after physical restraint (Table 2). A further three master themes were produced
from the staff data (Table 3). Each master theme includes additional subthemes. Interview
quotations are presented with gender neutral pseudonyms, to protect the anonymity of the

participants.

[Table 2 near here]

Service User Master Theme One: Emotional Impact
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A key experience of service users was the emotional impact following a physical restraint
and how this impacted on their therapeutic relationship with staff. This theme consists of two
subthemes: distress and disempowerment and staff detachment and denial of emotional

impact.

Distress and Disempowerment
Three participants shared the fear that they experienced in relation to staff after the physical
restraint.
Well I wouldn’t go as far as say panicked, but for want of a better word, panicked, and
fought back...I'd be more cautious around them. I was more on edge whenever they were
around me. (Alex)
I'was scared, absolutely petrified...Because he had scared me so much, the whole
team had kind of thing...I mean I was literally having panic attacks...and I felt dread, 1
felt sick, 1 felt every single emotion that I possibly could. Total fear. I didn’t feel safe there
at all. (Joey)

I'm praying for her not to be in ward round. (Billie)

The accounts suggest that the experience of a restraint had lasting distressing emotional
consequences after the restraint, which could impact the therapeutic relationship.

Within the service users’ narratives, their experiences of a dependent relationship was
evident.

So I have to have some sort of relationship with him whether I want it or not. That’s

beside the point. (Alex)

1 guess it’s just difficult because you have to work with the staff on a day to day basis.

(Billie)
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This dependent relationship was complicated further when service users had been involved in
physical restraint with those providing their care, particularly if this had been a distressing
experience or it had been perceived as disproportionate or unnecessary.

1 didn’t trust the staff and it caused such a breakdown in the relationship... made me

question whether or not I could trust them. (Joey)

Then I struggled with them staff, I can’t trust them, can’t work with them... If you don’t

trust them, you can’t have a relationship with them. (Charlie)

A sense of disesmpowerment was evident in most of the service users’ narratives, leaving
feelings of helplessness and anger and a desire to regain power.

We can’t do anything about it. (Billie)

You just thinking all you want to do it prove you 're bigger than me because you 've got the

set of keys... You’re nothing and I’ll prove to you you ’re nothing. And you just want to

fight back. (Alex)

It felt like | was battling a big wall on my own. (Joey)

Joey emphasised that if physical restraint is used disproportionately, the disempowerment
can lead to a feeling of being abused. They described a staff member who led the restraint in

a previous service as an “abuser” clearly articulating the significant impact restraint can

have emotionally and relationally.

Staff Detachment and Denial of Emotional Impact

Four participants reflected on the emotional response of the staff who restrained them.
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He came across as blank. Like he’d detached himself from it. Like he had no emotions.

(Joey)

1t didn’t bother them [staff]. (Charlie)

Whereas service users experienced elevated levels of emotional distress after restraint, the
above quotes suggest that from the perspective of the service users, staff “detached” and cut
themselves off from the incidents.

Alex offered an explanation as to why they believed that staff did not show an emotional
response.

As staff you're not allowed to have personal feelings about the job... you re told when you

walk into the job you 're not allowed to have personal feelings about it. You re told leave

your personal feelings at the door. (Alex)

| just feel like obviously staff are being professional so they 're not going to say I don't like

you. So they re like oh don’t worry about it. And you can just tell they re bloody angry

like. (Billie)

Alex was of the view that the reaction observed from staff was due to their training and rules

that they are expected to follow.
1 still feel like they 've got a problem with me. But they say oh no it’s alright. There’s

underlying issues like.... I'm not being paranoid, I'm not stupid, I know when someone’s

got a problem with me. (Billie)

Billie’s account suggests that the reaction of the staff and their aim to be “professional” was

a source of further frustration and they would have preferred staff to be more open about their

13



own emotional experiences. Billie was also of the view that these processes contributed to the

further breakdown of the therapeutic relationship.

Service User Master Theme Two: Changes to the Therapeutic Relationship
Participants reflected on how their therapeutic relationship with staff changed following
restraint. Within this master theme, three subthemes emerged: re-evaluation of the
therapeutic relationship, disengagement from the therapeutic relationship and engagement

and repair of the therapeutic relationship.

Re-evaluation of the Therapeutic Relationship
A process of re-evaluating their relationship with the staff members that restrained them was
apparent for most participants.

1t [the relationship] broke down. [I] Didn’t want to be around them [staff] at all. (Charlie)

There’s not enough time in the world to heal what she’s done. (Alex)

Most participants described a deterioration in their relationship with staff following restraint,
to the point of not wanting to be around them nor believing the relationship could be
repaired.

In contrast, Leigh believed the therapeutic relationship remained unchanged.

I’ll let them get on with what they need to do and they let me on with what I’'ve got to

do...Just be normal with them. (Leigh)

It is noteworthy that Leigh described only engaging with staff to get immediate needs met
prior to the restraint. Leigh may have also have perceived the relationship differently, as they

stated that they intentionally chose to behave in a way to initiate the restraint.
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I kind of wanted to be kept in ICS [Intensive Care Suite] so | went for a couple of staff

members. (Leigh)

Most participants talked about finding it difficult to trust staff after restraint.
Then I struggled with them staff, I can’t trust them, can’t work with them. (Charlie)
1 didn’t trust the staff and it caused such a breakdown in the relationship. (Joey)
Seeing as he’s got a very important role with me, [ wouldn’t say trust him. But to some

degree | have to trust him. (Alex)

Disengagement from the Therapeutic Relationship
Following the physical restraint, four participants shared incidents when they either wanted
to or had disengaged from staff members who had restrained them.
| was, leave me fucking alone...I wouldn’t speak to them for ages and ages...I don’t speak
to them now. (Charlie)
I don’t want a relationship with her...I'm going to stay away from them, because I don’t
like them...1'd avoid her at every cost...1 did kind of cut off and didn’t want anything to do

with the staff that restrained me. (Alex)

Joey, who resorted to aggressive methods to ensure the disengagement of their relationships
with staff: “I will throw the tv [television]...1 will slash you with a piece of glass”, described
how this was triggered by feeling fearful of staff after the restraint. It was clear that due to
this, Joey felt unable to seek care and support from staff.

| didn’t want to seek help because I was scared...I wouldn’t go up the corridor to go and

get my meds. (Joey)
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Whilst Charlie and Alex disengaged from staff, Joey gave the sense of disengaging from the
wider staff team because in their view, they “sided” with one of the staff members involved
in the restraint. It was apparent that these relational dynamics following the physical restraint
were a factor that perpetuated Joey’s distress.

I was self-harming and they were coming in, which is obviously bringing them in, but |

was self-harming because | was stressed with them. So it was a vicious loop. (Joey).

Engagement and Repair of the Therapeutic Relationship
Despite the negative consequences of experiencing a restraint, three participants discussed
instances where it had been possible to approach and engage with staff members who had
restrained them.
It was as if she was purposefully trying to make things go back to the way things were.
Which I think went a long way to helping me change my attitude more quickly. (Alex)
She explained why she reacted in the way that she did. And we were both able to see each

other’s point of view. (Joey)

Staff approaching and engaging with Alex and Joey helped them to re-appraise and re-engage
with the therapeutic relationship. Sharing each other’s perspectives seemed to help Joey with
this process. Similarly, Leigh reflected on the benefits of service users and staff approaching
each other after the physical restraint, to repair the relationship between them. They spoke
about benefitting from an opportunity to “just clear the air”.

Joey discussed an incident in which they felt that staff adjusted their approach and used

the least restrictive measure possible.
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He was like, ‘don’t worry about restraining her, put hold on her, but don’t fully restrain
her to the ground’. And I was like ‘Thank you’. It made me think, they re listening to me

here...They were very very good, they were kind. (Joey)

Joey’s account suggests that even something as restrictive and distressing as a physical
restraint can be done in a manner that can preserve the therapeutic relationship and help

service users feel listened to.

Service User Master Theme Three: Appraisal of the Necessity of Restraint

Participants demonstrated a process of appraising the necessity of the restraint with different
perceptions of this influenced the magnitude of the rupture to the therapeutic relationship.
Within this theme, two subthemes emerged: acceptance levels of restraint and factors

influencing acceptability.

Acceptance Levels of Restraint
All participants reflected on whether they deemed the restraint they were involved in to have
been acceptable/necessary.
People in your team shouldn’t be restraining you. Not unless they have to...Try and
understand why they have to do it as part of their job. (Charlie)
She should never have done it...As far as I'm concerned, it shouldn’t have happened...She
was just in the wrong place at the wrong time. She was just doing her job. (Alex)
Sometimes I think oh I could bloody kill them and then other times I think they 're just

doing their job. (Billie)
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The above quotes indicate that three of the participants were conflicted in their views about
the acceptability of physical restraint reflecting a level of ambivalence. Sometimes this
contrast was stark, where on the one hand Billie would like to “bloody kill them”, yet on the
other, they are “just” doing their job. This accentuates the contrast between the distressing
emotional response to being physically restrained and the cognitive understanding of why
this may have happened.

Whereas Charlie, Alex and Billie fluctuated in their views on the acceptability of the
restraint, the remaining two participants remained consistent in their opposing views.

I just took it as it came really. | just had to be restrained at the time and that was

that...I needed to be held down, | went to attack them. (Leigh)

I£’s not meant to happen, when they 're authority looking after you that’s not meant t0o

happen. It was totally wrong. (Joey)

The differing views on the acceptability of physical restraint reflects the individual
experiences of each of the service users and the individual nature in which they made sense
of the events. It seemed that where service users were more accepting or understanding of
why restraint was needed, they were more open to working with staff and repairing the
therapeutic relationship. The contrast in the responses provided by Leigh and Joey support

this.

Factors Influencing Acceptability

Participants’ narratives revealed factors that influenced the perception as to whether restraint

was an acceptable and necessary measure.
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Assistance should only ever be called if every other means has been exhausted: if youve
tried to talk a person down; if youve tried to walk a patient into ICS without putting
hands on them. (Alex)

They should try and verbally de-escalate you and give you quite a lot of time ... Some staff
would talk to me and other staff would be like ‘assistance, assistance!’ And I was like oh

my god that’s ridiculous. (Billie)

Alex and Billie referred to how quickly they perceived staff to have chosen to use physical
restraint. This was supported by Joey who talked about how staff “rushed in” to restrain
them in “the heat of the moment”. Participants’ narratives suggested they believed staff had
acted disproportionately when initiating physical restraints and they suggested other
strategies that could have been attempted. Participants could consider physical restraint as
being necessary but only if it was proportionate to the risk and as a last resort when all other

options have been attempted first.

[Table 3 near here]

Staff Master Theme One: Emotional Response

Staff considered the emotional impact that the restraint had upon them and how this affected
the therapeutic relationship. This master theme consists of two subthemes: emotional impact;

and coping with the emotional impact.

Emotional Impact

Three participants acknowledged the emotional impact following the physical restraint.
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| just felt like 1 was going to pass out.../ was terrified. I was like oh my god. I just didn’t
know what to do. (Taylor)

I was very anxious that | could possibly start him escalating again. | was embarrassed for
him...so you re very worried on how he would react to you. (Jesse)

There was a lot of fear around her, a lot of fear...People were afraid to go close to her...

some of them were angry and upset with her. (Frankie)

The language used suggests that anxiety was a common emotional response. Frankie also
suggested that anger was also felt by staff, which was supported by Jesse who stated “you
sort of feel a bit of anger ”.

It was indicated that the emotional experiences of staff had the potential to impact the
relationships with service users.

| just felt scared of what he might say or scared about how he might

react. (Taylor)

| was anxious that | would start him off again. And also embarrassment on

his behalf, because he knows that I've seen him like that... It’s difficult, because you get

quite angry that it really didn’t need to get that far. (Jesse)

This was partly due to consideration of the service user’s emotional response and anticipation
of how they may then react, but also due to their own emotional response regarding both the
service user and what had led to the incident. Anger was expressed by Jesse, not in relation to
the service user, but due to feeling that the situation could have been deescalated sooner to
avoid restraint.

In contrast to the above quotes, some staff denied any emotional impact following

restraints.
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1 didn'’t feel the fear. (Frankie)
Honestly, it doesn 't affect me in the slightest. (Jamie)

Somehow you have to sort of distance yourself from them feelings. (Ashley)

It is unclear whether the physical restraint did not evoke such strong emotional experiences
for some staff, or there is some minimization/denial of the emotional impact of engaging with
a restraint. Ashley’s quote gives a sense of detachment, possibly as a way of coping with a

distressing experience. This will be the focus of the next sub-theme.

Coping with the Emotional Impact

Participants discussed ways of coping with the restraints that they had been involved in.
Youve just got to let it go, straight through and not take anything to heart... You can’t
sort of take it personally. (Jamie)
What'’s the point in me being angry, with someone who’s unwell and not realizing what
she was doing? (Frankie)
1t’s easier I think to deal with things when you know it’s not against you and it’s their

problems...how I deal with it is the fact that I don’t take it personally. (Ashley)

The idea that the incident that led to the restraint was not personal or intentional seemed to be
helpful for staff to make sense of the incidents and protect themselves from the emotional
impact. Taylor talked about a similar strategy that she drew upon.

I couldn’t believe it. It didn’t seem real like it had actually happened, but yeah in work I

didn’t think about it to be honest. (Taylor)

21



Whilst similar, compared to the perspective taking voiced by the above staff, Taylor’s
account is more suggestive of avoidance of the emotional consequences of the restraint as
indicated by the repetition of “I didn’t think about it”. This could be problematic in terms of
the therapeutic relationship as it suggests the possibility of avoiding the service user as a way
of avoiding the emotional consequences.

One of the staff members described utilising their relationship with colleagues to reflect,
which helped them to regulate their emotions, to avoid such impacting on their relationship
with the service user.

Me personally, I just need five minutes out... Talk to your peers, you know I get on quite

well with my colleagues and I am able to talk openly with them...we are able to talk about

them professionally and not hold grudges. (Jesse)

Staff Master Theme Two: Balancing Professional Roles and Responsibilities within the
Relationship

Staff shared that they have conflicting professional roles and responsibilities within their
therapeutic relationships with service users. This master theme consists of these two dual

roles and therefore two subthemes: risk management and safety; and the supportive role.

Risk Management and Safety
Staff shared that they had to prioritize management of the immediate risk to ensure safety of
everyone involved.
Trying to make sure everyone was fine. I managed to get everything under control... I had
to make sure the patient was safe, | had to make sure my staff was safe. | had to ensure the

police and ambulance crew on site were safe as well. (Frankie)
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Idon’t care because I know that I’'m protecting myself, protecting the patients and
protecting the ward...because I know I’ve done the right thing. I don’t mind if they don’t
like me anymore. (Taylor)

We had to break everything that we had built initially just to make sure that he was
safe...That’s when it gets difficult when you 've got to do a restraint because you flashback
all the things you 've put into the relationship, all the things that we 've spoken about.

(Jesse)

Taylor and Jesse acknowledge that prioritization of risk management can have a negative
impact on the therapeutic relationship with service users. Jesse went on to describe this as a

“moral issue for a member of staff”’ and stated that “you question yourself a lot” when

involved in a restraint.

Supportive Role
As well as the management of risk, three participants talked about providing support for the
service users after the restraint.
From when something has happened and you deal with it, it should not distract from your
main aim to be the support for their recovery journey. (Frankie)
1 think it’s important that we don’t give up on them and that is when they start to trust
certain members of staff and that’s a really important part. (Ashley)

When | came back, | felt like 1 needed to go see him. (Taylor)

These narratives suggest that despite the difficulty of the situations they had experienced,
staff did not lose sight of their role in supporting service users nor of the importance of

repairing the therapeutic relationship. Their role in managing risk and supporting service
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users seemed a difficult balance to strike for staff and they spoke of needing support to help
with this.
It is good for people who have experience to pass some of their knowledge to the staff and
share that. Probably have things like reflective practice to talk things through. The
opportunity to vent how we re feeling. (Frankie)
Supervision is a massive part and sometimes we don’t get as much as we need. (Jesse)
Through my debriefing, I did explain this recovery journey thing, that we have got to try
and work with her and try and get to the bottom of that behaviour ... Because she could

potentially be losing out with staff members not interacting with her. (Ashley)

It was the view of the staff that supportive forums would help them maintain their therapeutic

relationships and provide support for service users when restraints have been used.

Staff Master Theme Three: Moving Forward with the Therapeutic Relationship after
Physical Restraint

Staff shared a process of moving forward in their relationships with service users after the
experience of the physical restraint. This master theme consists of two subthemes: rupture
and repair of the therapeutic relationship; and understanding the service user as a mechanism

for repair.

Rupture and Repair of the Therapeutic Relationship

Staff described that despite the rupture in the therapeutic relationship following restraint, it

was possible to repair this.
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I think our relationship was, although it was knocked, you could see there was a
significant knock there and some of the hard work had been unpicked, it wasn’t completely
ruined. There was something there to build on again. (Jesse)

It wasn’t where it was before, it was never going to be there, but it was it was a good

therapeutic relationship in the end. (Taylor)

Both Jesse and Taylor expressed that through continued engagement and investment in the
therapeutic relationship, reparation was possible. This then enabled the staff team to help the
service users work towards their goals, for example when Jesse supported a service user in
their goals towards improving their personal care, she shared that “zhe progressive steps and
successes have been noted”.

A final quote from Taylor serves as a reminder of the dilemma that staff face when
working with individuals who are at risk of harming themselves and/or others.

You do need to build that basic relationship with someone, but how can you do that when

youve got to constantly restrain them. They re not going to accept you. (Taylor)

Understanding the Service User as a Mechanism for Repair
Each of the staff members shared that they went through a process of attempting to
understand what had led to the restraint.
Ensure that you 're not brittle towards them because this man in particular was mentally
unwell at that point. (Jesse)
They 're not well at that time. You can’t sort of hold a grudge against a patient. (Jamie)

But that went to show to me that she really was unwell. (Frankie)
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Three participants made attributions about how “well” the service user was at the time.
Viewing the service users as ‘unwell” helped them process the incident in a manner that did
not damage the therapeutic relationship and enabled them to remain motivated to support the
service user. Jamie took this a step further and discussed other service user factors that could
have contributed to the restraint.
Even staff that are on the ward working with the patients regular, they forget the
difficulties they 've had through their upbringing. And sometimes it’s just reminding them

that you know this person hasn'’t had the same upbringing you have. (Jamie)

Jamie drew upon his knowledge of the service user’s childhood experiences to make sense of
how the incident occurred. Through this understanding, Jamie was able to empathize,
contextualize the incident that had led to the restraint and remain curious about what needs
the service user has, despite the occurrence of such an incident. Jamie’s statement of
“reminding them” suggests that he recognized the potential of this perspective for other staff

members in terms of maintaining a therapeutic relationship.

Discussion
The aim of the current study was to explore service user and staff experiences of the
therapeutic relationship within a secure mental health service, after a specific type of
restrictive intervention had been used, namely physical restraint. The perspectives of both
service users and staff were considered to allow for the comparison of how physical restraint
impacted on the therapeutic relationship from the perspectives of two groups that differed
based on the level of power held during such experiences. This section will focus on the

implications of the results reported and compare the experiences of the two groups.
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Service users gave powerful accounts of the disempowerment and distress they
experienced because of being physically restrained. This is in keeping with previous research
related to people’s experiences of physical restraint and restrictive practices more broadly
(e.g. Askew et al., 2020; Hui, 2017; Knowles et al., 2015). Powerlessness and overwhelming
dysregulated emotional experiences can contribute to the development and maintenance of
severe mental health problems (Bentall et al., 2012; Bradley et al., 2011; Johnstone & Boyle,
2018). With this in mind, through the use of interventions such as physical restraint, secure
mental health services are at risk of unintentionally compounding the very problems that they
aim to address: a phenomenon referred to as iatrogenic harm (Bateman & Fonagy, 2006).
This is particularly salient when considering that restrictive interventions have been
described as an integral feature of mental health services (Albrecht, 2016; V6llm & Nedopil,
2016). Our findings support the need to continue to reduce restrictive interventions including
physical restraint in secure mental health services and consider the impact upon those
involved, both emotionally and relationally. Numerous interventions and initiatives that aim
to reduce restrictive interventions exist, including the Six Core Strategies (6CS; Huckshorn,
2004) and Safewards (Bowers, 2014). Such approaches have been found to be effective in
reducing both challenging behaviours and restrictive interventions in some settings (Bowers
etal., 2015; Duxbury et al., 2019) but have been applied to a lesser extent and with variable
success in secure mental health services (Price et al., 2016). We recommend that clinicians
and academics continue to develop, apply, and evaluate such approaches in secure services.
The recent study by Maguire et al. (2022) that aimed to develop an addition to the Safewards
model for forensic mental health services is encouraging.

Staff voiced similar experiences of distress as a result of restraint and reported a conflict in
striking a balance between risk management and the provision of care and support for service

users. This is again in keeping with previous studies on the topic where staff reported
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distress, a sense of unease and even trauma in the context of implementing restrictive
interventions (Gustafsson & Salzmann-Erikson, 2016; Holmes et al., 2015). It is important
that staff working in secure services are supported to manage their emotional wellbeing. If
this is not achieved, emotional experiences such as those described by participants in the
current study could potentially lead to a reduction in the capacity for staff members to
experience a compassionate motivation to support service users (Lucre & Taylor, 2020)
which could impact both them and their relationships with service users. Some have found
that threat-based emotional experiences in staff, such as anger and fear, have been associated
with increased restrictive intervention use (Bowers, 2007). This has obvious implications for
the therapeutic relationship as well as reducing restrictive interventions in secure settings.

Whilst there were similarities between the accounts provided by staff and service users in
terms of the emotionally distressing experience of a physical restraint, there were also key
differences. There was a greater focus and emphasis on the emotional distress experienced by
the service users, compared to staff. This may be explained by staff being able to provide a
justification for the restraint (due to the need to manage risk and safety) which could have
helped to protect them against the distress. Such justification and reasoning of restrictive
interventions by staff has been highlighted as a protective factor previously (Gustafsson &
Salzmann-Erikson, 2016). Care should be warranted to ensure that such cognitive strategies
do not become protective for staff but to the detriment of service users. In a previous study,
staff referred to restrictive interventions as a ‘necessary evil’ (Hui, 2016). Whilst this may be
protective for them in terms of experiences of guilt/unease because of using such practices,
these attitudes may increase staff resistance to approaches that reduce restrictive
interventions.

Service users on the other hand were often of the view that there had been many occasions

where the use of restraint was unjustified. There was a clear emphasis on powerlessness
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when considering the service user data and for obvious reasons, an absence of such captured
in the accounts provided by staff. This may suggest that there are different psychological
mechanisms that lead to restraint associated distress experienced between the two groups.
Powerlessness and being controlled seemed to be what mostly contributed to the distress of
the service users, whereas staff distress seemed more often related to threats to their safety.
This is an important consideration as it points to differences in the way in which services can
support staff and service users to reduce the level of distress caused by incidents involving
physical restraint which would in turn help to preserve the therapeutic relationship. Staff may
benefit more from being supported to develop skills to manage/reduce threat-based emotional
experiences and instil a sense of inner safeness (e.g. Compassion Focused Staff Support;
Lucre & Taylor, 2020). Service users however, may benefit from collaborative approaches to
providing care which promote autonomy, independence and responsibility that move away
from imbalances in power. These are associated with positive effects and improved outcomes
for service users (Cartwright et al., 2021a; Prytherch et al., 2020). As are approaches that aim
to ensure service users feel fairly treated (such as Procedural Justice; Fitzalan-Howard &
Wakeling, 2020; 2021). Bergk et al. (2011) suggested that collaboration and offering choice
and as well as helping service users to feel in control can reduce perceptions of the
restrictiveness of an intervention and reduce feelings of helplessness. These points are
supported by our findings where for example, one service user described how they had found
it helpful for staff to be flexible and responsive with them during a restraint and use the least
restrictive techniques. Thus we recommend that collaboration with service users and
flexibility of approach is made a priority during physical restraints.

Both parties discussed how the restraint and the emotional distress experienced had
impacted their therapeutic relationships, often in a detrimental way. Numerous service users

described a sense of re-evaluating their relationships with staff who had restrained them
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which could lead to them disengaging from the relationship. Our findings support those
reported by Knowles et al. (2015), who identified that there were greater barriers to creating
or maintaining therapeutic relationships with staff involved in restraining service users. This
view was emphasised less by staff, likely due to them being unable to actively disengage
from the relationships with service users due to the requirements of their job role. It is
imperative that future academic and clinical efforts are focused not only on reducing restraint
but also on preserving the therapeutic relationship between staff and service users when
restraint use has been absolutely necessary. Even if the staff did not disengage from service
users, a ‘forced’ or disingenuous therapeutic relationship would be unlikely to be helpful.
Positively, both staff and service users in the current study discussed the possibility of
repairing the therapeutic relationship after a physical restraint. This was possible when both
parties felt supported to make sense of the experience, address the emotional impact, and
continued to work together and invest in the therapeutic relationship and service user’s goals.
These findings have implications for practice whereby services should aim to address these
areas to enable the timely and effective repair of therapeutic relationships when physical
restraint has been used.

Both groups discussed how they coped with and processed the restraint. In both groups,
for some, this involved avoidance, including not thinking about the incident, removing
themselves from the environment and avoiding the other person involved in the restraint.
This is problematic as avoidant coping has been identified as a factor that perpetuates
emotional distress across a range of contexts (e.g. Ambrus et al., 2020; Thompson et al.,
2018) and has implications for barriers to the repairing of the therapeutic relationship. One
service user described how in the context of feeling powerless and fearful, they escalated to
the point of serious aggression to maintain their distance from staff. Service user participants

described how they noticed when staff emotionally detached and distanced themselves from
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them following a physical restraint, which for one service user perpetuated their feelings of
anger and disengagement from the therapeutic relationship. Staff noticed a similar process in
the service users and commented on how it was difficult to maintain a relationship because of
such. Service users reported that they would have found it beneficial for staff to be honest
with them and express how the experience of the physical restraint made them feel. This is in
contrast with the more professional, detached aspects of the accounts provided by the staff in
terms of needing to manage risk and safety as a justification for the intervention, which
service users experienced as invalidating of their distress. Previous research has found that
safe and professionally executed transparency and self-disclosure can aid with the
development of the therapeutic relationship (Davidson, 2020). Others have found that service
users believed that effective communication with staff would have protected against the
harmful effects of the restrictive interventions they experienced (Tingleff et al., 2019). Our
findings support these assertions and highlight the importance of transparent communication
and collaboration between service users and staff when restrictive interventions have been
unavoidable, including the acknowledgement that experiences of restraint have also been
emotionally difficult for the staff involved.

Participants shared a process of perspective taking and consideration of how proportionate
and necessary the restraint was. For some, their appraisal of the event protected them from
the emotional impact of the incidents. This is in keeping with previous studies that found that
the ways in which participants made sense of the use of restrictive interventions protected
against the emotional consequences of them (Gustafsson & Salzmann-Erikson, 2016).
Appropriate interventions to address this may differ in nature between service users and staff.
Lawrence et al. (2021) recommended that post restrictive intervention reviews may offer a
good opportunity to support the way in which service users process and make sense of

restrictive interventions to protect against the emotional impact of them and to restore the
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therapeutic relationship when such practices are used as a last resort. For staff, such support
may be provided in the form of supervision, reflective practice and debriefs following
incidents and the use of restrictive interventions. These were identified by staff participants
in the current study as being methods that would help them to maintain therapeutic
relationships with service users after a physical restraint. Such approaches are helpful for
staff wellbeing (Burrows et al., 2019) and may help staff to understand service user
presentations from a trauma-informed, psychological formulation-based perspective. Whilst
supervision and reflective practice are already well recognized as being an important part to
secure hospital practice, we emphasize the necessity of them in the context of reducing
restrictive intervention and contributing to the development and maintenance of strong

therapeutic relationships.

Limitations

Participants were selected based upon prior involvement in a physical restraint; it was not a
requirement that service users and staff had been involved in the same incident. Paired
interviews of participants who were involved in the same physical restraint could further the
exploration of the therapeutic relationship through interpretation of the interactions between
them. The small number of participants were recruited and were either detained at or worked
at the same independent sector secure hospital in the UK, with limited ethnic diversity. This
is a limitation as research has found that people from black and ethnic minority groups are
disproportionately subjected to restrictive interventions compared to white service users
(Payne-Gill et al., 2021). A more racially diverse sample may have produced different
findings. This has implications for the applicability of our findings. Similarly, differences

have been found in the way in which men and women experience restrictive interventions
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(Scholes et al., 2022). Thus, presenting the findings in a gender neutral way is another
limitation of the study for the same reasons.

Information regarding when the physical restraint had occurred was not recorded.
Therefore, it is difficult to comment upon whether the experience of the therapeutic
relationship differs depending upon when the individuals reflect upon this and whether this

perception changes over time.

Conclusion and Recommendations

Physical restraint is a restrictive intervention that can result in emotional distress for the
people who implement them as well as those who experience them. As well as this, physical
restraints can rupture the therapeutic relationship between staff and service users in secure
services. This is problematic, not least because some have described the therapeutic
relationship as being at the core of good mental health care. Based on our findings, it is
recommended that secure services continue their efforts to reduce physical restraint use and
restrictive interventions more broadly but also support service users and staff when such
practices have been used a last resort, to protect against the emotional consequences of these
measures and to preserve the therapeutic relationship. To achieve this, it is recommended that
services work towards transparent communication, collaboration and flexibility between staff
and service users as well as opportunities for both service users and staff to reflect after
incidents of physical restraint. It is also recommended that staff receive ongoing support in
the form of peer support, supervision, reflective practice and debriefs to help manage their
emotional wellbeing, understand the needs of the service users from a trauma-informed
perspective and make sense of physical restraints when they occur. Whilst the importance of
these recommendations has already been acknowledged, to date, little research has

considered them in the context of restrictive interventions nor as part of reducing restrictive
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intervention initiatives in secure services. Our findings and recommendations are consistent
with, and point to the need for, secure services to adopt contemporary approaches to reducing
power imbalances between staff and services users, as well as those that would reduce the
likelihood of (re)traumatising service users. Ongoing support with the repairing of the
therapeutic relationship when ruptures have occurred is also required. Principles of
Procedural Justice, Safewards, and trauma informed approaches have been applied on a
limited basis in UK secure mental health services to date, but have all been recognised as
having potential benefits in these areas for such services (Cartwright et al., 2021b; Maguire et
al., 2022; Simpson et al., 2020). Based on our findings we recommend that secure service

providers and future research should aim to explore these approaches further.
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