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Abstract

Background: Research on the knowledge, attitudes, and practices of nurses working in surgical
intensive care units regarding the use of physical restraints is limited.

Objective: This study aimed to assess nurses’ knowledge, attitudes, and practices regarding
physical restraint use in surgical intensive care units (S-ICUs).

Method: The research, a descriptive cross-sectional study, involved nurses from three hospitals’
surgical intensive care units between March 15th and June 15th, 2022, with a total of 73 voluntarily
participating nurses (n=73). Data were gathered using the Physical Restraint Knowledge, Attitude,
and Practice Scale via face-to-face surveys. In the analysis of the data, independent t tests and
one-way ANOVA were used. The post hoc Tukey HSD test was utilized to determine the variables
contributing to the differences. A p-value of <0.05 was considered statistically significant, and the
study’s reporting adhered to the STROBE checklist.

Results: The participating nurses had a mean age of 32.08+6.91 years, with 61.6% being female
and 68.5% having undergraduate degrees. The total scale score was 76.86+6.58, with subdimension
scores for knowledge, attitude, and practice at 7.09+1.49, 32.5244.5, and 37.24+3.30, respectively.
Nurses working <61 hours per week had lower scores in physical restraint attitude and practice
(p=.001 for both), and there was a significant negative correlation between nurses’ weekly working
hours and their physical restraint attitude and practice scores (r=.746 and r=.734, respectively)
(p<.05).

Conclusion: Nurses displayed shortcomings in knowledge, attitudes, and practices related to
physical restraint use. It has been determined that nurses do not consistently document the physical
restraint, do not always implement it solely based on physician directives, and do not always resort
to alternative methods. Knowledge scores were linked to S-ICU work experience, while attitude
and practice scores were influenced by weekly working hours.
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ICU Nurses and Physical Restraints

Oz
Giris: Cerrahi yogun bakim iinitelerinde calisan hemsirelerin fiziksel tespit kullanimina iligkin bilgi,
tutum ve uygulamalarini belirleyen arastirmalar sinirhdir.

Amac: Bu calisma, cerrahi yogun bakim {initelerinde (C-YBU) calisan hemsirelerin fiziksel tespit
kullanimina iliskin bilgi, tutum ve uygulamalarini belirlemek amaciyla yapildi.

Yontem: Arastirma, tanimlayici kesitsel bir ¢aligma olup, 15 Mart 2022 ile 15 Haziran 2022 tarihleri
arasinda ii¢ hastanenin cerrahi yogun bakim tinitelerinde gorev yapan toplam 73 goniillii hemsire (n=73)
ile yiiriitiildii. Veriler, Fiziksel Kisitlama Bilgi, Tutum ve Uygulama Olgegi kullanilarak yiiz yiize anketler
araciligtyla toplandi. Verilerin analizinde bagimsiz gruplarda t testi ve tek yonli ANOVA kullanildi.
Farkliliklara katkida bulunan degiskenleri belirlemek i¢in post hoc Tukey HSD testi kullanildi. p-degeri
<0.05 olan sonuglar istatistiksel olarak anlamli kabul edildi ve ¢alismanin raporlamasi STROBE kontrol
listesine uygun olarak yapildi.

Bulgular: Calismaya katilan hemsirelerin yas ortalamasi 32.08+6.91, %61.6’s1 kadin, %68.5’1 lisans
mezunudur. Olgegin toplam puani 76.86+6.58, bilgi, tutum ve uygulama alt boyut puanlari (sirastyla;
7.0941.49, 32.5244.5, 37.24+3.30) bulundu. Haftalik caligma siiresi <61 saat olan hemsirelerin fiziksel
tespit tutum ve uygulama puan ortalamalar1 daha diisiiktii (sirastyla p=.001, p=.001, p=.001) (p<.05).
Hemsirelerin haftalik calisma saatleri ile fiziksel kisitlama tutum ve uygulama puanlar1 arasinda negatif
yonde yiiksek bir korelasyon vardi (sirastyla, 1=.746 ve r=.734) (p<.05).

Sonuc¢: Hemsirelerin fiziksel tespit bilgi, tutum ve uygulamalarinda eksikler oldugu belirlendi.
Hemgirelerin fiziksel tespit uygulamasini her zaman kayit etmedigi, hekim direktifi ile uygulamadigi,
alternatif yontemlere basvurmadig1 belirlendi. Bilgi puanlar1 C-YBU ¢alisma deneyimlerinden, tutum
ve uygulama puanlari ise haftalik ¢calisma siirelerinden etkilenmektedir.

Anahtar Kelimeler: Yogun Bakim Unitesi, Fiziksel Tespit, Cerrahi, Hemsirelik

INTRODUCTION and altered consciousness (Bilge et al., 2015).

Physical restraint (PR) is defined as the Postoperative agitated patients may remove

restriction of a patient’s movements by manual
means or with physical-mechanical devices
that cannot be easily removed, especially in
situations where the patient poses a risk of
harming themselves or others (Lan et al., 2021).
Surgical intensive care units (S-ICUs) are areas
with high patient circulation. Due to anesthesia
and sedation, patients in S-ICUs are at a higher
risk of falls, leading to the frequent application
of PR (Dolan et al., 2017). While PR can provide
benefits in terms of patient safety, improper and
ineffective application can pose potential harm.
It is a controversial practice that can lead to
ethical dilemmas, such as limiting the patient’s
autonomy over their own body (Kili¢ et al.,
2018). Patients admitted to S-ICUs may exhibit

agitated behaviors due to reasons such as pain
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intubation tubes, chest tubes, and catheters
placed as part of surgical treatment, depending

on indications (da Silvia et al., 2012).

The quality of nursing care is associated with
problems related to the use of physical restraints
(Lach et al., 2016). Although nurses, who are
responsible for ensuring patient safety, may be
reluctant to apply PR to prevent falls and injuries,
it has been reported that they can still implement
PR when necessary (Karaca et al., 2018). Studies
conducted in Turkey have found that 84.7% of
nurses working in intensive care units apply PR
without a physician’s directive, and 93.7% did
not document PR applications (Turgay et al.,
2009; Akansel, 2007). It is important for nurses
to be able to identify high-risk patients for PR

use, recognize the reasons for behaviors that may
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threaten patient safety, and evaluate the benefits
and risks of PR application to the patient (Lach
etal., 2016). Therefore, nurses are expected to be
informed about PR application, to know effective
alternative methods to reduce its use, and to
apply PR while considering existing laws and

ethical principles (Pasli Glindogan et al., 2016).

While there are several studies assessing the
knowledge and attitudes of nurses working in
intensive care units regarding the use of PR,
(Suliman et al., 2017) there is a lack of research
specifically evaluating nurses working in surgical
intensive care units. Determining the knowledge,
attitudes, and practices of nurses regarding PR
use in surgical intensive care units can contribute
to the development of policies, guidelines, and
clinical protocols related to PR application.
Knowledge deficiencies, incorrect attitudes, and
practices of nurses in surgical intensive care
units can be reduced through in-service training.
Best clinical practices can be identified to protect
patient safety, evaluate alternative methods to

PR application, and reduce complications.

Aim

This study aims to determine the knowledge,
attitudes, and practices of nurses working in

surgical intensive care units regarding the use of
PR.

METHOD
Type of the Research

This research is a descriptive and cross-sectional
study conducted with nurses working in the
surgical intensive care units of hospitals in one of
the eastern provinces of Turkiye, between March
15 and June 15, 2022. The reporting of this study
followed the STROBE checklist.

Place of the Research

The research was conducted with nurses
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working at the S-ICU (Surgical Intensive Care
Unit) located in a province in the eastern part of

Turkey.
Universe/Sample of the Research:

The sample size of the study was calculated
using G*Power 3.1.9.7 software. The calculation
was performed using Cohen’s (d) effect size
(Cohen, 1998). A one-tailed hypothesis with
an effect size of 0.3 was determined, with an
a error of 0.05, a B error of 0.20, and a power
of 80%, resulting in a minimum sample size of
71 participants (n=71). The study population
consisted of 92 nurses working in the surgical
intensive care units of three hospitals in one of
the eastern provinces of Turkey between March
15 and June 15, 2022. Five nurses who were not
willing to participate, eight nurses who were on
leave during this period, and six nurses who did
not fill out the data collection form were excluded
from the study. The study was completed with 73
nurses. The scope of the study reached 80% of
the population.

Data Collection Instrument-Validity and
Reliability Information

The data collection forms consist of two parts: an
introductory information form and the Nurses’
Physical Restraint Information, Attitude, and
Practice Scale. The introductory information
form was created by the researchers as a result
of the literature review (Suen, 1999; Kaya et al.,
2008).
the introductory characteristics of the nurses.
The Physical Restraint Knowledge, Attitude,

and Practice Scale was developed by Suen

It includes 10 questions to determine

in 1999 to determine. the nurses’ knowledge
levels, attitudes, and practices regarding the
use of physical restraints (Suen, 1999). The
scale was adapted to Turkish by Kaya et al.

in 2008. The original scale has a Cronbach’s
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alpha value of 0.85-0.99 (Suen, 1999). In the
Turkish validity and reliability study, it was
calculated as 0.69 (Kaya et al., 2008). In this
study, the Cronbach’s alpha value was calculated
as 0.76. The knowledge dimension of the scale
is scored between 0-11 points, the attitude sub-
dimension is scored between 12-48 points, and
the application sub-dimension, with the 10th
item reversed, is scored between 14-42 points.
A high score indicates excellent practice, while a

low score indicates unsuitable practice.
Data Collection Process

A pilot study was conducted with 10 nurses
to determine the appropriateness of the data
collection forms. Based on the feedback received
from the nurses, necessary adjustments were
made, and changes were implemented in the
data collection form. The pilot study data were
not included in the final analysis. Prior to data
collection, nurses working in surgical intensive
care units were provided with information
about the research, and those who volunteered
to participate were asked to sign a voluntary
consent form. The data for the study were
collected through face-to-face survey method.
Nurses who agreed to participate in the study
were given the data collection form and asked
to answer the questions on the form. It took the
nurses approximately 10-15 minutes to complete
the questions in both parts of the data collection

form.
Evaluation of the Data

Statistical analysis of the data was conducted
using SPSS 22.0 (IBM-USA) Windows package
program. Descriptive statistics were used to
represent categorical variables with number (n)
and percentage (%), and numerical values were
represented using mean + standard deviation.
The normal distribution suitability of the data

was checked using the Kolmogorov-Smirnov
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and Shapiro-Wilk tests. Since the data met the

parametric conditions, independent sample
t-tests and one-way ANOVA were used to
compare dependent and independent variables.
The post hoc Tukey HSD test was utilized to
determine the variables that contributed to the
differences. Pearson correlation analysis was
employed to establish relationships between
variables. A significance level of p < 0.05 was

considered statistically significant.

Variables of the Research and Ethical Aspect
of the Research

The knowledge, attitude, and practice scores of
nurses working in surgical intensive care units
constitute the dependent variables of the study,
while the demographic characteristics of the
nurses form the independent variables of the
research. Ethical approval was obtained from
a university’s ethics committee before starting
the study (Approval No: 2022-022). Nurses
working in the S-ICUs who participated in the
study were provided with information about the
study, and their written consent was obtained if
they volunteered to participate (Emanuel et al.,
2004). The nurses’ demographic information,
attitude, and practice scale were adapted to
Turkish, and the permission of the author who
conducted the validity and reliability study was
also obtained. Every stage of the research was
conducted in accordance with international rules
and the Helsinki (Declaration of Helsinki, 2008).

RESULTS

The average age of the nurses working in the
S-ICUs who participated in the study was
32.08+6.91 years, with 46% of them being 30
years old or younger. Among the nurses, 61.6%
were female, and 68% have a bachelor’s degree.
The average years of experience for the nurses
was 9.084+6.66 years, and 38.4% of them have

5 years or more of experience. Considering
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the experience duration of the nurses in the
S-ICUs, it was found that the average duration
was 4.89+5.16 years, and 76.7% of them have 5
years or more of experience. 50.7% of the nurses
work in general surgical intensive care units, and
90.4% of them work on day and night shifts. The
average weekly working hours for the nurses
were 53.11£13.69 hours, with 41.1% of them
working between 41-60 hours per week. 83.6%
of the nurses have received training on physical
restraint, and 93.2% have applied physical
restraint (Table 1).

The study analyzed the data to investigate
the differences in the knowledge, attitudes,
and practices of nurses working in S-ICUs
concerning the use of physical restraints based on
age, gender, education level, nursing experience,
S-ICU experience, working hours, and restraint
usage. The findings revealed that there were no
statistically significant differences (p>.05) in
the average scores of the nurses based on these
variables (Table 1).

However, a statistically significant difference
(p=.016, p<.05) was found between the S-ICU
experience and the knowledge score related
to physical restraints. Post hoc Tukey test
was applied to determine which groups were
different. The comparison between groups

‘1-2> was not statistically significant (p>.05),
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but the comparisons between ‘1-3’ and 2-3°
were statistically significant (p=.016, p=.013,
respectively) (p<.05). This difference indicated
that there was a variation in knowledge scores
among nurses with S-ICU experience up to 11
years (Table 1).

When comparing nurses’ intensive care units
and work schedules with their knowledge,
attitudes, practices, and average scores regarding
physical restraints, no statistically significant
differences were observed (p>.05). There was
also no statistically significant difference (p>.05)
between the nurses’ weekly working hours
and their knowledge scores related to physical
restraints. However, there was a statistically
significant difference (p=.001, p<.05) between
the application of physical restraints and attitude
and practice scores. Post hoc Tukey test showed
that the comparisons between ‘1-2° were not
statistically significant, while the comparisons
between ‘1-3° and ‘2-3° were statistically
(p=.001, p=.001,
(p<.05). This indicated variations in attitude

significant respectively)
and practice scores among the nurses regarding

physical restraint application (Table 1).

Regarding the nurses’ physical restraint education
and their actual application of restraints, no
statistically significant differences were found
(p>.05) (Table 1).
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Table 1. Distribution of Descriptive Characteristics of Nurses Working in Surgical Intensive Care Units and Comparison

of Descriptive Characteristics with Scale Dimensions (N=73)

Features n % Information Test p Attitude Test p Implementation Test p
Age (Mean +SD*:
32.08+6.91, Youngest: 23-
Oldest 55)

34 46.6 6.82+1.48 F=1.095  32.92+5.03 F=.291 37.61£3.51 F=.484
0-30

30 41.1 7.36+1.29 p=.340 32.03+4.33 p=.748 36.80+3.15 p=.619
31-40

9 123 7.2242.04 33.00+4.33 37.33£3.16
>41
Gender
Female 45 61.1 7.28+1.56 t=0.856 32.89+5.68 t=.548 37.22+3.79 =790
Male 28 384 6.97+1.45 p=395 32.28+3.73 p=.585 37.22+3.00 p=.937
Educational Status
Healthcare profession 14 192 7.12+1.95 F=203 32.574+4.30 F=.160 37.354+3.07 F=2816
College Degree 50 68.5 6.66£1.03 p=-894 32.484+4.83 p=997 37.4243.41 P=.489
Postgraduate Degree 9 123 7.00£1.32 32.66+3.66 36.11+£3.14
Duration of Experience
in Nursing (Mean £SD*:

9.08+6.66, Minimum:1-
Maximum:34 years)

<5 28 384 6.78+1.47 F=1.095 33.00+4.65 F=.455 37.3243.50 F=.552
6-10 22 30.1 7.18+1.50 p=.340 29.42+5.29 p=.636 37.7243.05 p=.578
>11 23 315 7.39+1.49 32.65+3.67 36.69+3.34
C-ICU Experience Duration F=4.364
(Mean £SD*: 4.89+5.16,
Minimum:1- Maximum 34 p=-016
years) 56 767 7.05:1.49 12%% 32874457  F=1.199 37.30+3.45 F=209
<5
- 12 16.4 6.58+1.08 p=,557 30.66+4.05 p=.308 36.75+3.07 p=.312
6-10 5 6.8 8.80+1.30 1-3%* 33.00+5.24 37.80+2.28
>11

p=.029

2_3**

p=.013
Intensive Care Unit
General Surgery 37  50.7 7.08+1.60 32.05+4.04 37.83+2.37
Anesthesia 21 288 7.14£1.19 F=.017 33.14+4.88 F=.107 36.66+3.73 F=.384
KDC 8 11.0 7.00£2.26 p=.896 33.50+7.28 p=.744 37.75+4.49 p=.539
Emergency 7 9.6 7.14+0.69 32.00+£2.16 35.28+4.38
Your Work Layout
Daytime 7 9.6 7.28+1.79 t=.352 33.14+1.34 t=.378 38.4242.14 t=.994
Night and day 66 90.4 7.07+1.47 p=.726 32.45+4.76 p=.706 37.1243.39 p=323
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Weekly Working Time F=34.273 F=42.240
(Mean +SD¥*: 53.18+13.69,
Minimum: 40- Maximum: p=.001 p=-001
100 Hours) L e
<40
23 315 7.08+1.37 F=.560 33.08+5.35 p=,064 37.52+3.40 p=.382
41-
60 30 41.1 7.16+1.41 p=875 32.10+4.90 1-3%* 37.93+2.75 1-3**
>61
- 20 274 7.00+1.77 32.50+4.04 p=.001 35.90+3.69 p=.001
2_3** 2_3**
p=.001 p=.001
Status of Receiving
Training Related to Physical
Detection
Yes 61 83.6 7.14+1.52 t=.666 32.65+4.56 t=.136 37.36+3.21 t=.611
No 11 151 6.81+1.40 p=.507 32.45+4.29 p=.892 36.63+4.00 p=511
Physical Detection
Application Status
Yes 68 932 7.28+1.47 t=1.570 32.42+3.98 t=.276 37.60+3.32 t=1.354
No 5 638 6.69+1.49 p=.121 32.73+5.69 p=783 36.47+3.20 p=.180

*Mean +Standard Deviation * *KDC: Cardiovascular Surgery Intensive Care, t: Independent-Samples T Test, F: One-Way ANOVA* * Post hoc Tukey

HSD test.

The mean score of the Physical Restraint
Knowledge, Attitude, and Practice Scale for
the nurses was calculated as 76.86 = 6.56. The
nurses’ overall average scores for knowledge,
attitude, and practice related to physical restraint
were determined to be at a moderate level. The
middle score represents good practice. When
examining the mean scores of the subscales of
the scale, the knowledge dimension has a mean
score of 7.09+1.49 (moderate level), the attitude
dimension has a mean score of 32.52+4.5
(moderate level), and the practice dimension has
a mean score of 37.24+3.30 (moderate level)
(Table 2).
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Table 2. Average Knowledge, Attitude and Practice

Score of Nurses on Physical Restraint Use (N=73)

Mean £SD* Scale Score
(Minimum-Maximum) Limits
Information 7.09+1.49 0-11.
(3-10)
Attitude 32.52+4.5 12-48
(21-48)
Implementation 37.24+3.30 14-42
(14-42)
Total 76.86+6.58 0-101
(63-99)

*Mean =+ standard deviation

In Table 3, the knowledge sub-dimension scores
regarding the use of physical restraints by nurses
working in S-ICUs were examined. According to
the table, 30.1% of the nurses agreed with the
statements ‘Patients have the right to object to
the use of restraints; the restraint used should
be appropriate for the patient’s condition’ and
‘Jacket-type restraints may lead to the patient’s
death’ (Table 3).
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Table 3. Distribution of Knowledge Scores of Nurses Working in Surgical Intensive Care Units Regarding Physical

Detectors (N=73)

Agree Indecisive Disagree

n % n % n %
1- Since there will be no gap between the skin and the fixator, it should be 69 94.5 3 4.1 1 1.4
applied comfortably and the type, time and reason for use should be recorded
in the nursing note.
2- Since there may be a danger of suffocation, the patient should never be 68 93.2 4 5.5 1 1.4
detected face down.
3-The anchor should be attached to the bed sides, not to the bed sheet or rails. 65 89.0 7 9.6 1 14
4-The retainer should be loosened every 2 hours. How many hours do you 65 89.0 3 4.1 5 6.8
relax? (Mean +SD*: 2.12+1.26, Minimum:1- Maximum 5 hours)
5-Detectors are vehicles prepared to prevent injury. 59 80.8 10 13.7 4 55
6- Informed consent should be obtained from a family member when the fixa- 57 78.1 10 13.7 6 8.2
tive is applied to the patient.
7- When the fixative is applied to the patient, the risk of deterioration in skin 57 78.1 9 12.3 7 9.6
integrity increases.
8- Detectors are applied by professional people when the patient cannot be 52 71.2 15 20.5 6 8.2
observed closely.
9- There is no determinant that we can call very good in every aspect. 46 63.0 20 27.4 7 9.6

10- The patient has the right to object to the identifier. Detector suitable for the 22 30.1 26 35.6 25 342

patient’s condition has to be determined.

11-Jacket type restraints may cause death of the patient.

22 30.1 43 58.9 8 11.0

In Table 4, the attitude sub-dimension scores
regarding the use of physical restraints by nurses
working in S-ICUs were examined. According
to the table, 2.7% of the nurses strongly agreed
with the statements ‘I believe restraints increase
the risk of choking for patients’ and ‘Applying
restraints to patients leads to a decrease in their
self-confidence.” Additionally, 8.2% of the nurses
strongly agreed with the statements ‘The main
reason for restraint use in our institution is the
insufficient number of nurses’ and ‘I feel guilty if
I apply restraints to a patient.” Furthermore, 11%
of the nurses strongly agreed that ‘I feel guilty
when the patient’s orientation is disturbed after
the application of restraints.” It was determined
that 12.3% of the nurses strongly believe
that ‘The application of restraints reduces the

duration of nursing care.” Moreover, 13.7% of
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the nurses strongly agreed with the statement ‘I
feel bad when the patient is worse/angry after
being restrained.” Additionally, 16.4% of the
nurses strongly agreed with the statement ‘I feel
bad when a family member enters the room of
a patient who has been restrained.” Furthermore,
20.5% of the nurses strongly agreed with the
statement ‘I believe that family members have
the right to oppose the application of restraints.’ It
was also found that 27.4% of the nurses strongly
agreed with the statement ‘If [ were a patient, I
would want the right to accept or refuse the use
of restraints.’ Lastly, 34.2% of the nurses strongly
agreed with the statements ‘Applying restraints
legally is important for me and my institution’
and ‘I believe that the use of restraints reduces
the fall rate for patients’ (Table 4).
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Table 4. Distribution of Attitude Scores of Nurses Regarding Physical Detectors (N=73)

Absolutely. Agree Disagree  Absolutely.

Agree Disagree
n % n % n % n %
1- I think the rate of falling of the patients decreased with restraints. 25 342 46 63.0 2 2.7 -

2-It is important for me and my institution to implement the restraints by 25 342 47 644 1 1.4 -
taking legal measures.

3-If I were sick, I would like to have the right to accept or reject this when 20 274 34 46.6 18 247 1 1.4

the restraint is used.

4- 1 think that family members have the right to oppose the application of 15 20.5 26 356 28 38.8 4 5.5

the restraint.

5- I feel bad when a family member enters the room of a patient who hasa 12 164 25 342 32 438 4 5.5

restraint applied.

6- 1 feel bad when the patient is worse/angrier after being identified. 10 137 39 534 21 288 3 4.1

7- 1 think that the fixative application reduces the duration of nursing care. 9 123 37 507 24 329 3 4.1

8- I feel bad when there is a deterioration in the patient’s orientation after 8 11.0 46 630 17 233 2 2.7

the fixator is applied.

9- 1 feel guilty if I apply a restraint to the patient. 6 82 16 219 43 589 8 11.0
10- The main reason for the use of restraints in our institution is the insuffi- 6 82 12 164 41 562 14 19.2

cient number of nurses.

11-There is a decrease in the self-confidence of the patient who is applied 2 2.7 23 315 43 589 5 6.8
a restraint.

12- I think that the restraints increase the risk of suffocation of the patient. 2 27 10 137 58 79.5 3 4.1
In Table 5, the application sub-dimension scores increases.” Additionally, it was determined that
regarding the use of physical restraints by nurses 45.2% of the nurses always respond ‘In our
working in S-ICUs were examined. According institution, rather than applying restraints to

to the table, 21.9 % of the nurses consistently patients, we try to find different ways to control
responded ‘As the number of my colleagues the patient’s movements’ (Table 5).

decreases, the number of restrained patients

Table 5. Distribution of Nurses’ Application Scores Related to Physical Detectors (N=73)

Always Sometimes Never
n % n % n %
1- I check the skin of the patient who is applied a restraint for friction or irritation. 67 91.8 61 8.2 - -
2- If the patient has been applied a restraint, I will answer his/her calls as soon as possible. 63 86.3 9 123 1 1.4
3- I tell the family members why the patient was detected. 62 849 11 151 - -
4- I check the restraint every two hours to determine if it is in the right position. 60  82.2 13 17.8 - -

5- When the restraint is applied, I record the type of restraint, the reason for use, the time of 59  80.8 9 123 5 6.8
application and nursing interventions in the nursing note.

6- 1 tell the patient why the restraint is used. 59  80.8 14 192 - -
7- 1 explain to the patient when the restraint will be removed. 57 781 16 219 - -
8- When I think that the patient does not need to be identified, I inform the physician of this 57  78.1 13 178 3 4.1
idea.

9- I frequently check the restraint to determine if it is turned on by itself. 57 781 16 219 - -

10- I try different nursing interventions to prevent the patient from falling before applying 43 589 30 411 - -
the fixative to the patient.

11- When the restraint is applied, I frequently check, evaluate and record its effects. 41  56.2 28 384 41 55
12- I only apply the restraint with the directive of the physician. 37 5007 33 452 3 4.1

13-In our institution, we try to find different ways of controlling the patient’s movements 33  45.2 40 548 - -
rather than applying a restraint to the patient.

14- As the number of my colleagues decreases, the number of patients with detective appli- 16  21.9 37 507 20 274

cation increases.
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When the relationship between age, duration of
experience in nursing, duration of experience in
S-ICUs and the average scores of the knowledge,
attitude and application scale related to the use
of physical restraints of the nurses working in
S-ICUs participating in the study was evaluated,
it was determined that the relationship between
them was not statistically significant (p>.05).
There was no significant relationship between
the weekly working hours of the nurses and the
average knowledge dimension score of the scale
(p>.05). However, it was determined that there
was a high negative correlation between the mean
score of the attitude and application subdimension
of the scale and the weekly working time and
that the relationship was statistically significant
(p=.001, p=.001, respectively) (p<.05) (Table 6).

Table 6. The Relationship of Physical Detection Use of

Nurses Working in Surgical Intensive Care Units with
Some Continuous Variables (N=73)

Attribute Information Attitude Implementation
Test* /p Test* /p Test* /p

Age =138 r=.003 r=-.019
p=.122 p=429 p=.338

Duration of r=.135 r=-.169 r=.027

Experience p=255 p=153 p=0.822

in Nursing

(Years)

Duration of r=.160 r=-.180 r=-.010

Experience =175 =127 =934

in C-ICUs P P P

(Years)

Weekly r=.084 r=-.746 r=-.734

Working p=477 p=.001 p =.001

Time

(Hour)

Test™ r: Pearson Correlation

DISCUSSION

This study conducted with S-ICU nurses
working in three hospitals in the Eastern Anatolia
region revealed significant deficiencies in their
knowledge, attitudes, and practices related to
physical restraints (PR). The total PR knowledge,
attitude, and practice scale score of the nurses
was found to be 76.86 + 6.58. Comparing this
with previous studies, Ertugrul et al. reported a

total score of 73.50 = 10.08 for nurses working
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in intensive care units, (Ertugrul et al., 2020) and
Cui et al. found a total score of 74.33 + 9.55 for
nurses in intensive care units (Cui et al., 2021).
Although the subscale scores in this study were
consistent with the literature, the higher total
score may be attributed to the characteristics of

the sample, consisting of S-ICU nurses.

The deficiencies in nurses’ knowledge,
attitudes, and practices regarding PR can lead
to complications and ethical dilemmas and may
diminish the effectiveness of beneficial treatments
(Kirk et al., 2015). To address these deficiencies,
administrative measures should be taken. The
British Association of Critical Care Nurses and
the American Nurses Association emphasize that
PR should only be used when alternative methods
are not available (Bray et al., 2004; ANA, 2012).
Despite the potential harms of PR, its continued
use is most commonly attributed to factors such
as low nurse-patient ratios, excessive workload,
working environment, inadequate staffing, and
lack of legal regulations (de Casterle et al., 2015;

Via Claveno et al., 2019).

According to the information sub-dimension
score obtained from the scale in the study, the
nurses’ level of knowledge about PR usage was
found to be at a moderate level (7.09 £+ 1.49) and
was reported by 64% of the nurses. While 63%
of the nurses agreed with the statement “There
is no good indicator in any way,” 27.4% were
undecided. Only 30.1% correctly answered
the statement “Jacket-type restraints can cause
patients’ death,” while 58.9% reported that they
were unaware of it. These findings indicate
that nurses working in S-ICUs have a lack of
knowledge and are in need of training. Previous
studies have also identified nurses’ lack of
knowledge and their application of PR without
using alternative methods (Ertugrul et al., 2020;
Giirlek Kisacik et al., 2019).
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In a randomized controlled trial conducted by
Kavak et al., the impact of PR education provided
to nurses was investigated. It was found that nurses
who received PR training had a significant increase
in their knowledge, attitude, and practice scores
compared to the group that did not receive training
(Kavak, et al., 2019). We recommend providing
nurses with information about alternative methods
to PR and developing clinical guidelines and in-

service training programs.

In the study, 71.2% of nurses indicated that they
utilize PR as a rationale when the patient is unable
to be closely observed. This situation may arise due
to a low nurse-to-patient ratio in the S-ICU, where
nurses are unable to constantly observe patients
and may prefer restraints as a measure to ensure
patient safety. In the literature, it is recommended
to place critically ill patients in a position where
they can be closely observed, and to implement
tighter monitoring and plan care interventions
according to patient needs (Pasli Giindogan et al.,
2016; Suliman et al., 2017). Measures should be
taken to ensure closer monitoring of critically ill

patients in the intensive care unit.

In the 34.2%
disagreement about the patient’s right to object to
PR, and 36.6% were undecided. 8.2% of nurses
reported that they did not participate in the process

study, of nurses reported

of obtaining informed consent from the patient’s
family for physical restraint, and 13% were
undecided. These findings indicate that nurses
need more information about patient and family-
centered care. The use of PR as a protective shield
to prevent the patient from harming themselves
and their surroundings in the management of
agitation and delirium can inadvertently cause
harm to the patient. Patient and family-centered
approaches in the management of agitation and
delirium can reduce the need for PR (Devlin et al.,
2018). Nurses should be informed about the use
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of patient and family-centered approaches in the

management of agitation and delirium.

The determination of the attitude sub-dimension
score obtained from the scale in the study as
moderate (32.524+4.5) indicates deficiencies in the
positive attitudes of nurses working in S-ICUs.
Nurses are divided in their views on the patient’s
and family’s right to refuse restraint. This suggests
that some nurses view restraint as a protective

mechanism.

In the study, 16% of nurses strongly agreed, and
34.2% indicated that they “felt bad” when a family
member entered the room of a patient who had
been restrained. 11% strongly agreed, and 63%
expressed that they “felt bad” in a situation where
the patient felt bad/agitated. The findings of the
study indicate that nurses, who are responsible for
ensuring patient safety, experience a dilemma and
thus resort to PR. Nurses may face a dilemma due
to the risks of using PR and legal issues. When
deciding to use PR, nurses often face ethical
dilemmas. Ethical dilemmas in the decision-
making process of nurses regarding the use of
PR have been reported in three main categories:
ethical dilemmas, not using PR and emotional
issues, consequences of using PR, and patient
safety, causing physical and psychological harm
to patients (Salehi et al., 2020).

The moderate level of the application sub-
dimension score obtained from the scale in the
study (37.24+3.30) indicates deficiencies in the
practices of nurses working in S-ICUs. In the study,
58% of nurses stated that they primarily applied
physical restraint for patients at risk of falls. This
shows that approximately half of the nurses view
physical restraint as the first option for patients at
risk of falls. The fall risks of patients admitted to
the intensive care unit should be identified, and

measures should be taken to prevent falls.

In the study, 56.2% of nurses stated that they

570



ICU Nurses and Physical Restraints

frequently monitor, assess, and record the
effects of PR when applied. This finding
indicates that approximately half of the nurses
do not frequently monitor the effects of PR.
Studies in the literature have reported that a
decrease in care and monitoring frequency in
patients undergoing PR is associated with the
development of complications (Ertugrul et al.,
2020; Giirlek Kisacik et al., 2019). Ertugrul et al.
reported that PR caused various adverse effects
in the immobilization area, such as redness,
bruising, swelling, and edema, and increased the
frequency of neurovascular complications (Kaya
etal., 2008; Ertugrul et al., 2020).

Particularly, changes related to circulation
should be closely monitored and shared with the
team in patients undergoing PR. In the study,
50.7% of nurses stated that they only apply PR
with a directive from the physician. This finding
reflects that approximately half of the nurses
apply PR without a specific directive from the
physician. In the study, 45.2% of nurses stated
that they try to find different ways to assess the
patient’s movements before implementing PR in
their institution. This finding indicates that more
than half of the nurses do not seek alternative

methods before applying PR.

A study by Chapman et al. recommended
alternative methods before PR application
(Cui et al., 2022). In the literature, alternative
methods to PR are considered as chemical
(pharmacological) methods, sedation (Devlin
et al., 2018), and non-pharmacological methods
(Rose et al., 2016). In a study by Rose et al., it
was found that PR use increased the need for
sedation, opioids, and benzodiazepines (Unoki et
al., 2018). The increased need for sedation is a
factor that prolongs the duration of patients’ stay

in the intensive care unit and hospital.

Reducing PR use requires multi-component
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interventions, including non-pharmacological
methods. These interventions include healthcare
professional education, the presence of a
family member in the intensive care unit,
continuous family support, communication,
early mobilization and rehabilitation, shortening
mechanical ventilation duration, and planning
care for delirium, agitation, pain, and sleep
disturbances (Rose et al., 2016).

In the study, it was determined that the inadequate
number of nurses in S-ICUs is also an important
factor in the use of PR. 21.9% of the participants
stated that as the number of their colleagues
decreased, the number of PR applications
increased. This finding demonstrates that the
shortage of nurses is a determining factor in
PR usage. The study also found a high negative
correlation between nurses’ weekly working
hours and the average scores of the attitude and
application sub-dimensions of the scale, and this
correlation was statistically significant. Even if
nurses have sufficient knowledge, this situation
can lead to negative attitudes and inappropriate

practices.

Studies examining the factors influencing PR
use by nurses have identified inappropriate
ICU environments, management attitudes, and
nursing workload as reasons for PR use (Cui et
al., 2021; Unoki et al., 2018). In the literature,
PR use is considered as a compensatory tool for
the shortage of healthcare workforce, leading to
increased usage of restraints in the intensive care
setting (Suliman et al., 2017; Unoki et al., 2019).

The findings of the study were consistent with
previous research in the literature. Nurses’
workload should be regularly measured using
objective methods, and adequate nurse planning
should be conducted. Measures should be taken
to reduce overtime hours for nurses to ensure a

balanced and safe working environment.
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As a result, deficiencies were identified in the
knowledge, attitudes, and practices of nurses
working in S-ICUs regarding physical restraint
(PR) use. Nurses were found not to consistently
document the application of physical restraints,
to not always implement it solely based on
physician directives, and to not always resort
to alternative methods. This study emphasizes
and the
development of clinical practice guidelines to

the need for training programs

address the educational needs of nurses. Further
comprehensive research is required to evaluate
the ethical dilemmas surrounding PR use and the
utilization of alternative methods. Ensuring that
nurses possess improved knowledge, attitudes,
and practices regarding PR is of paramount
importance in providing high-quality and safe

healthcare services.
Limitations

The limitations of this research include the data
being collected through subjective responses to
the scale questions, which could lead to biases in
the findings. The research reflects the findings of
nurses working in the S-ICUs of three hospitals in
Southeast Anatolia. The study’s sample is limited
to three hospitals, and due to the subjective data
collection methods, the research findings cannot
be generalized. However, being the first study
conducted with nurses working in S-ICUs in

Turkey makes the research findings valuable.
IMPLICATIONS FOR PRACTICE
Developing Education Programs

This study emphasizes the deficiencies in

nurses’ knowledge, attitudes, and practices
regarding physical restraint (PR) use. Hospitals
and healthcare institutions should create and
regularly update education programs for nurses
on PR usage. These education programs should

emphasize the use of alternative methods to PR.
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Utilizing Alternative Methods

should

alternative methods before resorting to PR

Nurses consider and implement
use. These alternative methods include non-

pharmacological  approaches, involvement
of the patient’s family, communication, early
mobilization, and rehabilitation. Nurses should
create treatment plans tailored to individual

patient needs.
Promoting Family-Centered Care

Nurses should involve patients’ families in the
treatment process and provide them with support.
Family-centered care can contribute to better

addressing patients’ safety and needs.
Addressing Ethical Issues

Nurses should openly address ethical issues
related to PR usage. Respect for patients’ and
families’ opinions regarding PR use is essential.
Nurses should act in accordance with ethical

principles and respect patients’ rights.
Increasing Nurse Staffing

To alleviate the workload of nurses, there should
be an increase in nurse staffing, and regular
methods for measuring nursing workload
should be implemented. By providing a better
working environment, more focus can be placed
on alternative methods when PR use is not

mandatory.

These

improve their knowledge, attitudes, and practices

recommendations can help nurses
regarding PR usage, ultimately contributing to

the safety and health of patients.
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