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Ducking: Pushing somebody under water for a short while.
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Restraint: A thing that limits something.

Registered nurse: these are professional nurses who have completed a course of study at
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ABSTRACT

Introduction: The use of locked door seclusion rooms and! or physical restraint (use of

belts/force to seclude a patient) is common in most psychiatric institutions. This practice

continues to serve as an important treatment function in most psychiatric hospitals. For

many centuries attempts have been made by the mental health professionals concerned to

eliminate the practice or at least make their use less irrational, less punitive and more

therapeutic.

AIM: The aim of this paper was to establish the knowledge, attitudes and practice of

nurses on the practice of this treatment modality.

Methods: The study area was Mathari hospital, a referral and teaching hospital for both
I

medical and nursing Students in Kenya. This was a descriptive study. The participants

were both Enrolled and Registered nurses and data was collected through a questionnaire.

The approximate duration of the study was 6 months. Data analysis was through a

statistical package of social sciences (SPSS Version 12.0).

Results: This study reported comprehensive information on nurses' knowledge, attitude

and the practice of restraints and seclusion of aggressive in-patients.

Conclusion: The study reported that nurses were equipped with knowledge, and had a

positive attitude on the importance of application of various interventions during the

practice of restraints and seclusion of the aggressive psychiatric in-patients. The study

also established some relationships between knowledge, attitude and the practice of

restraints and seclusion of the aggressive in-patients.

Recommendations: Different methods of study and larger sample are recommended to

develop a more comprehensive meaning of restraints and seclusion among nurses.

Although majority of nurses agreed that clinical guidelines should be used during the

practice of restraints and seclusion, an observation research is recommended to establish

the use of such clinical guidelines during such practices.
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CHAPTER I: INTRODUCTION

1.1. Introduction

Despite the controversy over the use of seclusion and restraints, these measures are

commonly used to treat and manage disruptive and violent behavior (Sailas & Wahbeck,

2006). Violence is a complex phenomenon that needs to be met with a multi -

professional approach.

Restraint is defined as the use of belts to fix a patient to bed, and seclusion as bringing

the patient into an empty and locked room without possibility to leave (Martin et al,

2007). Seclusion can vary, but usually the term refers to some form of isolation. The

isolation may occur in a locked room within confines of a patient's room. Finke and

Linda (2001) argue that, seclusion may entail a requirement to sit in a chair or involve

serving a time-out period or some form of involuntary or voluntary confinement.

However Brown & Tooke (2004) suggest that restraint and seclusion of psychiatric

patients, is viewed by some as a violation of basic human rights, as a necessity for the

control of violence, and by others as a therapeutic modality.

Restraint is referred to as the use of leather straps to restrain the extremities of an

individual, whose behavior is out of control and who poses an inherent risk to the

physical safety, psychological well being of the patient and staff. Seclusion refers to

another type of restraint in which the client is confined alone in a room from which

he/she is unable to leave (Neil & Gregory 2000). Seclusion continues to be a regular

feature of acute inpatient psychiatric care, despite sustained scrutiny and continuing lack

of evidence for its rationale. The practice remains a symbol of control ascribed to

professionals in management of mentally disordered people who are perceived to be

dangerous (Townsend, 2008).
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Restraint and seclusion is controversial, opponents of restraint and seclusion have based

their arguments on concern for the rights of mental patients, and dedication to treat

patients in the least restrictive environment. On the other hand proponents of restraints

and seclusion have based their arguments on the theoretical benefits of isolation and

reduction of external stimuli. Although it appears to be reasonably well established that

restraints and seclusion "works" for example, it provides an effective means for

preventing injury and reducing agitation, it is equally established that it has a physical

and psychological effects on patients. Frost & Wells (2000) suggest that use of physical

restraints in psychiatry has substantial implication for emotional well being of the patient.

The major findings of Morall et al (2002), that aimed at describing and gaining a better

understanding of patient with a severe persistent psychiatric disorder, who were placed in

a seclusion while hospitalized in a closed psychiatric unit were:

.:. Patients perceived seclusion as punitive measure and modality of social control

and the experience of seclusion serving as an intensification of already existing

feelings of exclusion, rejection, abandonment and isolation .

•:. In addition the findings also suggested that, it is not seclusion or restraints that

impacts on the patients' negative emotional experience, but rather the lack of

nurse patient contact during seclusion experience.

Although the use of restraint and seclusion can be of therapeutic value, for example it can

prevent injury and reduces agitation; this practice has been described as a form of social

control and a drastic deprivation of personal liberty over people already experiencing

exclusion from the community (Fisher, 1994)

1.2. Background Information

The use of seclusion raises uncomfortable feelings, both within the person undergoing the

intervention and within the nurses implementing it. The procedure automatically enforces

social isolation and involves nursing Staff placing outward controls on the behavior of

another human being. Restraint/seclusion is becoming more associated with the negative
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sideof psychiatric care but some acute psychiatric units continue to use it as an

intervention during aggressive behavior (Alty, 1997).

The history of restraint and seclusion started when a large number of private 'madhouses'

were established. However large public asylums only became widespread in the UK

during the 19th Century. The Lunatic Act 1845 made it compulsory for every county to

establish such institutions. The number of confined people rose dramatically through

eighteenth centuries (Fulford et al 2006). Treatment usually took the form of restraint

often with shackles or straight jackets, combined with punitive procedures such as

ducking.

The practice in Mathari hospital in Kenya which came into existence as early as 1910

. was not different, and nursing care of the patients was left in the hands of unskilled

patient attendants who were working under a few expatriate nurses and the care was

mainly custodial.

However many people also stood for a more humanitarian approach. William Tuke

established the retreat at York in England that offered 'moral therapy' based on homely

environment. Philip Pinel threw away the chains of patients in the Salpetriere and Bicetre

hospitals (Fulford et aI, 2006)

1.3. Statement of the Problem

Restraint and seclusion of patients remains a common institutional practice. This has

received widespread attention from political, ethical, legal and clinical standpoint. Nurses

in psychiatric settings continue to play an important role in application of restraint and

seclusion in the management of aggressive psychiatric patients (Holmes et al, 2004).

As a psychiatric institution for Nairobi and referral hospital for Provincial and District

Psychiatric units, Mathari hospital has witnessed a growing demand for psychiatric care

services.
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Increased public awareness of their rights as patients and patients' relatives has led to

heightened expectations resulting to demand for high quality of care. This requires nurses

to differentiate between the 'good' and 'bad' nursing care. Nurses working in psychiatric

hospitals/units are therefore faced with the following challenges:

.:. Equipping themselves with knowledge of the efficacy of treatments and

interventions they provide to patients .

•:. Practicing evidence based psychiatric nursing .

•:. Documenting the nature and outcomes of the care they provide.

As a lecturer at Kenya Medical Training College (KMTC) Mathari, the researcher noted

that the issues of restraints and seclusion were often mentioned during Students

evaluation. Students were advised not to indicate their names during such evaluations for

confidentiality. Occasionally students also gave verbal reports on issues of restraints and

seclusion of aggressive patients. Some of the comments noted in the evaluations were:

.:. A number of support staff was involved in the practice of restraints and

seclusion .

•:. Once secluded patients were left in seclusion rooms for too long .

•:. Some seclusion rooms were not conducive i.e. patients did not have mattresses

where they could rest, and many times they remained standing while in

seclusion.

The reflection on the Students' remarks aroused the researchers' curiosity that envisaged

exploring more on this important subject. Moreover, there is no other study that has been

done in the past on restraint and seclusion of aggressive patients in the institution before.

1.4. Problem Justification

Restraint and seclusion of persons with mental disabilities without their free and

informed consent on the basis of aggression due to mental illness, often together with

additional criteria such as being a danger to oneself and others or in need of treatment

with or without a legal basis is allowed by many states. The core of the containment
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principleis the restriction of patients' movement to the extent that the patient is safe from

both self injury and injury of the others. Solitary confinement or seclusion as a form of

controlor medical treatment cannot be justified for therapeutic reasons.

A key to determining the reason for continued physical restraint in psychiatry may lie in

understanding of the influence of staff related factors. Nurses are required to make a

judgment about a patients potential to cause serious bodily harm to self or others. This

judgment may be influenced by nurses' perceptions of patient behaviors as violent or by

their emotional reaction to such patients (Frost & Wells 2000).The nursing staff needs to

understand the reasons for use of seclusion, have the opportunity to talk about it, and

accept the angry feelings they may have towards the patient. They should also have the

freedom to modify the procedure to respond to the differences in patient needs.

Peplau (1988) - a theorist of interpersonal relationship in nursing - reveals that each

individual may be viewed as unique biological, spiritual and sociological structure that

will not behave the same as any other individual. Orem's (2001) - a theorist of self- care

deficit nursing - suggests that the physical, psychological, interpersonal and social

aspects of health are inseparable' (George, 2002).

On the other hand due to health concerns or other factors, restraints and seclusion may be

contraindicated. This is especially true for patients who have a history of self harm, a

dual diagnosis or experience severe anxiety/fear when confined.

However, despite the high rate of aggression of patients in psychiatric wards, uncertainty

exists about the nature of the relationship between mental illness, inpatient treatment and

aggression. Daffern and Howells (2001) suggest that, as a consequence, the frequently

employed strategies used to manage aggressive inpatients such as seclusion, isolation,

sedation and restraint are implemented inconsistently and possibly selected on basis of

characteristics unrelated to the cause of aggression.
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1.5. Expected Benefits of the Study

The study findings were expected to open an avenue for review of current nursing

guidelines to direct the application of restraint and seclusion. It was also serve as a guide

for a rational use of this treatment modality and establish whether current procedure

manuals contain clear guidelines or whether there are clear institutional policy to guide

staff on application of restraint and seclusion. The study was also to establish the

documentation practices before, during and after restraint and seclusion and determine

the evaluations on the effectiveness of the practice.

1.6. Hypothesis

There is a relationship between knowledge and attitudes, and the practice of restraint/
seclusion

1.7. Research Objectives

1.7.1. Main Objectives

The aim of this research study was to establish the nurses' knowledge, attitude and the

practice of restraint and seclusion of psychiatric aggressive inpatients.

1.7.2. Specific objectives

1) Determine the level of knowledge of nurses on restraint and seclusion as a method of

nursing.

2) Establish the attitude of nurses on restraint and seclusion of psychiatric aggressive

inpatients.

3) Establish the current practice on restraint and seclusion of psychiatric aggressive

inpatients.
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4) Recommend appropriate measures that impact on policy and practice of restraint and

seclusion

1.7.3. Research Questions:

1) What is the level of knowledge of nurses In Mathari hospital on restraint and

seclusion of psychiatric aggressive inpatients?

2) What is the attitude of nurses working in Mathari hospital on restraint and seclusion

of aggressive psychiatric inpatients?

3) What is the current practice of nurses on restraint and seclusion of psychiatric

aggressive inpatients in Mathari hospital?

1.8. Research Variables

Dependent or Criterion Variables.

Practice

Attitude

-~
~<:!>-."

Independent valuables

Knowledge

Confounding variables

Period of working

Number of nurses per shift

Nurse/patient ratio

Professional qualifications

1.9. Theoretical Framework
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Thetheory of reasoned action (TRA) / theory of planned behavior described by Ajzen &

Fishbein (1980) were used to inform this study. This theory describes how people

develop beliefs, which ultimately determine their behavior. A Person develops beliefs

basedon observations reflection and experiences.

1.10. Conceptual Framework
The following model (Figure 1) reflects the outcome of relationship between the three

variables knowledge, attitude and practice. The study findings reported that there was a

relationship between the knowledge and the practice of restraints as indicated in tables 8

andtable 11. The participants who agreed with the knowledge agreed with the practice.

There was also a relationship between attitude and practice. The participants who agreed

on the attitude agreed on practice as indicated in tables 21 and 22.

As indicated in tables 31, 32, 33, and 35 there was a significant relationship between

knowledge and attitude. Those participants who agreed on knowledge agreed on practice.

fnOwledge
Practice of
Restraint and
Seclusion

Attitude

Figure 1: Conceptual Framework
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CHAPTER II: LITERATURE REVIEW

2.0INTRODUCTION

Theultimate method of behavior control is restraints and seclusion which should be used

whenpatients may be harmful to themselves or others, or when they remain agitated non-

compliant and violence seems eminent. Physical restraints/ and seclusion may be

considered by nurses to make care giving more efficient and less worrisome and prevent

lawsuits. Whether restraints/seclusion use is in the best interests and for the greatest

benefit of patients or of the nurses is an open question (Chien & lee, 2007).

It is commonly agreed by health professionals in the literature that physical

. restraints/seclusion should be a first choice among the methods intended to ensure patient

safety or treatment compliance (Regan et aI, 2006). However research evidence and

clinical reports indicate that R/S have been considered and used by nurses for various

reasons particularly during emergency situations to manage patients with disturbed

emotions and behaviors in a variety of clinical practice. On the other hand nurses' views

and attitude towards the use of restraints/seclusion in controlling patients' behavior and

ensuring patients' safety may create conflicts with patients' rights, including their

autonomy in making decisions for their own care (Silas & Walbeck, 2005). In many

Western countries there were between 3.4% and 30% of acute psychiatric aggressive

patients subjected to some form of physical restraints during their hospitalization (Evans

& Fitzgerald 2002)

Although in Africa there is very little data on use of physical restraints /seclusion to

psychiatric aggressive patients, the practice of Physical restraints and seclusion remains

widespread and appears to be accepted as inevitable (Mohr et al, 2005). Nurses are

mostly involved in the decision to restrain and its implementation. However few studies

are found which explore nurses' attitude towards, or issues relating to the practice of

physical restraints/seclusion in different clinical settings.
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2.1. Rationale for Use of Restraints and Seclusion

Physical restraints and seclusion in the hospital is often considered to be accepted and

perhapsunquestioned practice related to patient safety for example, prevention of injury

to patients or others. This is supported by a research that was conducted by Chien & Lee

(2007) in one of the facilities in United States (US) on nurses' knowledge, attitude and

the practice of nurses on restraints and seclusion. Two thirds of the nurses believed that

patients should be restrained for their own safety and ensure treatment compliance, even

if being restrained meant loss of dignity and was resisted by patients and/or their family

members. However Stoudmire (1998) suggests that, patients should not be threatened

withRlS but when they are inevitable, minimum force should be used immediately.

Restraints and seclusion provide a sound means for calming patients who do not respond

to medication. Contrary to most clinicians concerns Gelder et al (2009) argues that,

restraining a patient does not interfere with therapeutic alliance, in the end patients are

usuallygrateful that they are prevented from acting destructively.

According to Stuart & Laraia (2001) the rationale for use of restraints and seclusion is

based on the following therapeutic principles .

•:. Containment which restricts patient from harming themselves or others .

•:. Isolation addresses the need for patients to distance themselves from

relationships .

•:. Decrease in sensory input which provides some relief from sensory overload

.:. The patient in restraint may be confused or delirious and will probably be

frightened at the limitation of movement.

.:. Seclusion is a common technique for decreasing agitation, because a

seclusion room diminishes sights, sounds and voices when patients' normal

ability to screen out such environmental stimuli is impaired. The room is also

minimally furnished with items to promote the clients comfort and safety.
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2.2. Ethical Considerations On Use Of Restraints/Seclusion

Whenevernurses have to make decisions regarding the use of restraints/seclusion, they

mayfind themselves in the midst of conflicts between the professional obligations to care

for the patients' wellbeing and concerns about a patients right to make informed choice

(Mayhewet al, 1999). There's no consensus among nurses to whether the benefits of its

use outweighs physical and social risks in aggressive psychiatric care (Silas & Fenton

2000). It is also questioned whether nurses have been well prepared in developing the

knowledge, techniques, attitudes and moral values to deal appropriately and effectively

withcomplex patient situations.

The outcome on ethical considerations of restraints/seclusion use in the research

conducted by Chien (1999) reported that, the use of physical restraints/seclusion on

patients was perceived by psychiatric nurses in the study as beneficial and an effective

nursing intervention, with little consideration being given to patients feelings, to loss of

dignity and denial of informed consent. Based on this outcome Chien et al (2005)

questioned whether or not the nurses are well prepared in managing ethical and legal

situationsof psychiatric aggressive patients.

2.3. Causes And Management Of Aggression In Patients

Aggression should be assessed thoroughly, defining the sequence of events that preceded

it, and the role of medical and psychiatric factors, stressful events and environmental

factors. Predictors related to the environment include, crowding and a medical team

unreceptive to the patient discomfort.

As suggested by Gelder et al (2009) the best strategy is prevention through providing

information in a clear and sympathetic way, recognizing risk situations and early signs of

agitation and using de-escalation techniques if necessary with pharmacological support.

On the other hand Sadock and Sadock (2000) suggest that, restraint/seclusion and

psychopharmacological management should not be construed as sufficient.
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Environmental measures to limit psychomotor agitation making the patient as

comfortableas possible, decreasing background noise, removing potentially harmful

objectsand identifying situations in which the patient is intolerant were highlighted as

some of the best practices. On the other hand Holmes et al (2004) argues that,

maintainingan environment without restraints/seclusion is not easy; it takes sensitivity,

creativityand interdisciplinary teamwork. However restraint/seclusion is never to be used

asa punishment or for convenience of staff and it should not replace personal contact. On

the other hand it is not uncommon for patients to perceive the use of restraints as a

punishment.Stuart & laraia (2001) emphasizes the importance of maintaining therapeutic

alliancewith the patient in restraint/seclusion.

In national surveys on use of R/S in psychiatric facilities four point leather restraints

remainthe most used method of containing an out of control patient. Their advantage

overmedication is that they are immediately reversible and are an obvious reminder of

thepatients' condition. However Gelder et al (2006) argues that, physical contact should

not be attempted unless the purpose has been clearly understood and agreed with the

patient. It should be accompanied quickly by an adequate number of people using the

minimum force. The behavior leading to restraint/seclusion and the time the patient is

placedand released from restraint/seclusion must also be documented.

2.4. Nurses' Knowledge And Attitude of Restraints and
Seclusion

A descriptive study conducted by Jenelli et al (1992) on general nurses on attitudes,

knowledge and the practice issues regarding use of physical restraints and seclusion in

acute medical unit in USA using a self developed 71 item restraint/seclusion study

questionnaire revealed that, nurses obtained a satisfactory level of knowledge score.

A repeat of the similar study was conducted by Jenelli and Delles (2006) among 216

medical nurses in New York using the same questionnaire, reported similar outcomes to
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those found in 1990s but significant changes in their attitudes towards their nursing

practicesrelating to the use of restraints/seclusion.

2.5. Legal Requirements on Restraints and Seclusion

Legalrequirements for the care of the secluded patients vary from state to state. United

Kingdom'srecent implementation of the human rights Acts (1998) reveals that, restraints

andseclusion could be construed as inhuman and degrading treatment or even torture.

Wherepermitted by law, R/S may become necessary during unmanageable agitation and

aggressionin the course of acute disorder in confusional states (Gelder et al 2009). Staff

trainingon RlS is necessary because improper use may cause injury to patients or staff.

Restraintsand seclusion should be used only when strictly necessary and for shortest time

possiblewith constant monitoring of its continuing necessity and patients condition.

Accordingto Varcarolis (2000), there should be hospital protocols that are clear and well

writtento guide the staff

.:. When and how long to restrain and seclude before a physicians order .

•:. Nursing intervention during the period of restraint and seclusion for example,

how often to check the clients in restraint and seclusion, whom to call, and

how often restraint and seclusion should be applied .

•:. Multidisciplinary involvement is also highlighted by Varcarolis (2002) as an

important factor in restraint and seclusion. For example physicians' signature,

patients advocate or relative notification and patient agreement.

The code of practice for England and Wales states that "if seclusion needs to continue, a

review should take place every two hours carried by two nurses in the seclusion room and

every four hours by the doctor". If seclusion continues for more than eight hours

consecutively or for more than twelve hours intermittently over a period of 48 hours, an

independent review must take place by a Resident Medical Officer (RMO), a team of

nurses and other health professionals who are not directly involved in the care of the

patient at the time the incident which lead to seclusion took place. If there's an agreement

on ensuing action, the matter should be referred to the unit general manager (Varcarolis,

2002)
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In spiteof arrange of practice myths among nurses that the use of physical restraints can

protectpatients from any harm or injury, a range of serious adverse effects and

consequencesfor example physical problems, and even accidental death by strangulation

havebeen reported in the previous studies (Silas & Walbeck 2005). There are also

psychosocialeffects on patients who had one or more restraints experiences such as low

socialfunctioning, increasing confusion and adverse emotional reactions.

Silvestri(2002) highlighted a case where agitated and psychotic patient (who had been

locked in seclusion room) was later found unconscious and without pulse, her head

wedgedbetween her beds mattress and steel railing. The Connecticut Supreme court

affirmeda $ 3.6 million jury verdict, finding that the plaintiff had offered competent

experttestimony indicating that the treatment violated the appropriate standard of care.

Nursesare accountable for their own actions in relation to restraint and seclusion, and

violationcan result in malpractice lawsuits against the physician, the hospital and the

nurse.

2.6. Guidelines and Recommendations During Restraints
and Seclusion

While there are nursing guidelines or protocols for performing the procedure of using

physicalrestraints, a few institutional guidelines or policy statements have been drawn to

help individual nurses determine what they should consider in order to make ethically

appropriate (Chien & Lee 2007). The hospital policy makers also do little to support their

nurses in making such decisions and implement them.

Documentation should clearly outline the behavior requiring RlS, efforts that were made

to attenuate the patient behavior before the use ofRlS, the use of medication, continuous

documentation of all efforts to remove the patient from RlS and monitoring of the patient

to prevent injury. As suggested by Donat (2003) all clinicians should review and

14



thoroughlyunderstand RlS guidelines, document the rationale for using RlS and the exact

detailsof the process.

Subsequentinappropriate use of physical restraints might be due to absence of a clear and

supportiveinstitutional policy, and well defined assessment framework dealing with

patientswith unwanted or harmful behaviors. The use of restraints may also be associated

withnurses' knowledge about its relevant hospital policy and guidelines. This notion is

supportedby research evidence such as the study by Magee et al (1993) which indicated

that in over half of restraint/seclusion procedures, the nurses queried their adherence to

theinstitutional guidelines.

As recommended by Townsend (2008) clients in RlS must be observed and assessed

every 10 to 15 minutes with regard to circulation, respiration, nutrition, hydration and

elimination. Such attention must be documented in clients' record. The client must be

removedfrom RlS when safer and quiet behavior is observed. This is also emphasized by

Silvestri(2002) one of the successful authors ofNCLEX - RN review courses throughout

England that, patients in restraint/seclusion must be assessed every 15-30 min for

physicalneeds, safety and comfort.

Use of RlS requires written order by physician which must be reviewed and renewed

after24 hrs, and which must specify the type of restraint when safer and quiet behavior is

observed. Research has demonstrated that, although individual nurses may have good

insight into the nature of judgments, there's lack of agreement about specific

interventions concerning restraints and seclusion.

Neil & Gregory (2000) expressed the need for guidelines to help Medical and Nursing

Staff to form an agreed management plan for treatment and observation of psychiatric

disturbed patients. They categorized patients in three levels:

a) Level one: Patients who are disturbed but accepting oral treatment. They

suggested that, such patients can be nursed in a quiet area separate from other
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patients in order to reduce stimulation. They also required constant observation of

Blood Pressure (B.P) and Pulse rate three times daily.

b) Level two: Patients who are disturbed and refused oral medication. Should be

nursed in a separate room from other patients and B.P, Pulse and temperature

shouldbe monitored constantly.

c) Level three: Patients in emergency situations where medication is required for

immediate prevention of violence. Such patients should be sedated and they may

require restraint until medication takes effect.

Thepatient should be nursed in a side room from other patients. Constant observations

forphysicaland psychological state are taken. B.P, Pulse and Temperature observed after

every10 min then half hourly until the patient is ambulatory. Silvestri (2002) argues that,

somestate laws have specified the type of physical restraints that may be used, including

theconsistency of actual material which the restraint is made, consent on a patient unless

onan emergency situation exists and can be documented.

Theright to RlS of a patient is limited to only duration of real necessity, or if alternative

or less restrictive measures are insufficient in protecting the client or others from harm.

Onthe other hand nurses must be mindful of such regulations and must be aware of the

kindsof behaviors that place them at risk for malpractice action (Donat 2003). However

it is imperative to ensure that all instance of seclusion are properly recorded, not only for

theprotection of the patient but also for the protection of Staff.

Varcaloris (2000) suggest that, encouraging the patient to talk about angry feelings,

finding ways to tolerate or reduce angry and aggressive feelings, and empathetic verbal

interventions as some of the good nursing practices during aggressive behavior.

She argues that, when a client feels heard and understood and has help with problem

solving; alternative options de-escalation of anger and aggression is often not possible.

Empathetic verbal interventions are the most effective method of calming an agitated,
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staffin this facility used the information gained through their evaluations of R/S

isodesto design targeted education to address areas of concern. The research also

reportedthat making changes to therapeutic environment was a common way in which

llaffatpsychiatric facilities tried to reduce R/S rates. Management placed an expectation

onstaffthat they allow patients to choose interventions to be used in managing their

Howeverstaff at some facilities improved therapeutic environment through increasing the

frequencywith which they communicated with their patients about their needs. On daily

basisat inpatient acute psychiatric care unit staff assessed patients' mental states and

theirrisksof committing violent or harmful acts to themselves or others. The assessments

wereused in development of 24 hr individual service plans for patients.

2.7. 1. Debriefing of patients

Inanother facility debriefing of patients following R/S was part of the changes made to

practice (Fisher 2003). Debriefing occurred between patients who were placed In

seclusionand their treatment teams. They focused on patients and teams views of

patientsbehavior that led to the R/S and planning to avoid recurrences of such behaviors.

2. 7.2. Adopting a facility focus

Timetablinga schedule to improve how the ward operated was another method that was

usedto reduce R/S (Mistral 2002). Regular meetings were held to discuss practical issues

in the ward with the patients, and monthly meetings between community and the ward

staff
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2. 7.3. Improving staff safety welfare

taft'burnoutwas reported among the staff who continuously cared for acutely unwell

patientsin another study. According to Regan et al (2006) burnout was highlighted as one

ofthevariables that played a significant role in RlS of patients in psychiatric hospitals.

Heassociatedthe burnout to staff/patients ratios. He recommended a ratio of one nurse to

fivepatients as opposed to one nurse to ten patients as recommended by World Health

OrganizationWHO (2007). To reduce this burn out staff were rostered between caring

foracutelyunwell patients and caring for those who were less unwell. Staff was also

educatedin risk assessment and in techniques for controlling and restraining patients, and

wereissuedwith personal alarms. In addition if a patient assaulted a member of staff the

incidentwas immediately reported to the police. The action reinforced patients'

awarenessof how serious it was to assault a staff member.

2.B. Summary And Critique of Literature Reviewed
Theliterature reveals the importance of documentation during the practice ofRiS

Townsend2008, Gelder 2006, and Donat 2003. Assessment during the practice ofRiS

andmultidisciplinary involvement has also been emphasized (Silvestri 2002).

Theimportance of policies and legal guidance has been emphasized to guide the staff

duringthe practice ofRiS.

Theliterature indicates that lenelli 1992 & 2006 conducted a research that revealed a

significantchange in nurses' attitude, however it was difficult to establish the variables

thatlead to this conclusion because they were not indicated. This makes it difficult to

conducta similar research to establish whether the research would give similar outcome

ina different area.

AlthoughSilas & Walbeck (2005) indicated that physical problems and Strangulation

duringRlS have been reported in previous researches, they did not identify the

researchers nor indicated when the research was conducted for easier reference.

According to Townsend (2008) nurses lack agreement about specific interventions

concerning RlS, however such disagreements were not specified.
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Fmally the literature highlights some of the methods that have been applied to minimize

die practiceofRlS in clinical practice as, staff education Gaskin (2007), debriefing after

RI Fisher(2003), and adopting a facility focus e.g. timetabling (Mistral 2002).
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PTER III: METHODOLGY

3.1. Study Design

Thiswas a descriptive survey. In this design the variables are partly controlled by the

situationfor example knowledge and ability to make judgments about patients care. The

nurses'judgment is examined in relation to their knowledge and attitude. The research

attemptedto answer questions concerning the current practices on seclusion and restraint

ofaggressivepatients. This helped to uncover new facts on the subject which provided a

springboardfor future correlation and experimental studies.

3.2. Study Area

Thestudywas conducted in Mathari hospital Nairobi which comprises of two areas, one

areaadmits civil patients (Civil side), the other area is the Maximum Security Unit

(MSU) with patients who are admitted under legal custody. Mathari hospital is located

l.Skm from the city centre of Nairobi. It has a bed capacity of 1000 patients. However

dueto establishment of the Community Psychiatry in Nairobi and the Psychiatric units in

mostof the districts in the country e.g. Nyeri, Murang'a, Kakamega, Kisumu, Portreiz,

Eldoret,Embu, Meru and many others, the number of admissions have gone down to

about600 patients.

Thechoice of Mathari hospital for the research was significant because it is a referral

hospitalfor psychiatric patients, an institution for higher learning and a center for clinical

practicefor both doctors and nurses. Based on these facts it is imperative that quality care

begiven to both inpatients and outpatients so that Students can emulate the same practice

duringtheir clinical experience.

21



3.3. Study Population

. Hospital comprises of 226 nurses of whom 108 are registered nurses and 118

11ed nurses. The participants were both registered and enrolled nurses working in

. hospital. They were subjected to a questionnaire designed to investigate the

sof the variables to be investigated as illustrated in the specific objectives.

3.3.1. Inclusion Criteria

.:. All the nurses working in Mathari hospital who were present during the time of

study.

•:. All nurses who had worked in Mathari hospital for a minimum period of equal to

or more than 1 year .

•:. All the nurses who consented voluntarily to participate in the study.

3.3.2. Exclusion Criteria

.:. All the nurses in Mathari who were away during the time of the study .

•:. All the nurses who had not worked for a minimum period of less than 1 year .

•:. All the nurses who did not consent to participate in the study.

3.4. Sampling Method

A multistage sampling method was used consisting of stratified sampling where the

population was first categorized according to the units (wards). Once in the units,

systematicsampling was used where every "nth" nurse was selected from a list ordered

alphabetically. This controlled the confounding variables because all nurses had equal

chances to be selected to participate in the study. On the other hand other medical

workers were not involved, all the participants were nurses. The breakdown of the
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stratificationand calculation of the "n" is under 3.6 (Sampling Frame and sampling

Procedure)below.

3.5.Sample Size Determination

Witha large sample the researchers are confident that if another sample of the same size

wasto be selected, findings from the two samples would be similar to a high degree. On

theotherhand small samples do not reproduce the salient characteristics of the accessible

populationto an acceptable degree. Resources and time tend to be major constraints in

decidingon the sample size to use (Mugenda & Mugenda, 1999). In this respect the

formulabelow which is recommended to determine the sample in social science was used

tocalculatethe sample.

Where:

n= the desired sample size (if the sample size is greater than 10,000)

z = the standard normal deviate at 95% confidence standard level

p = the proportion in the target population estimated to have characteristics being

measured.

q = 1- P

d = the level of precision (set at plus or minus 5% or 0.05).

ThisFormula is used where target population assumed to have characteristic of interest is

50%. E.g. target population with certain characteristics is .50, the Z - statistics is 1.96

and the desired accuracy is .05

n = (1.96) 2 (.50) (.50)(.05) 2

= 384
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Sincethe target population is less than 10,000 the final estimate is calculated as below

n

nf = ---------------------

1+n/N

Wherenf= the desired sample size when the population is less than 10,000

n = the desired sample size when the population is more than 10,000

N = the estimate of the population size

of= n

l+nIN

of= 384 384

= 142.26885

1 + (3841226) 2.699115

= 142nurses

3.6. Sampling Frame and Sampling Procedure

Thetotal number of nurses in Mathari hospital is 226. The sample size comprised of 142

nurses. An extra fourteen (14) questionnaires were prepared five (5) for pre-testing and

nine(9) extra questionnaires to replace those that could be misplaced or got spoilt by the

subjects. This supported the suggestion by Cormark (2000) that it is good practice to

inflate the estimate of the sample size at the design stage assuming a certain level of loss

may occur. Therefore the total number of questionnaires that were prepared was one

hundred and fifty six (156). However among the hundred and forty two (142)

questionnaires that were distributed none of them was misplaced nor got spoilt. All the

one hundred and forty two questionnaires were completed and returned which was 100%
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of the total number of the questionnaires distributed. This was attributed to the

participants commitment to fill the questionnaires, and the dedication of research

assistant to follow the instructions as guided by the researcher. Table 1 indicates the

breakdown of the nurses.

Table 1 Sampling

Ward Registered Enrolled nurses Total Sample per

nurses ward

2F 7 10 17 11

4M&F 8 3 11 7

5F 6 4 10 6

6F 5 6 11 7

1M 5 9 14 9

14MDrugRe. 3 6 9 6

5M 5 7 12 8

6M 8 5 13 8

8M 8 10 18 11

9M 8 9 17 11

Sect A 6 8 14 9

SectB 5 7 12 8

Sect C 6 9 15 9

IOPD 8 4 12 8

CED 2 2 1-

Community 1 2 3 2

MCHlFP 5 1 6 4

VCT 2 2 4 2

Staff clinic " 2 5 3-'
Administration 6 6 4

-

I Infirmary 10 5 15 9

Total 117 109 226 143



Thefollowingformula was used to calculate the representative sample per area: [nl/n2]

afwhere

01 = numberof nurses

D2 = totalnumber of nurses Mathari hospital

of= maximumsample size e.g. Ward 2F [171226] 143 = 10.68

3.7. Research Instruments

A Structured self administering questionnaire was used that consisted of structured

questionswith categories of responses constructed by use of Likerts scale which rated on

a 4 pointscale where 4 was equal to strongly agreed, 3 agree, 2 disagree, and 1 strongly

disagree.The numbers in the likerts scale indicated the presence of the characteristic

beingmeasured.

A person'sattitude score was the total of his/ her rating with a higher score indicating a

morefavorable attitude while a lower score indicated an unfavorable attitude. The

numericalscale minimized subjectivity and made it possible to use quantitative analysis

(Cormark2000).

Thevalidity and reliability of the research instrument was ensured by pre testing. It was

alsoenhancedby the simplicity of the language for easier understanding, the study design

andcarefulplanning.

Thequestionnaire was in three parts, the information in:

.:. Part 1 explored the knowledge of nurses on practice of restraint and seclusion

of aggressive psychiatric inpatients .

•:. Part 2 reviewed the attitudes of nurses on practice of Restraint and seclusion

of aggressive patients .

•:. Part 3 aimed at establishing the current practice on restraint and seclusion of

aggressive psychiatric inpatients.

Theparticipants completed all the three parts by ticking in the appropriate areas.
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Demographic,professional and institutional data was collected by use of closed and open

ended questions. Participants indicated their responses by putting a tick in the appropriate

II'e8S orgiving their own opinions in some parts e.g. 'others specify'.

Five questionnaires were given to 5 nurses in the research area for the purpose of pre -

testing the instrument. This gave the researcher a chance to:

.:. Test the adequacy of the research design .

•:. Have an experience of administering the data collecting instrument to the

participants .

•:. Determine whether the instrument would collect the type of data required .

•:. Have an opportunity to scrutinize and to make necessary corrections and

ensure that items in the instrument were clearly stated prior to the

commencement of the research.

Forobjectivity purposes the nurses involved in pre - testing did not participate in the

research.

3.8. Data Collection Methods

Datacollection was through a semi structured self administered questionnaire. A research

assistantwas selected and trained and he was involved in distribution and collecting of

the questionnaires from the night participants, while the researcher collected the data

from day staff. Participants responded to statements and questions by ticking in their

responseof choice. The participants were given the following instructions:

.:. That the study was for the purpose of research

.:. Not to indicate their name or any identification for confidentiality .

•:. To ensure the questionnaire was fully completed .

•:. To hand over the questionnaire to the researcher or research assistant once it

was completed.
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3.9. Data Cleaning

rdingto Mugenda &Mugenda (1999) data obtained from the field in raw form is

cultto interpret. In this respect on completion of data collection, the data was

. ed for completeness, errors, comprehensibility and consistency. This prevented

at the data entry stage. Responses for closed ended questions in the research

mentwere assigned numerical values and open ended questions were categorized

theresponses assigned numbers.

3.10.Data analysis

Data were entered into a computer using a spreadsheet then cleaned. Independent

variableswere analyzed using frequency distributions. Internal consistency of the items

measuring"Knowledge", "Attitude" and "Practice" dimensions were examined using

Cronbachalpha (a.). The items were deemed to have good internal consistency if the a.

was~ .60. The Mean (M) and Standard Deviation (SD) of the individual items within a

variableare reported. To describe the proportions of the respondents who agreed or

disagreedto the items in each of the dimensions ("Knowledge", "Attitude" and

"Practice",the Likert scales were collapsed such that "strongly disagree" and "disagree"

wascoded as '1' and "strongly agree" and "agree" as '2'. Chi-square ~) statistics was

thenused to check relationships between items across the dimensions especially in

referenceto "Practice" -the outcome variable, to understand how the items relate to other

itemsacross the dimensions. Data was then analyzed using Statistical Package for Social

Sciences(SPSS version 12.0). The results are presented in percentages,. tables, pie charts

andbar graphs with appropriate descriptions of the findings.
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Figure 3: Current status of the participants (n = 142)
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4.1.3. Work experience:

Figure4 presents the work expenence of the participants. The participants who had

workedbetween 1 - 10 years were 98(69.0%) those who had worked between 11 - 20

years were 31(21.8%) while 12(8.5.0%) had worked between 21 - 30 years. However

/(0.7%)did not indicate their work experience.
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Figure 4: Work experience of the participants (n = 142)
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4.1.4. Professional qualification

represents the professional qualification of the nurses. The participants reported

(31.0%) were Kenya Registered Community Health Nurses (KRCHN) while both

enya Registered Nurses (KRN) and plain Kenya Enrolled Midwife (KEM) were

) and the rest had various professional qualifications as reflected in table 2

2: Professional Qualification (no = 187)

ssional qualification Frequency Percent

8 4.3

4 2.1

9 4.8

58 31.0

42 22.5

35 18.7

27 14.4

4 2.1

187 100.0

KRM

HN

N

N

N

respondent could indicate more than one professional qualification.

4.1.5. Number of Nurses per Shift

wgsbift:

presents the number of nurses in the morning shift from the participants. The

nts who reported there were between 1-2 nurses in the morning shifts were

Yo) while 61(43.0%) reported that the commonest number of nurses was 2 - 4.
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Figure 5: Number of nurses in the morning shift (no = 142)

Eveningshift:

Figure6 indicates that 122(85.9%) of the participants reported that the number of nurses

inthe evening shifts was 1-2, those who reported nurses 2-4 were 7(4.9%) and 3(2.1 %)

reported4-6 nurses in the evening shift while 10(7.04%) did not respond.
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Figure 6: Number of nurses in the evening shift (n = 142).
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4.1.6. Nurse/Patient Ratios

Figure 7 indicates the nurse/patient ratios in the clinical areas. The participants reported

dIat the common ratio was 1:20, 40.8% those who reported 1:5 were 23(16.2%) those

wboreporteda ratio of 1:10 were 23(16.2%) while 21(14.8 %) reported a ratio of 1:15.

However21(10.6%) selected the "Others (specify)" option that the ratio was greater than

1:5 1:10 1:15 1:20 Ot:.hers

(specifY)

Ratio ofNut-se to Patients

100.0~------------------------------------------------
w.o+-------------------------------------------------
00.0+-------------------------------------------------
70.0+-------------------------------------------------
~.o+-------------------------------------------------
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Figure 7: Nurse/patient ratios (n = 142)

4.2. Practices of Restraint and Seclusion of Patients

Figure8 indicates the report of the participants' responses on the practices of restraints

andseclusion. Those who agreed that they had secluded and restrained were 137 (96.5%)

patientswhile 5(3.5%) had not secluded or restrained a patient.
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About restraint/seclusion

N),

3.5%

lJ'igure8: Restraint and seclusion of patients (n = 142)

Table 4.2 indicates the responses from the participants on reasons for Restraints and

seclusion.Majority of the participants120 (46.0%) reported violence, others reported

aggressIOn110(42.1 %), restlessness 9(3.4%), uncooperative 8(3.1 %) and abusive

2(0.8%).

Table3 Reasons for Restraint and Seclusion (n = 261)

Reasons for Frequency a) Percent

Restraint!Seclusion

Aggression 110 42.1

Violence 120 46.0

Confusion 12 4.6

Restlessness 9 3.4

Abusive 2 0.8

Uncooperative 8 3.1

Total 261 100

(a)A respondent could indicate more than one reason for restraint! seclusion
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Table4 indicates the responses of the participants on the staff who prescribe restraint and

seclusion. Those who reported that Registered nurses prescribe restraints and seclusion,

were 79(37%), others reported Enrolled nurses 67(31%), physicians 54(25%) and

SupportStaff 16 (7%).

Table 4: Prescription of Restraint and Seclusion (no = 216)

Who prescribes restraint/seclusion a) Frequency Percent

Physician 54 25.1
RegisteredNurse 79 37.7
Supportstaff 16 7.0
EnrolledNurse 67 31.2
Total 216 100

Arespondent could indicate more than one person who can prescribe restraint/seclusion.

Table5 indicates the report of the participants' responses on Nurses' Knowledge on

Restraintsand Seclusion of patients.
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Table 5: Nurses' responses on Knowledge of Restraints and Seclusion of patients

Knowledge(a- 0.78)

I
N Mean Std

~~~~~~~~~----------------~1 Procedure manuals and institutional

policy guidelines should be used during 142 2.9

restraint/seclusion of aggressive patients

2 Patients and significant others should be

explained the procedure purpose before 142 2.5

restraint/seclusion

3 Provision of psychological comfort to the

patient on restraint/seclusion IS 140 3.3

important

4 It is important to provide patient on

restraint/seclusion with basic needs e.g. 142 3.6

nutritionand elimination

5 For continued restrictive interventions

maintenance of regular observation and 142 3.5

evaluationis important

6 Allocation of one nurse to communicate

with the patient during 141 2.7

restraint/seclusion is important

7 Identification and recording of patients'

behavior that necessitated the 142 3.5

restraint/seclusion is important

8 It IS important to explain to the

patient/significant others the behavior

necessary for termination of

restraint/seclusion

142 3.2

9 Documentation of nursing intervention

before, during and after

restraint/seclusion is important

10 Coercing a patient to restraint/seclusion

may be interpreted as malpractice

142 3.6

2.5139
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0.6

0.6

1.0

0.6

0.9

0.6

1.1

Disagree

n

1.1 48 33.8

1.0 73 51.4

0.8 12 8.6

5 3.5

8 5.6

58 41.1

5 3.5

25 17.6.

8 5.6

73 52.5

Agree

n

94

69

128 91.4

137 96.5

134 94.4

83 58.9

137 96.5

117 82.4

134 94.4

66

66.2

48.6

47.5



Ie 6 indicatesthe report of the participants' responses on Nurses attitude on restraints

seclusionof patients.

Ible6:Responses on nurses' attitude on restraints and seclusion of patients

Disagree Agree

Mean StdN %n n

IRestraint/seclusionshould be applied as

amethodof nursing

2 Restraint/seclusion interferes with

patient'ssocial interaction

3 Restraint/seclusion affects

nurse/patientsinterpersonal relationship

4 Patientson restraint/seclusion should be

observedand monitored regularly

5 Patients should give their consent

beforerestraint/seclusion

6 Patients' relatives should be informed

about the reasons for restraint/seclusion

of their patients

7 Physicians/other team members' should

be involved in restraint and seclusion of

patients

8 Nurses should spend time with patients

to explain Issues that lead to

restraint/seclus ion

9 A nurse should be allocated to

communicate with restrained/secluded

140 3.0 0.9 28 20 112 80

140 2.6 0.8 62 44.3 78 55.7

52.1 68142 2.5 1.0 74 47.9

10.6 126 89.4141 3.5 0.8 15

139 1.6 0.8 125 89.9 14 10.1

26 18.6 114 81.4140 3.1 0.9

110 77.5142 3.1 0.9 32 22.5

142 2.9 0.9 44 31 98 69

56 86142 2.7 1.0 39.4 60.6

patients

10 Other methods of nursing should be

tried before application of 142 2.9

restraint/seclusion

1.0 42 29.6 100 70.4

38



e 7 indicates the report of the participants' responses on current practices on

intsandseclusion of patients.

7:Responses on current Practices on restraints and seclusion of patients.

Practices (a- 0.78)

2.0

N Mean Std

Disagree Agree

n 0/0 n

140 2.1

Restrained/secluded patients are

frequentlyobserved and monitored

3 Nurses often communicate with

restrained/secludedpatients

4 The need for continued

restraint/seclusion IS always assessed 141 3.3

regularly

5 Other team members e.g. doctors are

involved during review of 141 3.1

restrained/secluded patients

6 Nurseshelp restrained/secluded patients

meet their biological needs e.g. 142 3.5

nutrition, elimination

7 Restrained/secluded patients are given

opportunity to use bathroom as they 142 2.7

142 3.4

142 3.2

require

8 During restraint/seclusion, nursing

intervention and observation records are 141 2.9

strictly maintained

9 Rooms set for restraint/seclusion are

usually conducive e.g. are warm, with a

mattress and plastic utensils

IO Patients are usually informed prior to

restraint/ seclus ion

141 2.7

142

39

0.8

0.8

0.8

0.9

0.8

0.9

0.9

1.0

1.0

1.1

97 69.3% 43 30.7%

13 9.2% 129 90.8%

21 14.8% 121 85.2%

14 9.9% 127 90.1%

29 20.6% 112 79.4%

11 7.7% 131 92.3%

58 40.8% 84 59.2%

49 34.8% 92 65.2%

61 43.3% 80 56.7%

106 74.6% 36 25.4%



4.3. Knowledge and Practice

Tables8- 17 indicates the report of the outcome of the participants' responses using chi

lIuare<:£) method to establish a P-value to determine whether there was a relationship or

00 relationshipbetween knowledge and the practice of nurses on restraints and seclusion

of theaggressive in-patients.

Table8: Relationship between use of procedure manuals/institutional guidelines and

prescription of restraints/seclusion by the doctor.

K 1 Procedure manuals and

institutional policy guidelines

should be used during

restraint/seclusion of aggressive

patients
2

Disagree Agree X

P I
Disagree 39 (40.2%) 58 (59.8%)

Restraint/seclusion

is usually 6.234

prescribed by the Agree 8 (18.6%) 35 (81.4%)

doctor

P-value

.013

Thestudy findings reported that there was a relationship between knowledge and practice

of nurses on use of procedure manuals, policy guidelines during restraints and seclusion

of patients and prescription of restraint and seclusion by the doctor i' (J~ 6.234 = P-

value.013. Those who agreed with knowledge agreed with practice.
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9: Explanation of the procedure and purpose before RlS and frequent

rvationof restrained/secluded patients.

K 2 Patients and significant

others should be explained the

procedure purpose before

restraint/seclusion

Disagree Agree P-value

Disagree 9 (69.2%) 4 (30.8%)

are
1.820 .177

Agree
and

64 (49.6%) 65 (50.4%)

Therewas no relationship between knowledge and practice of nurses in explaining of the

procedureand purpose of restraint/seclusion to the significant others and the frequent

observationof the restrained and secluded patients X2 (l~ 1.820 = P-value .177

Tables 10: Provision of psychological comfort to the patients on RlS and

communicationof restrained /secluded patients.

K_3 Provision of psychological

comfort to the patient on

restraint/seclusion is important
2

Disagree Agree X

P 3 Nurses often
Disagree 2 (10.0%) 18 (90.0%)

communicate with
.061

restrained/secluded

patients
Agree 10 (8.3%) 110 (91.7%)

P-value

.805

41



Therewasno relationship between knowledge and practice on provision of psychological

CXlmfortto the aggressive in-patients on restraints/seclusion and frequent communication

"restrainedand secluded patients i' (J~ ·061 P-value.805

Table11: Provision of basic needs to patients on RlS and assessment of continued

RIS

K_4 It is important to provide

patient on restraint/seclusion

with basic needs e.g. nutrition

and elimination

Disagree Agree x: P-value

P_4 The need for
Disagree 2 (14.3%)

continued

restraint/seclusion

is always assessed Agree

regularly

12 (85.7%)

5.241 .022

3 (3.5%) 124 (96.5%)

Therewas a strong relationship between knowledge and practice of nurses on the

importanceof provision of secluded and restrained aggressive in-patients with basic

needsand the need for continued regular assessment of such patients i'(1~ 5.241= P-

value.022. Those who agreed with knowledge agreed with practice.
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Table12: Importance of maintenance of regular observation and evaluation and

iDvolvementof other team members during R/S

K 5 For continued restrictive

interventions maintenance of

regular observation and

evaluation of patients records is

important

Disagree

P 5 Other team
Disagree 4 (13.8%)

members e.g.

doctors are

involved during

review of Agree 4 (5.7%)

restrained/secluded

patients

Agree P-value

25 (86.2%)

4.497 .034

108 (94.3%)

Therewas a significant relationship between the knowledge and practice of nurses on the

importanceof continued restrictive interventions maintenance of regular observations,

evaluationand involvement of other team members e.g. doctors during the review of

restrainedand secluded patients' "l (10) 4.497= P-value .034. Those who agreed with

knowledgeagreed with practice.
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Table13:Importance of communicating to patients during R1S and meeting

_logical needs of secluded/restrained patients

K 6 Allocation of one nurse to

communicate with the patient

during restraint/seclusion is

important

Disagree Agree P-value

PJ Nurses help
Disagree 4 (36.4%)

restrained/secluded

patientsmeet their

7 (63.6%)

.112 .738
biological needs

54 (41.5%) 76 (58.5%)Agree
e.g. nutrition,

elimination

The study reported no relationship between knowledge and the practice of nurses in

allocation of one nurse to communicate with patient during restraints/seclusion and

nurseshelping the patients meet their biological need e.g. nutrition

l(J~.112 = P-value .738

Table14: Identification/recording patients behavior that necessitate R1S and giving

restrained/secluded patients opportunity to use bathrooms

K 7 Identification and

recording of patients' behavior

that necessitated the

restraint/seclusion is important

Disagree Agree i
P 7

Disagree 2 (3.4%) 56 (96.6%)
Restrained/seclude

d patients are given
.002

opportunity to use

bathroom they
Agree 3 (3.6%) 81 (96.4%)

as

require

P-value

.969
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Therewas no relationship between knowledge and the practice of nurses on the

importanceof identification and recording of patients' behavior that necessitated the

restraints/seclusionand giving secluded/restrained patients opportunity to use bathrooms

astheyrequired

((10) .002 = P-value .969

Table1S: Explaining the behavior necessary for termination of RlS to patients and

significantothers and strict maintenance of records/nursing interventions.

K_8 It is important to explain to

the patient/significant others the

behavior necessary for

termination of restraint/seclusion

Disagree Agree P-value

P 8 During
Disagree 11 (22.4%) 38 (77.6%)

restraint/seclusion,

nursing

intervention and

observation records Agree

are strictly

maintained

1.566 .211

13 (14.1%) 79 (85.9%)

There was no relationship between the knowledge and practice of nurses on the

importance of explaining to the patient/significant others the behavior necessary for

termination of restraints/seclusion and strict maintenance of nursing interventions and

observations records -l (lC)1.566 = P-value .211
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able 16: Importance of documentation of nursing intervention before, during and

er RlSand conduciveness of rooms set for SIR.

K_9 Documentation of nursing

intervention before, during and

after restraint/seclusion is

important

-----------i
Disagree Agree P-value

P} Room set for
Disagree 2 (3.3%) 59 (96.7%)

usually

are

warm, with a Agree

mattressand plastic

utensils

1.152 .283

6 (7.5%) 74 (92.5%)

Therewas no relationship between the knowledge and practice of nurses and the

importance of documentation of nursing intervention before, during, after

restraints/seclusion and setting of conducive rooms for restraints and seclusion of the

patientsi (1')1.152 = P-value.283

Table 17: Interpretation of coercing of patients to RlS as malpractice and

Informing patients prior to RlS.

K 10 Coercing a patient to

restraint/seclusion may be

interpreted as malpractice

Disagree Agree -l
PlO Patients are

Disagree 52 (50.5%) 51 (49.5%)
usually informed

.659
prior to

restraint/seclusion
Agree 21 (58.3%) 15 (41.7%)

P-value

.417
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There was no relationship between the knowledge and practice of nurses on interpretation

of coercing a patient to restraint/seclusion as malpractice and informing the patients prior

to restraints and seclusion i' (J~.659 = P-value .417

4.4. Attitude and Practice

Table 18 - 27 indicates a report often 10 items that were tested using chi square

ri) method to establish a P-value to determine whether there was a relationship or no

relationship between attitude and the practice of nurses on restraints and seclusion of the

aggressive in-patients.

Table 18: Application of RlS as a method of nursing and prescribing of RlS by the

doctor.

A 1 Restraint/seclusion should

be applied as a method of

nursing

Disagree Agree i'
P 1

18 (18.8%) 78 (81.3%)Disagree
Restraint/seclusion

is usually 0.375

prescribed by the Agree 10 (23.3%) 33 (76.7%)

doctor

P-value

.540

There was no relationship between the attitude and the practice of nurses in application of

restraints/seclusion as a method of nursing and prescription of restraint /seclusion to the

patients by the doctor i' (J~ 0.375 = P-value .540
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Table 19: Restraint/seclusion interferes with social interaction of patients and

frequentobservation/ monitoring of restrained/secluded patients.

A 2 Restraint/seclusion

interferes with patient's social

interaction
2

Disagree Agree X

P 2
Disagree 7 (58.3%) 5 (41.7%)

Restrained/seclude

d patients are
1.050

frequently

observed and
Agree 55 (43.0%) 73 (57.0%)

monitored

P-value

.306

The study reported no relationship between attitude and practice of nurses on whether

restraints/seclusion interferes with patients' social interaction and frequently observing

andmonitoring ofrestrainedlsecluded patients' X2 (1~ 1.050 = P-value .306

Table 20: Restraint/seclusion affects nurse/patient relationship and nurses often

communicate to restrained/secluded patients.

A 3 Restraint/seclusion affects

nurse/patients interpersonal

relationship

Disagree Agree l
P 3 Nurses often

Disagree 11 (52.4%) 10 (47.6%)
communicate with

.001
restrained/secluded

patients
Agree 63 (52.1%) 58 (47.9%)

P-vaJue

.979

There was no relationship between attitude and practice of nurses on whether

restraints/seclusion affect nurse/patient interpersonal relationship and nurses often

communicating with restrainedlsecluded patients' X2 (10) .001 = P-value .979
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Table21: Restrained/secluded patients should be observed and monitored regularly

andregular assessment of restrained/secluded patients.

A4 Patients on

restraint/seclusion should be

observed and monitored

regularly

Disagree Agree "l P-value

P 4 The need for
Disagree 5 (35.7%) 9 (64.3%)

continued

restraint/seclusion 10.163 .001

is always assessed Agree 10 (7.9%) 116 (92.1%)

regularly

There was a significant relationship between attitude and practice of nurses on regular

observation and monitoring of restrained/secluded patients and the need for continued

regular assessment of the patients' -l (J~ 10.163 = P-value .001. Those who agreed with

attitude agreed with the practice.

Table 22: Patients giving consent before RlS and involvement of other team

members during review of patients on RlS.

A_5 Patients should give their

consent before

restraint/seclusion

Disagree

P 5 Other teanl
Disagree 23 (79.3%)

members e.g.

doctors are

involved during

review of Agree 101 (92.7%)

restrained/secluded

patients

Agree P-value

6 (20.7%)

4.478 .034

8 (7.3%)
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Therewas a relationship between attitude and practice of nurses on patients givmg

consentbefore restraint/seclusion and involvement of other team members e.g. doctors

duringthe practice of restraints and seclusion i (J~ 4.478 = P-value .034. Those who

agreedwith attitude agreed with the practice

Table 23: Informing patients and relatives about the reasons for RlS and meeting

basic needs of restrained/secluded patients

A 6 Patients' relatives should be

informed about the reasons for

restraintlseclusi on of their

patients
2

Disagree Agree X P-value

P 6 Nurses help
Disagree 3 (27.3%) 8 (72.7%)

restrained/secluded

patientsmeet their
0.596 .439

biological needs

nutrition,
Agree 23 (17.8%) 106 (82.2%)

e.g.

elimination

Therewas no relationship between attitude and practice of nurses on informing patients'

relatives the reasons for restraints/seclusion of their patients and nurses helping

restrained/secluded patients meet their biological need e.g. nutrition i (1~.956 = P-

value.439
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Tables24: Involvement of other team members during R1S and use of bathrooms by

mtrained/secluded patients.

P)
Restrained/seclude

d patientsare given

opportunityto use
Agree

bathroom as they

Disagree

A7 Physicians/other team

members' should be involved in

restraint and seclusion of

patients
2

Disagree Agree
1.. P-value

15 (25.9%) 43 (74.1%)

O. 622 .430

17 (20.2%) 67 (79.8%)

require

Thestudy reported no relationship between attitude and practice of nurses on

physicians/otherteam members being involved in restraints /seclusion of patients and

giving restrained/secluded patients to use bathrooms as they require l (1°).0.622 = p,

value .430

Table25: spending time with patients explaining issues that lead to R1S and strict

maintenance of nursing interventions and observation records during R1S.

A 8 Nurses should spend time

with patients to explain issues

that lead to restraint/seclusion

Disagree Agree Pwalue

P 8 During

restraint/seclusion,

nursing

intervention and Disagree 17 (34.7%)

observationrecords

32 (65.3%) 0.624 .429

are strictly

maintained
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Participantsreported no relationship between attitude and practice of nurses spending

timewith the patients explaining issues that lead to restraints/seclusion and strict

maintenanceof nursing interventions and observation records of the patients'

t(1~.O.624= P-value .429

Table 26: Allocation of a nurse to communicate with RlS patients and conduciveness

of a room set for RlS.

A 9 A nurse should be allocated

to communicate with

restrained/secluded patients
----------------------)(

Disagree Agree P-value

P 9 Room set for
Disagree 22 (36.1 %) 39 (63.9%)

restraint/seclusion

is usually

conducive e.g. are

warm, with a Agree

mattressand plastic

utensils

0.391 .532

33 (41.3%) 47 (58.8%)

Thestudy found no relationship between attitude and practice of nurses allocating a nurse

to communicate with restrained/secluded patients and room set for seclusion being

conducivee.g. warm with a mattress and plastic items

i(J~.O.391 = P-value .532
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Table27: Application of other methods of nursing before application of R1S and

informingpatients prior to R1S

A 10 Other methods of nursing

should be tried before

application of restraint/seclusion
2

Disagree Agree X

PlO Patients are
32 (30.2%) 74 (69.8%)Disagree

usually informed
0.075

prior to

restraint/seclusion
Agree 10 (27.8%) 26 (72.2%)

P-value

.784

Thestudy reported no relationship between attitude and practice of nurses trying other

methodsof nursing before application of restraint/seclusion and informing the patients

priorto restraints and seclusion l (If) 0.075 = P-value .784

4.5. Know/edge and Attitude

Tables28 - 37 indicate a report of ten 10 items that were tested using chi square (:i)
methodto establish a P-value to determine whether there was a relationship or no

relationshipbetween the knowledge and the attitude of nurses on restraints and seclusion

oftheaggressive in-patients.
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Table 28: Use of procedure manuals and institutional policy guidelines during RlS

tfpatientsand application of RlS as a method of nursing.

K 1 Procedure manuals and

institutional policy guidelines

should be used during

restraint/seclusion of aggressive

patients

Disagree Agree P-value

A 1
Disagree 6 (21.4%) 22 (78.6%)

Restraint/seclusion

should be applied

as a method of Agree

nursing

2.012 .150

40 (35.7%) 12 (64.3%)

Therewas no relationship between knowledge and attitude of nurses on the use of

proceduremanuals and institutional guidelines during restraints/seclusion and application

of restraints/seclusion as a method of nursing 1..2(10) 2.072 = P-value .150

Table29: Explaining patients and significant others the procedure purpose before

RlSand interference of patients interaction by RlS

K 2 Patients and significant

others should be explained the

procedure purpose before

restraint/seclusion
2

Disagree Agree X P-value

A2
36 (58.1%) 26 (41.9%)Disagree

Restraint/seclusion

interferes with 2.405 .121

patient's social Agree 35 (44.9%) 43 (55.1%)

interaction
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Therewas no relationship between knowledge and attitude of nurses in explaining to

patients/significant others the procedure purpose before restraints/seclusion and

interferenceof patients social interaction during restraints and seclusion i (10) 2.405 = p-

value.121

Table 30: Use of procedure manuals and institutional policy guidelines during RlS

md RlS affecting nurse/patient relationship

K 1 Procedure manuals and

institutional policy guidelines

should be used during

restraint/seclusion of aggressive

patients
2

Disagree Agree X

Disagree 26 (35.1%) 48 (64.9%)

.123

Agree 22 (32.4%) 46 (67.6%)

P-value

A 3

Restraint/seclusion

affects

nurse/patients

interpersonal

relationship

.726

The study findings found no relationship between nurses knowledge and attitude on

procedure manuals/policy guidelines during restraints/seclusion and restraints and

seclusionaffecting nurse/patient relationship -l (]0).123 = P-value .726

Table 31: Provision of basic needs to patients on RlS and regular observation

(monitoring of restrained/secluded patients.

K_4 It is important to provide

patient on restraint/seclusion

with basic needs e.g. nutrition

and elimination

Disagree Agree P-value

Disagree 5 (33.3%) 10 (66.7%)
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K_4 It is important to provide

patient on restraint/seclusion

with basic needs e.g. nutrition

and elimination-------t
Disagree Agree P-value

shouldbe observed
Agree

monitored
0(0.0%) 126 (100.0%)

regularly

There was a significant relationship between the knowledge and attitude of nurses in

provisionof basic needs e.g. nutrition, elimination to the restrained/secluded aggressive

in - inpatients and observation and monitoring them regularly t (1~ 43.544 = P-value

.000. Those who agreed with knowledge agreed with attitude.

Table 32: Maintenance of regular observations and evaluation is important for

continuedRlS and patients giving their consent before RlS

K 5 For continued RlS

restrictive interventions in

maintenance of regular

observation and evaluation is

important

Disagree Agree t
A 5 Patients

3 (2.4%)Disagree 122 (97.6%)
should give their

11.037
consent before

restraint/seclusion
Agree 3 (21.4%) 11(78.6%)

P-value

.001

There was a strong relationship between the knowledge and attitude of nurses for

continued restrictive interventions in maintenance of regular observation, evaluation of

patients on restraints/seclusion and patients giving consent before the implementation of

the intervention l (1~ 11.037 = P-value .001. Those who agreed with knowledge agreed

with attitude.
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iab\e 33~lm\lorta\\ce of a\\ocati\\g one nurse duri\\g RlS and informing patients'

relatives the reasons for R/S

K 6 Allocation of one nurse to

communicate with the patient

during restraint/seclusion is

important
2

Disagree Agree X

A6 Patients'
Disagree 16 (61.5%) 10 (38.5%)

relatives should be

informed about the
5.163

reasons for
restraint/seclusion

Agree 42 (37.2%) 71 (62.8%)

of their patients

P-value

.023

There was a significant relationship between the knowledge and attitude of the nurses in

allocation of one nurse to communicate with the patient during restraint/seclusion and

informing patients' relatives about the reasons for restraint/seclusion of their patient t
(]o) 5.163 = P- value. 023. Those who agreed with knowledge agreed with attitude.
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Table34: Importance of identification and recording of patients' behavior that

ltCessitatedRlS and involvement of physicians and other team members during

R1S:

K 7 Identification and

recording of patients' behavior

that necessitated the

restraint/seclusion is important

Disagree Agree P-value

A 7

Physicians/other

team members'

should be involved

in restraint and Agree

seclusion of

Disagree 2 (6.3%) 30 (93.7%)

.906 .341

3 (2.7%) 107 (97.3%)

patients

Therewas no relationship between the knowledge and attitude nurses in identification

and recording of patients' behavior that necessitated the restraints/seclusion and

involvement of physicians and other team members in restraints and seclusion of

patients't (1°).906 = P-value .341
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able 35: Importance of explaining to the patient and significant others the

avior necessary for termination of RlS and explaining the issues that lead to RlS

K_8 It is important to explain to

the patient/significant others the

behavior necessary for

termination of restmint/seclusion

Disagree Agree l
Disagree 13 (6.3%) 31 (93.7%)

6.266

Agree 12 (12.2%) 86 (87.8%)

P-value

AJ Nurses should

spend time with

pitients to explain

~es that lead to

restraint/seclusion

.012

Therewas a relationship between knowledge and attitude of nurses on the importance of

explainingto the patient/significant others the behavior necessary for termination of

restrained/secludedpatients, and nurses spending time with patients to explain issues that

leadto restraints/seclusion of the patient l (1°).6.266 P-value .012. Those who agreed

withknowledge agreed with attitude.
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able36: Documentation of nursing intervention before, during and after RlS, and

ocationof one nurse to communicate with restrained/secluded patients.

K_9 Documentation of nursing

intervention before, during and

after restraint/seclusion is

important

Disagree Agree
X2

A} A nurse
Disagree 5 (8.9%) 51 (91.1%)

shouldbe allocated

10 communicate
l.888

with

restrained/secluded
Agree 3 (3.5%) 83 (96.5%)

patients

P-value

.169

Thestudy findings did not get any relationship between the knowledge and attitude of

nurseson the importance of documentation of nursing intervention before, during, after

restraints/seclusion and allocation of a nurse to communicate with restrained /secluded

patientsX2 (J~.1.888 = P-value .169

Table 37: interpretation of Coercing a patient to RlS as malpractice and trying of

other methods of nursing before application of RlS

K 10 Coercing a patient to

restraint/seclusion may be

interpreted as malpractice

Disagree Agree i
AlO Other

Disagree 26 (6l.9%) 16 (38.1%)
methods of nursing

should be tried
2.127

before application

of
Agree 47 (48.5%) 50 (51.5%)

restraint/seclusion

P-value

.145
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Therewas no relationship between knowledge and attitude of nurses' interpretation that

coercinga patient to restraints and seclusion may be interpreted as malpractice and trying

othermethods of nursing before application of restraints and seclusion 'l (1~ 2.127 = p-

value .145
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5. CHAPTER V: DISCUSSION

The findings of the study provided information about the nurses' knowledge, attitudes

and the practice on restraints and seclusion of aggressive psychiatric in- patients. The

study findings revealed that the nurses were knowledgeable on the use of procedure

manuals and policy guidelines during the practice of restraints and seclusion, and that

restraints and seclusion should prescribed by the doctor. This goes in line the suggestion

of Donat (2003) that all clinicians should review and thoroughly understand restraints and

seclusion guidelines, document the rationale for implementing the practice and the exact

details of the process. The importance of use of policy guidelines is emphasized by Neil

& Gregory (2000) that medical and nursing staffs are required to form an agreed

management plan for treatment and observation of psychiatric disturbed patients.

Some state laws in United Kingdom and United States of America have specified the type

of physical restraints that may be used during the management of aggressive patients,

including the consistency of the actual materials which the restraints is made, consent on

a patient unless on an emergency. A research that was conducted by Gasken (2007) in

the University of Victoria in Australia associated staff education with RlS. Staff

education was central to the efforts of many organizations to reduce RlS.

The participants agreed that restraints/seclusion should be prescribed by the doctor.

Silvesri (2002) one of the successful authors ofNCLEX - RN review courses throughout

England argues that, restraints/seclusion requires written orders from the physicians and

such protocols should be clear and well written to guide the staff on who when and how

to restrain/seclude a patient. The study also revealed that nurses were equipped with

knowledge on the importance of provision 0 basic needs to the patients who were

restrained/secluded, and the need for continued regular assessment of such patients. This

agrees with Townsend (2008) that, clients in restraints/seclusion must be observed and

assessed every 10 - 15 min with regard to nutrition hydration and elimination. This is

also emphasized by Silvesri (2002) that patients in restraints/seclusion must be assessed

every 15 - 30 minutes for physical and safety needs as well as comfort.
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Thestudy revealed that nurses were knowledgeable on the importance of continued

regularassessment of patients on restraints and seclusion. Ninety six point five per cent

(95.6%) agreed that the need for the practice of restraint/seclusion is always assessed

regularly.This goes in line with Gelder et al (2009) that restraint and seclusion should be

usedonly when strictly necessary and for shortest time possible with constant monitoring

of its continuing necessity and patients condition. The code of practice of England and

Walesstates that "if restraints or seclusions need to continue, a review should take place

everytwo hours carried by two nurses and every four hours by the doctors (Varcarolis

2000). The report indicated that for continued restrictive interventions, maintenance of

regularobservations and evaluation of patients' records was important. The participants

agreed that other team members especially doctors are involved during review of

restrained/secluded patients. According to Holmes (2004) maintaining an environment

without restraints and seclusion is not easy, it takes sensitivity creativity and

interdisciplinary teamwork. However Stuart and Laraia (2001) suggest that, the behavior

leadingto restraints/seclusion and the time the patient is placed on restraints/seclusion

mustalso be documented.

Theparticipants who agreed that nurses were knowledgeable on regular observation and

monitoring of restrained/secluded patients also agreed on the need for continued regular

assessment during restraints and seclusion. This compares with similar responses in

attitude of the nurses that observation and monitoring of patients in restraints and

seclusion should be regularly continued. Although the participants reported that nurses

agreed on patients giving consent before restraints/seclusion and involvement of other

teammembers during restraints/seclusion, the responses contradicted the responses of the

same in attitude where they disagreed on the same. This did not go in line with Gelder

(2006) that physical contact should not be attempted unless the purpose has been clearly

understood and agreed with the patient.

Multidisciplinary involvement for example physicians signature, patients advocate,

relative notification and patient agreement were highlighted by varcarolis (2002) as

63



importantfactors in restraint/seclusion. According to Silvesri, some state laws have

specifiedthe type of physical restraints that may be used. These include consistency of

actualmaterial which restraint is made, consent on a patient unless an emergency

situationexists and can be documented. It is therefore important that nurses be mindful of

suchregulations and must be aware of the kinds of behaviors that place them at risk for

malpracticeaction (Donat 2003).

Thestudy reviewed nurses attitude on the provision of basic needs for example nutrition

andregular observation of restrained/secluded patients agreed with knowledge and

practice.The report revealed that nurses agreed with maintenance of regular observations

andevaluation for continued restraints/seclusion of patients. This is similar with the

responses for knowledge and practice. However on contrary with the knowledge that

patients should not give consent before restraints/seclusion, the study reported that

nurse's attitude agreed that patients should give consent before restraints/seclusion. This

agreeswith Gelder et al (2006) that physical contact should be clearly understood and

agreedwith the patient.

This study reported that allocation of one nurse to communicate with the patient during

restraints and seclusion was important. The participants also agreed that patients'

relatives should be informed about restraints/seclusion of patients. Encouraging the

patient to talk about angry feelings, finding ways to tolerate or reduce angry, aggressive

feelings and empathetic verbal interventions are some of the good nursing care practices

highlighted by Varcarolis (2000) during aggressive behavior. A research that was

conducted in one of the facilities in Melbourne (2007) revealed that therapeutic

environment through increasing the frequency with which the nurses communicated with

their patients about their needs, reduced the rate of restraints and seclusion (Gaskin

2007).

Debriefing of patients following RlS to avoid recurrences of the behaviors that led to

RlS, where the team focused on patients and teams views of patients' behaviors that led

to RlS was reported as an important factor to reduce the rate ofRiS. (Fisher 2003).
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Thestudy reported that nurses knowledge and attitude on communication of restrained/

secludedpatients was in practice. A research that was conducted by Gaskin (2007)

revealedthat communication with patients during clinical practice reduced the rate of

restraintsand seclusion.

Therefore,this study reported that nurses were equipped with knowledge on the

importanceof communication as an important intervention during the practice of

restraints/seclusion.This was similar to the outcome of the research that was conducted

by Gaskin2007 in Melbourne that of revealed that communication with patients during

clinicalpractice had a significant role during the intervention of the restrained and

secludedpatients. Debriefing after RlS was highlighted as an important practice after the

practiceof restraints and seclusion.

5.1. Study Limitations

Inadequate fund and limited time were the two main limitations during the research

study. Working on the project as well as going to the clinical areas to prepare for

practical assessments was quite demanding, especially because there were presentations

to be done during the clinical practice. The entrance to the clinical area was not easy;

there were various protocols to be followed. This caused delay in accessing the clinical

area. However the study was successful because of the sampling method that was used,

where only one hundred and forty two participants were involved. This made it easier to

correct data within the allocated time. The research assistant commitment in collecting

the distributed questionnaires also made the research process to progress successfully.

5.2 Research dissemination

Copies of the research findings will be distributed in the following areas:

• Two copies National Council for Science and Technology.

• two copies to the Medical library University of Nairobi

• A copy to the School of Nursing University of Nairobi
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I Acopy to Mathari Hospital Continuing Education

I Acopy to Mathari MTC Nairobi

I Publication in the Nursing journals

6. CONCLUSION

Fewstudies have been found relating to the knowledge, attitude and the practice of

restraintsand seclusion. This study reveals the outcome of the participants' responses in

termsof nurses' knowledge, attitude and their relationship with the practice of restraints

andseclusion of aggressive in-patients.

Theparticipants reported that nurses were equipped with knowledge and had a positive

attitudeon use of procedure manuals/ institutional policy guidelines during the practice of

restraints/seclusion. The study reported that nurses were knowledgeable on the

importance of various interventions during the practice of restraints and seclusion for

example, provision of basic needs e.g. food and elimination. They also agreed that

patients should be observed regularly for vital signs e.g. B.P and temperature. It was not

possible to investigate how often the nurses provided the basic needs and observed the

restrained/secluded patients because of the nature of the data that was being investigated.

However it is important to investigate this in future studies in order to get comprehensive

information in this area.

Although the participants reported in knowledge that nurses agreed on patients giving

consent before restraints/seclusion and the involvement of other team members during

the practice of RJS, this was not similar in attitudes where nurses disagreed on the same.

This requires investigations to explore why the differences. However knowledge and

attitude should correlate to practice.

The participants reported that nurses were equipped with knowledge on the importance of

communication as an important tool in the management of patients in restraints and

seclusion. This compares with the research outcome by Gaskin 2007).
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This study findings hopes to open an avenue for future research, on the perspectives of

other people involved in restraints and seclusion of aggressive patients in order to obtain

a completepicture of the use of this practice.
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7.RECOMMENDATIONS

In the light of the outcome of this study, the following are recommended:

.:. Further research using an action/observational research method to evaluate the

effects of educational intervention on psychiatric nurses' attitudes and decisions

regarding use of restraints and seclusion .

•:. Equip the psychiatric nurses with knowledge in terms of their role and ethical

issues during restraint and seclusion of patients in order to achieve an appropriate

use of these practices .

•:. Future research on perspectives of other personnel involved in restraint and

seclusion of patients such as medical staff, patients and their families in order to

obtain a more complete picture of the use of restraint and seclusion .

•:. An investigation to establish the reasons for the gap between the knowledge and

the attitude of nurses on patients giving consent before RlS and other members

involvement in the practice ofRiS .

•:. The Nursing council in conjunction with the Ministry of Health should make

frequent visits in the hospitals to ensure that the set policy guidelines are adhered

to during the practice ofRiS .

•:. Nurses should be updated with current information on RlS by the department of

Continuing education for better practice on this important management.
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Training
Assistants

Research

Pre-testing the Interview
Schedule

Data collection cleaning
and editing

Data entry and analysis

Report draft

Oral defense of report at
SONS

Presentation of final
report
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BUDGET
ITEM UNITS COST PER TOTAL

UNITKSH COSTKSH

STATIONARY

Printing papers 5rims 500 2500

Paper punch 1 500 500

Pencils Steadler 1 doz 300 300

Erasers 6 10 60

Flash disks 1 1500 1500

Black cartilage 4 1300 5200

Colored cartilage 1 1500 1500

Stapler 1 250 250

Staples l pkts 150 150

COMPUTER SERVICES

Questionnaires: Typing 7 pages 250 1750

Photocopying

7 x 168 3 3528

Printing Proposal and Final Report 110 5 550

Photocopying proposal and final report lOxll0 3 3300

Binding Proposal and Final Report 8 copies 100 800

Binding the books 4 copies 1200 4800

PERSONELL

I StasticianIfor data entry and analysis) 1 30,000

Transport 30 500 15,000

Ethics committee fee 1 1000 1000

Ministry of Science and Technology fee 1 1000 1000

Subtotal 73,688

15% contingencies 11,054

Total 84,742
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APPENDIX II: PARTICIPANTS CONSENT FORM

Dear Respondent,

My name is Nancy W. Michire, a University Student pursuing Masters Degree in Nursing

(Mental Health). One of the requirements for award of this degree is to carry out a

research. In this respect my research topic will be: Knowledge, Attitude And Practice

On Use Of Restraint And Seclusion Of Aggressive Psychiatric Inpatients As A

Method Of Nursing.

In order to collect information, I have developed a questionnaire. My request to you is to

participate in the study by filling in the questionnaire. You will not be required to write

your name or any other identification number on the questionnaire. Participation is

voluntary, there are no risks involved, and the information you provide will be treated

with confidentiality as required by law. You are also free to withdraw at any stage

without fear of victimization.

The results of this study will assist in reviewing the knowledge, attitude and practice of

nurses on restraint and seclusion. Review current policies if any or develop new policies

to guide restraint and seclusion. This in turn will improve patients care and give nurses

guidelines on this important practice.

Incase of any questions relating to your participation in the study or anything that is not

clear please contact me as indicated below.

Nancy Michire

School of Nursing Sciences University of Nairobi

P.D Box 19676, Nairobi. Landline - 787867 Mobile - 0722378899

E-mail: nancymichire@yahoo.com
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PARTICIPANTS CONSENT

1----------------------------------------------------------------- have read and understood the

details about this research and voluntarily agree to participate.

Respondents Signature -------------------------------- I>ate ------------------------------

Investigators signature -------------------------------- I>ate ------------------------------
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APPENDIX III: QUESTIONNAIRE

Instructions

The purpose of this questionnaire is to obtain information for study purposes only. The

information obtained will be utilized to review/improve on knowledge, attitude and

current practice on restraint/seclusion of aggressive patients.

~ Do not indicate your name or any other identification in the interview schedule.

~ Ensure all the areas are fully completed.

~ Once completed put it in the envelope, seal it and hand over to the researcher.

Demographic Factors

Please respond by ticking against the most appropriate responses

1. Indicate your sex: (1) Male

(2) Female

Professional Details

1. What is your nursing qualification?

(1) MScN

(2) BScN

(3) KRN

(4) KRNIKRM

(5)KRCHN

(6) KRPN

(7) KECN

(8) KEPN

(9) KEM
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Others specify-----------------------------------

2. Indicate your current status: (1) Clinical nurse in Mathari hospital

(2) Nurse administrator Mathari hospital

Institutional details

1.How long have you worked in this institution?

Morning

(1) 1- 2
(2)2-4
(3) 4-6

(1) 2- 6 years

(2) 7 - 11 years

(3) 12 - 16 years

Any other specify-----------------------------------------------

1. Indicate the two commonly number of nurses allocated in your ward per shift?

Evening

(1)1-2

(2) 2 - 4

(3) 4 - 6

Others specify ------------Others specify ------------

2. What are the two common nurse/patient ratios in your ward?

(1) 1.5

(2) 1: 10

(3) 1: 15

(4) 1: 20

Any other specify ----------------------------------------

3. Have you ever restrained/secluded or seen a secluded patient?

(1) Yes------------ (2) No------------------

If yes indicate two common reasons for restraint/seclusion?

(1) Aggression

(2) Violence

(3) Confusion

(4) Restlessness

(5) Being abusive
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(6) Being uncooperative

Others specify -----------------------------------------

4. Who prescribes restraint/seclude patients in the clinical area?

(1) Physicians

(2) Nurses

(3) Support staff

(4) Enrolled Nurses. Others specify ----------------------------------
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The statements below will lead in testing the knowledge of nurses' on restraint/seclusion of the

mentally ill aggressive psychiatric inpatients. Kindly indicate against the statement in either of the

rows 1 2 3 4 Key: 4 == strongly agree 3 == agree == 2 == Disagree 1=strongly disagree.

Rates 4 '"' 2 1.)

1. Procedure manuals and institutional policy guideline should be

used during restraint/seclusion of aggressive patients.

2. Patients and significant others should be explained the procedure

and purpose before restraint/seclusion

3. Provision of psychological comfort to the patient on

restraint/seclusion is important

4. It is important to provide patients on restraint/seclusion with

basic needs e.g. nutrition and elimination.

5. For continued restrictive interventions maintenance of regular

observation and evaluation is important.

6. Allocation of one nurse to communicate with the patient during

restraint/seclusion is important.

7. Identification and recording of patients' behavior that

necessitated the restraint/seclusion is important.

8. It is important to explain to the patient/significant others the

behaviors necessary for termination of restraint/seclusion

9. Documentation of nursing interventions before, during and after

restraint/seclusion is important.

10. Coercing a patient to restraint/seclusion may be

Interpreted as malpractice.
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Key: 4 = strongly agree 3 = agree 2 = disagree 1 = strongly disagree

The response to the questions III the table below will assist III establishment of the

attitude of nurses on restraint and seclusion of aggressive Psychiatric inpatients. Kindly

indicate your response by putting a tick against the statement in either of the rows1 23 4.

Rates 4 3 2 1

1. Restraint/seclusion should be applied as a method of nursing.

2. Restraint/seclusion interferes with patients' social interaction.

3. Restraint/seclusion affects nurse/patient interpersonal

relationship.

4. Patients on restraints/seclusion should be observed and

monitored regularly.

5. Patients should give consent before their restraint/seclusion.

6. Patients' relatives should be informed about the reasons for

restraint/seclusion of their patients.

7. Physicians/other team members' should be involved in

restraint and seclusion of patients.

8. Nurses should spend time with patients to explain issues that

lead to restraint/seclusion.

9. A nurse should be allocated to communicate with

restrained/secluded patients.

10. Other methods of nursing should be tried before application

of restraint/seclusion on patients.
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The table below contains statements that will guide in establishment of current practices

on restraint and seclusion of aggressive psychiatric inpatients. Kindly indicate your

response by putting a tick against the statement in either of the rows 1 234.

Key: 4 = strongly agree 3 = agree 2 = disagree 1 = strongly disagree

Rates 4 3 2 1

1. Restraint/seclusion is usually prescribed by the doctor

2. Restrained/secluded patients are frequently observed and

monitored.

3. Nurses often communicate with restrained/ secluded

patients.

4. The need for continued restraint/seclusion IS always

assessed regularly.

5. Other team members e.g. doctors are involved during the

review of restrained/secluded patients.

6. Nurses help restrained/ secluded patients meet their

biological needs e.g. nutrition, elimination

7. Restrained/secluded patients are given opportunity to use

bathroom as they require.

S. During restraint/seclusion nursIng intervention and

observation records are strictly maintained.

9. Rooms set for Restraint/seclusion is usually conducive e.g.

are warm, with a mattress and plastic utensils.

10. Patients are usually informed prior to restraint/seclusion
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