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Abstract 

To reduce the use and duration of mechanical restraint in forensic settings and ensure 

evidence-based patient care, we need more knowledge about patients’ subjective 

experiences and perceptions. The aim was to investigate forensic psychiatric patients’ 

perceptions of situations associated with the use of mechanical restraint and what they 

perceive as factors impacting the use and duration of mechanical restraint. Twenty 

participants were interviewed. Four themes were identified through a thematic analysis: 

‘overt protest reactions’, ‘silent protest reactions’, ‘illness-related behaviour’, and 

‘genuinely calm’; which together characterise patients’ perceptions of their ways of 

acting and reacting during mechanical restraint episodes. These themes are linked 

together in two patterns in the process of mechanical restraint: ‘pattern of protest’ and 

‘pattern of illness’. Further research is needed to illuminate the associations between 

patients’ perceptions of being subjected to mechanical restraint and ways of acting and 

reacting through the process of mechanical restraint. 
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This paper presents a qualitative study regarding forensic psychiatric patients’ 

perceptions of situations associated with the use of mechanical restraint (MR). MR is 

defined as a device attached to a patient with the aim of restricting movement 

(McLaughlin et al. 2016; Völlm & Nedopil 2016). It is widely recognised that 

knowledge of patients’ perceptions of coercive measures, e.g., MR, is crucial if their use 

is to be reduced and to ensure evidence-based patient care (Soininen et al. 2016; Steinert 

2016). However, no research has specifically addressed the subjective experiences and 

perceptions of MR within a forensic setting. This knowledge is urgently required, 

because MR is widely considered to be one of the most intrusive types of coercive 

measures (Krieger et al. 2018) and since the forensic setting is considered to impact 

patients’ perceptions of being subjected to coercive measures (Nedopil 2016). 

 

Background 

International guidelines calls for the reduction of coercive measures (e.g. NICE, 2015). 

Despite, the use of coercive measures, such as MR, in psychiatric settings remains 

highly prevalent (McLaughlin et al. 2016). Given wide legal and cultural differences 

across countries, the prevalence of MR episodes varies greatly (McLaughlin et al. 2016; 

Raboch et al. 2010); e.g. from 0.9 % of patients exposed to MR in the Netherlands to 

44.2 % of patients in Japan (Noorthoorn et al. 2015). Researchers argue that the 

contribution of patients’ experiences and perceptions can lead to a reduction of coercion 

and improve clinical practice (Kontio et al. 2012;  Steinert 2016). The area of patients’ 

perceptions of different types of coercive measures, especially seclusion and physical 

restraint (holding), has also been scrutinised by an array of researchers (Aguilera-

Serrano et al. 2018; Cusack et al. 2018; Krieger et al. 2018). However, as suggested by 

Kontio et al. (2012), only a minority of this research has examined patients’ perceptions 

of coercive measures as a process; i.e. that includes situations before, during and after 

exposure to coercion. To enable a comprehensive understanding of patients’ perceptions 

of the use of coercive measures, attention needs to be focused on situations at these 

individual, though interrelated, points in the process (Authors 2017).  

Within the general psychiatric setting, only four qualitative studies have exclusively 

investigated patients’ experiences of MR (i.e. Chien et al. 2005; Jacob et al. 2017; 

Johnson 1998; Lanthén et al. 2015). In the most recent studies, by Lanthén et al. (2015) 
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and Jacob et al. (2017), the attitudes of – and level of care provided by – staff had a 

significant impact on whether patients asscociated the MR episode as a positive or 

negative experience overall. However, reported negative perceptions of MR episodes 

dominate the literature and traumic effects from the use of MR are frequently reported. 

According to recent reviews, no qualitative study has yet addressed patients’ 

experiences and perceptions specifically in regard to the use of MR within a forensic 

setting (Aguilera-Serrano et al. 2018; Hui et al. 2016; Authors 2017). Several authors 

argue that forensic psychiatry is a unique setting with regard to environmental and 

patient characteristics, which have an impact on nursing care and the use of coercive 

measures (e.g. Laiho et al. 2016; Nedopil 2016). A few qualitative studies have 

examined patients’ perceptions of coercive measures within the forensic setting; 

however, MR was not one of the chosen types of coercive measure under investigation 

(i.e. Haw et al. 2011; Holmes et al. 2015; Knowles et al. 2015; Sequeira & Halstead 

2002). The need for a distinct investigation into patients’ perceptions of MR within the 

forensic setting is therefore required, as researchers argue that MR is one of the most 

intrusive types of containment methods (Bak & Aggernæs 2012) and Steinert et al. 

(2013) found that patients’ retrospective assessments of MR were significantly more 

negative than their assessments of seclusion.  

In light of the above, this paper presents findings from a qualitative interview study of 

forensic psychiatric patients’ perceptions of situations associated with the process of 

MR.   

 

Aims 

1. To investigate forensic psychiatric patients’ perceptions of situations before, during 

and after MR episodes.  

2. To investigate the meaning forensic psychiatric patients ascribe to these situations.   

3. To investigate what patients perceive as factors that affect the use and duration of MR 

episodes. 

 

Method  
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This study employed a qualitative design and was methodologically and theoretically 

informed by the basic requirements for empirical science, as described by Herbert 

Blumer, i.e. by the use of empirical testing (Blumer 1986).  

 

Setting and recruitment  

The study was conducted at a forensic department in Denmark, consisting of four closed 

forensic wards and one open forensic rehabilitation ward (each with 14 beds), and at a 

regional forensic outpatient treatment facility (approximately 500 forensic outpatients). 

Participants were recruited through purposive sampling (Green & Thorogood 2014) 

until data saturation was reached (Morse 2015), based on the following inclusion 

criteria:  

 Above 18 years of age 

 Speak and understand Danish 

 Experienced a minimum of one episode of MR.  

Inpatients were informed of the study through a written invitation and a short oral 

presentation (by the first author). Outpatients were informed through a written invitation 

handed to them by their community mental health nurse. 

 

Sample  

The sample consisted of 20 participants with varying levels of experience of MR 

episodes. One participant was subsequently excluded, since the authors were unable to 

understand the statements made because of linguistic issues of expression (see Table 1 

for details about the remaining 19 participants and their perceptions of episodes of MR). 

[insert Table 1] 

 

Data collection 

Data was collected through one-to-one qualitative interviews, by using a semi-

structured interview guide consisting of two parts. In the first, explorative part, 

participants were encouraged to share perceptions regarding MR episodes, with open-

ended questions, such as: can you tell what happened the last time you were 

mechanically restrained? The second part of the same interview sought to empirically 

test results (Blumer 1986) from a literature review investigating patients’ perceptions of 
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situations associated with different types of coercive measures (including MR) (Authors 

2017). This literature review identified situations, such as interactions with 

professionals and communication in regard to coercive processes (before, during and 

after). In addition, preliminary themes from analysis of early interviews were tested in 

subsequent interviews.  

The interviews took place in conversation rooms on the ward (inpatients) or in the 

patients’ own homes or community mental health facilities (outpatients). The interviews 

were conducted between September 2016 and March 2017 and lasted between 13 and 

63 minutes; average 35.5 minutes. Interviews were audio-recorded and transcribed 

verbatim. 

 

Thematic analysis 

First, all transcripts were carefully read, and immediate themes and overriding 

structures in the text were marked (Zoglowek, 1999). Analytical questions (see Table 2) 

guided the subsequent coding and condensing, and all coded text pieces were marked 

with a subject heading, and categorised into themes (Blumer 1986; Authors 2015a).  

Throughout the analysis, four themes was developed that described patients’ actions and 

reactions to MR episodes. Relations between themes were unearthed and considered in 

regard to situations before, during and after MR episodes, which resulted in a coherent 

theory (consisting of two patterns in the process of MR) in line with the methodological 

requirements from Symbolic Interactionism (Blumer 1986). The thematic analysis was 

undertaken by the first author, but was continuously discussed, debated and thus 

interrogated by all authors. 

[insert Table 2] 

 

Ethical considerations 

Full approval was obtained from local management and the Danish Data Protection 

Agency (No.: 14/26634). The Regional Committees on Health Research Ethics for 

Southern Denmark considered that the study did not require further ethical approval 

(No.: S-20152000-210). All participants gave written informed consent before 

interview, permitted the use of an audio recorder and were guaranteed confidentiality.  
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Results  

The analysis identified four themes: ‘overt protest reactions, ‘silent protest reactions’, 

‘illness-related behaviour’ and ‘genuinely calm’; which together characterise patients’ 

perceptions of their ways of acting and reacting towards MR episode(s). As identified in 

the analysis, across the interviews (and as shown in Figure 1), the themes are linked 

together in two typical patterns of patients’ actions and reactions in the process of MR: 

‘pattern of protest’ and ‘pattern of illness’.  

In the following section, the two patterns in relation to the process of MR are presented 

separately. The four themes are included in the presentation as they emerged as a result 

of the analysis; consequently, some of the themes are repeated across the two patterns. 

In addition, patients’ perceptions of situations in the process of MR (e.g. perceptions of 

conflicts with staff) are included in the presentation, and thus represent patients 

underlying reasons for their actions and reactions.  

Selected quotations from interviews in regard to the two patterns appear in Table 3; 

however, short quotations are also included in the text below. 

[insert Figure 1] 

[insert Table 3] 

 

Pattern of protest 

‘Pattern of protest’ (Figure 1 – diagram on the left) represents a predominant patient 

perception in the data and is characterised by patients’ perceptions of how they initially 

responded with ‘overt protest reactions’, which typically were replaced with ‘silent 

protest reactions’ as they went through the process of MR. 

 

Before MR – antecedents 

Patients perceived that their own ‘overt protest reactions’ constituted the reason staff 

initiated MR. As a theme, an ‘overt protest reaction’ is characterised by patients’ anger 

and frustration; which is reflected in violence, threats and/or aggression directed at staff, 

due to conflicts with staff or actions taken by staff. Patients’ considered that their 

disagreements with staff about rules at the unit (not being allowed to go outside or be in 

possession of a phone) or discussions about medication were typical reasons for 

conflicts. These conflicts were exacerbated when patients perceived that staff declined 
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the patients’ initiatives to enter into dialogue about these disagreements or refused to 

understand the patients’ perspective(s). Another cause of conflict with staff were 

situations in which, due to the staff’s behaviour and communication, patients considered 

that they were being treated as inferiors to the staff. For example, patients perceived that 

they were ignored when approaching staff at the office or that staff communicated 

disrespectfully (shouting or saying something provocative). 

Even though patients acknowledged their ‘overt protest reactions’ in response to the 

above-mentioned conflicts, they believed that MR could have been avoided if staff 

members had used less restrictive interventions; e.g. shielding (patients perceived 

shielding as being confined to their room or as being constantly accompanied by staff) 

or displayed a higher level of tolerance towards their negative outbursts. Patients 

requested that staff understood that being angry, negative, or slamming the door (for 

example) were to be perceived as exacerbation of aggression and not as actual 

dangerous acts. Moreover, patients perceived that staff resorted to the “easy solution” 

(participant 13, passage 436) by applying MR and they were confident that calming 

communication or a respectful dialogue about the underlying reasons for their ‘overt 

protest reactions’ could have de-escalated their reactions. Finally, patients perceived 

that, instead of using MR, staff should “give a second chance” (participant 14, passage 

496) in situations where the patient had calmed down. 

 

At the point of being mechanically restrained 

Patients’ ‘overt protest reactions’ were further exacerbated as a result of being subjected 

to MR. They reported opposing MR by fighting while being surrounded, overpowered 

and subjected to holding by a group of staff members. Patients reported that the point of 

being mechanically restrained occurs quickly and violently; besides being physically 

painful, patients also found the situation humiliating. This was exacerbated by the lack 

of emotional engagement (e.g. empathy) from staff involved. 

Patients also reported the use of ‘silent protest reaction’ as a response to MR. As a 

theme, this is characterised by patients acting with false calmness (as a way of coping 

and repressing actual feelings of anger, frustration and sadness) which they perceived 

were caused by the staff’s actions. Patients reported that they gave up fighting groups of 

staff members, even though they strongly disagreed with their actions, to avoid 
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incurring the risk of a charge of violent offence or, because they knew (from previous 

experience) that resisting MR would not lead to their desired outcome of not being 

restrained.  

 

During the period of MR 

During the period of MR, patients reported that their anger and frustrations were once 

again reflected in ‘overt protest reactions’; by shouting, being threatening towards staff 

or by putting up physical resistance as a reaction to the restriction of free movement. In 

addition, patients perceived that staff communication gave rise to – or even exacerbated 

– their ‘overt protest reactions’, because they reported being both sad and frustrated 

when staff refrained from active communication with them. These perceptions related in 

particular to the member of staff whose task it was to observe them during the period of 

MR. Patients requested that such staff should talk with them (instead of just silently 

observing) and respond in a friendly manner instead of being degrading and apparently 

irritated by their attempts to enter into a dialogue. 

Patients also believed that doctors’ communication also gave rise to ‘overt protest 

reactions’; perceiving doctors to be arrogant in that they barely talked with the patients, 

and that they sided with staffs’ observations with regard to the decision to prolong the 

MR episode. This left patients with feelings of being legally incapacitated and they 

believed that the duration of the MR episode(s) could have been reduced, if doctors had 

listened to their opinions. As a consequence, patients reacted with further ‘overt protest 

reactions’, because they perceived the prolongation of the MR episode to be a 

punishment for their actions and a “misuse of power” (participant 6, passage 198). 

Finally, patients perceived that the decision to end the MR episode depended on 

whether it suited staff or not and consequently some had subsequently filed formal 

complaints.  

Patients reported that, for the MR episode to end, staff told them that they should agree 

not to harm themselves or others and be calm. However, ceasing ‘overt protest 

reactions’ was perceived by patients as difficult, because they were angry with the staff 

regarding the negative perceptions of the antecedent situations and during the period of 

MR. Moreover, they were angry because of specific incidents that occurred during MR 

(e.g., being forcibly medicated and being forced to eliminate body wastes in the 
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presence of staff). Eventually, patients replaced ‘overt protest reactions’ with a false act 

of calmness in ‘silent protest reactions’; by repressing their anger and frustrations, in 

order to be released from MR, or they reported that they simply gave up resisting. 

 

After MR 

As a consequence of the above described negative experiences and perceptions, patients 

considered that their attitudes towards staff and their relationship with staff had 

changed. They reported distrust directed at staff because they perceived that staff lied 

about their ‘overt protest reactions’ during MR in order to justify the prolonged duration 

of the MR episode. Patients felt it was necessary to avoid contact with staff and to 

follow staffs’ rules, to prevent further conflicts and the risk of going through yet another 

episode in MR. As a result, this perceived distrust and change in attitude was expressed 

in ‘silent protest reactions’. However, patients perceived it as difficult to maintain 

‘silent protest reactions’ over time and described how their anger and frustrations 

eventually “explode” (participant 5, passage 122), resulting in a further MR episode.  

Moreover, patients perceived that staff refrained from offering guidance on how to 

complain about the MR episode or tried to convince them that it would not be worth the 

effort. In addition, several patients perceived that staff refrained from debriefing them. 

A lack of or inadequate debriefing maintained patients’ ‘silent protest reactions’, since 

they continued to feel angry and confused about their perceived unfair treatment. In 

order to process the experiences associated with the MR episode, patients found it 

important for staff to clarify reasons for the use and duration of the MR episode and 

requested a dialogue on how to avoid recurrence. However, patients reported that staff 

only told them how to behave in order to avoid further episodes in MR, their rights to 

complain about the coercive incident, or that staff had filed a police report regarding 

their ‘overt protest reactions’ at the previous points in the process of MR.  

 

As an atypical way of acting and reacting within this specific pattern, patients also 

reported being ‘genuinely calm’ after MR (in contrast to the above described ‘silent 

protest reactions’). ‘Genuinely calm’ as a theme is characterised by patients’ 

perceptions of themselves being ‘genuinely calm’ and composed after MR, without 

feeling the need to protest. Patients believed that the MR episode had had a positive 
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impact on them and they reported that they “had learnt from their mistakes” (participant 

7, passage 251), in the sense that they had learnt how to control anger and frustrations 

and thereby how to avoid further MR episodes.  

 

Pattern of illness 

The second pattern identified in the process of MR, is the ‘pattern of illness’ (Figure 1 – 

diagram on the right). This is characterised by patients’ perceptions of how they initially 

acted and reacted due to their illness; alongside ‘overt protest reactions’, which were 

typically replaced with being ‘genuinely calm’, as they went through the process of MR.  

 

Before MR – antecedents and at the point of being mechanically restrained 

Patients perceived their own behaviour to be caused by their illness as an antecedent to 

MR. The theme ‘illness-related behaviour’ is characterised by patients’ perceptions of 

themselves as being psychotic (sometimes due to misuse of medication/drugs); resulting 

in violent, threatening and/or aggressive behaviour – to such an extent that they pose a 

risk to themselves and/or others.  

Patients reported that, at the time, they lacked insight into their own illness and the fact 

that their behaviour constituted a risk to themselves and others. As a result, patients 

displayed ‘overt protest reactions’ when subjected to MR.  

 

During the period of MR and after MR 

During the period of MR, patients continued to act and react in ways that they 

considered were related to their illness. In addition, patients reported that they displayed 

‘overt protest reactions’ against restrictions of free movement. Eventually, patients 

reported that, after receiving medication, their condition improved and as a result their 

actions and reactions were replaced with being ‘genuinely calm’. Besides medication, 

patients reported that staff could contribute to them being ‘genuinely calm’ through the 

use of small-talk, calming and encouraging communication. According to patients, this 

alleviated their need for ‘overt protest reactions’ and patients also found it helpful and 

calming when staff provided information about how long they were expected to stay in 

MR or when the next assessment of their readiness to be released from MR would take 

place.   
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After MR, patients continued being ‘genuinely calm’, by acknowledging the need for 

the MR episode. Some even appreciated the restrictions placed on them, believing that 

staff did so in order to take care of them and prevent them from doing something they 

would regret. According to the analysis, patients either came to the realisation by 

themselves about the need for MR, or they realised it at the debriefing, when staff 

provided an explanation of their reasons for both the use and duration of the MR 

episode.  

 

As an atypical way of acting and reacting in this specific pattern, patients also reported 

reverting to ‘overt protest reactions’ followed by ‘silent protest reactions’ during the 

period of MR and after MR. Patients reported being angry and frustrated about not 

being released from MR, given that they perceived themselves as being ‘genuinely 

calm’. Another atypical way of acting was self-requested MR, which, according to the 

patients, was characterised by realising that they were incapable of controlling their own 

actions and reactions (due to their illness). In these cases, patients reported being 

‘genuinely calm’ throughout the process of MR.  

 

Discussion 

In the findings of the current study, patients’ perceptions of situations such as conflicts 

with staff, insufficient communication and debriefing are similar to those of previous 

studies (Aguilera-Serrano et al. 2018; Cusack et al. 2018). However, the results from 

this study add to existing knowledge, by linking patients’ perceptions of situations with 

their underlying reasons for their own actions and reactions throughout the two 

identified patterns in the process of MR, as elaborated and discussed below.  

Evident within both general and forensic psychiatric literature, patients’ harmful 

behaviour (e.g., being aggressive/violent) is common reasons for the initiation of 

coercive measures (Hui et al. 2016; Kuivalainen et al. 2017) and patient characteristics 

(such as symptoms, drug or alcohol use/misuse), interpersonal factors and 

environmental factors are emphasised as causes of such behaviour (Bowers et al. 2014; 

Pulsford et al. 2013). The results of this study confirm these findings regarding patient 

characteristics and interpersonal factors, and further suggest that, with reference to their 
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mental illness, some patients perceive MR to be necessary and for that reason tend to 

perceive themselves as being ‘genuinely calm’ after MR (in the ‘pattern of illness’). 

Conversely, patients perceived themselves to repress negative feelings and anger in 

‘silent protest reactions’, if they did not associate the situation with their mental illness 

(in the ‘pattern of protest’). This difference (on whether MR is necessary) has been 

indicated throughout the literature (Duxbury & Whittington 2005; Pulsford et al. 2013). 

However, notions of “resistance” or “recalcitrance” are possible patient reactions 

(McKeown 2016).  

In addition, it is well known, that patients and staff often hold different perspectives on 

coercive events and thereby both parties will claim legitimacy for their actions 

(McKeown, Scholes, Jones, & Aindow, 2018). However, it is suggested that forensic 

patients, compared to general psychiatric patients, are more likely to perceive violence 

and aggression as unavoidable factors associated with their illness and personality, thus, 

could therefore be more realistic about the necessity of applying coercive measures 

(Dickens et al. 2013; Pulsford et al. 2013; Wright et al. 2014). In a qualitative study by 

Haw et al. (2011), over half of the forensic patients believed coercive measures were 

necessary. On the other hand, contradictory results are described by Soininen et al. 

(2013), and Keski-Valkama et al. (2010) concluded that forensic patients more 

frequently perceived seclusion as a form of punishment.  

Several features of the forensic setting are described in the literature as having an effect 

on these negative patient perceptions of coercive measures; that forensic psychiatry is a 

unique setting (Tomlin et al. 2018), with its emphasis on security issues and its 

hierarchy of principles (Nedopil 2016). On interactional levels, it can be argued that 

staff are afraid of the patients (Laiho et al. 2016), and studies have shown that forensic 

patients experience only moments of good care (Hörberg et al. 2012). This would 

suggest that the patients in the current study displayed ‘overt protest reactions’ because 

of the nature of the custodial care in the forensic setting (Hörberg & Dahlberg 2015; 

Laiho et al. 2016; Rose, Peter, Gallop et al. 2011). 

In line with findings described in the studies by Jacob et al. (2017), Lanthén et al. 

(2015) and Wynn (2004), patients in the current study reacted with ‘overt protest 

reactions’ at the point of being mechanically restrained and during the period of MR. 

Consequently, MR duration was prolonged (Authors 2015b; Hui et al. 2016). In this 
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study (Table 1), the majority of the participants perceived the duration of their last 

episode in MR to be 48 hours or above, which is in line with results from a Danish 

study (Authors 2015b). Patients’ ‘overt protest reactions’ and the prolonged duration of 

MR, support the notion that MR is considered to be a very intrusive containment 

method (Bak & Aggernæs 2012; Krieger et al. 2018). 

Similar to studies on patients’ perceptions of MR in general psychiatric settings 

(Lanthén et al. 2015; Wynn 2004), results from the current study showed how the 

attitudes of, and the communication and information provided by, staff during the 

period of MR could either alleviate or provoke patients’ ‘overt protest reactions’. 

However, staff encouragement to patients to act calmly (for example), in order to be 

released from MR, could also encourage ‘silent protest reactions’. Similar is described 

by a small number of forensic patients in seclusion in the study by Knowles et al. 

(2015). According to a recent study by Authors (2018), patients’ understanding and 

ability to cooperate are important parameters in forensic staff’s assessment of readiness 

to be released from MR. However, results from this current study suggest that patients 

act with a false sense of calm, which, according to patients, is perceived by staff as an 

understanding and ability to cooperate.  

Results show that ‘silent protest reactions’ are maintained upon release from MR. 

Similar results were found in the study by Knowles et al. (2015), which explored 

forensic psychiatric patients’ perceptions of physical restraint (holding), in which 

patients reported to “play the game” and tried to hide negative feelings about staff 

involved in the coercive events. In a study by Hörberg et al. (2012), exploring the lived 

experiences of being cared for in forensic settings, the use of strategies is described by 

patients in order to cope with hospitalisation and avoid punishment; even though they 

were “shouting out loud inside”. As a consequence of ‘silent protest reactions’, as 

shown in this current study, patients’ anger eventually “exploded” in a renewed ‘overt 

protest reaction’ which typically led to a new episode of MR. Another consequence is 

the negative impact on the therapeutic relationship with staff (Knowles et al. 2015; 

Theodoridou et al. 2012). Such a negative impact constitutes a challenge to patients’ 

recovery (Ljungberg et al. 2015), as relationships are considered by both patients and 

staff as a crucial part of the patients’ recovery (McKeown et al., 2016). Debriefing is a 

widely recognised intervention that is applied to restore the therapeutic relationship 
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after coercive incidents (Sutton et al. 2014). Although one study found that forensic 

staff believe debriefings to be necessary (Gustafsson & Salzmann-Erikson 2016), 

several patients in the current study perceived that staff refrained from debriefing them. 

This is in line with Needham & Sands (2010), who showed that debriefings following 

seclusion were not routinely performed. According to the results from this current 

study, a lack of or inadequate debriefing resulted in patients maintaining ‘silent protest 

reactions’, whereas a consistent debriefing provided patients with an understanding of 

staff’s reasons for both the use and duration of the MR episode, and supported patients 

being ‘genuinely calm’. 

 

Limitations 

In line with the aim of this study, only those currently categorised as being forensic 

patients were interviewed. However, in Denmark, the treatment of forensic patients is 

not restricted to forensic settings (Møllerhøj et al. 2016) and, as a consequence, many of 

the participants had been restrained in either or both forensic and general psychiatric 

settings (and a few in prison settings).  

All participants reported their experiences and perceptions retrospectively. Varying 

periods of time had elapsed between the participants’ MR episodes and data collection 

(as shown in Table 1). As a result, the participants’ statements were impacted 

(positively or negatively) by several experiences within the psychiatric treatment 

system, encounters in life, etc.; since humans’ perceptions and ascriptions of meaning 

can change over time (Blumer 1986). 

A final limitation concerns the transferability of the results to other countries, which 

must be treated with caution, as this study was conducted at only one forensic 

department in Denmark with the inclusion of only 20 participants. Especially intra-

national and international cultural differences in nursing and treatment culture regarding 

the use of MR varies between countries (Bak & Aggernæs 2012; McLaughlin et al. 

2016).  

 

Conclusion 

Patients’ perceptions of their ways of acting and reacting towards MR episode(s) are 

characterised by: ‘overt protest reactions’, ‘silent protest reactions’, ‘illness-related 
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behaviour’, and ‘genuinely calm’. The themes are linked together in two typical patterns 

in the process of MR: ‘pattern of protest’ and ’pattern of illness’. 

Given that, to the best of our knowledge, this is the first qualitative study to investigate 

forensic psychiatric patients’ perceptions of MR as a process, further studies are needed 

to illuminate the associations between patients’ perceptions of being subjected to MR 

and ways of acting and reacting throughout the process of MR. This will expand our 

knowledge and inform evidence-based interventions with the aim of reducing the use 

and duration of MR episodes in forensic psychiatry.  

 

Relevance for clinical practice  

To reduce the use and duration of MR episodes and to improve clinical practice in 

situations where MR is unavoidable, staff need to appreciate the value of considering 

possible reasons for patients’ actions and reactions (McKeown 2016) at the different 

points in the process of MR. With respect to the ‘pattern of protest’, this study 

underlines the need for improved staff training regarding behaviour and communication 

in order to avoid conflicts, engage with patients’ need(s) for dialogue about 

disagreements, to utilise de-escalation strategies and, finally, to improve communication 

during MR; i.e. with the aim of reducing the incidence of ‘overt protest reactions’. 

Moreover, with respect to the ‘pattern of illness’, this study underlines the necessity of 

information and communication during MR to support patients in being ‘genuinely 

calm’. Concerning both patterns, staff are encouraged to utilise debriefing to aid being 

‘genuinely calm’ and reduce ‘silent protest reactions’; with the aim of restoring the 

therapeutic relationship after an MR episode and to reduce the risk of repeated episodes. 
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Table 1: Details of participants and their perceptions of episodes in MR 

Age (n) Gender (n) Current treatment status (n) 

20-30 7 Female 4 Inpatient 10 

31-40 5 Male  15 Outpatient 9 

41-50 4     

51-60 2     

61-70 1     

      

Number of 

episodes in MR  

(n) Duration of last  

episode in MR** 

(n) Time since last episode in 

MR  

(n) 

1 episode 3 1 hour 1 6 days 1 

2 episodes 1 12-14 hours 2 2 weeks * 1 

3 episodes 4 24 hours* 2 3 weeks* 2 

4 episodes 1 48 hours* 7 5-6 weeks* 2 

5 episodes * 3 72 hours* 4 8 weeks 1 

10 episodes 2 5 days 1 5-6 months* 2 

Several episodes 

(cannot remember ) 

5 14 days 1 11 months 1 

  7 weeks 1 1 year * 3 

    2 years* 2 

    4-5 years* 2 

    Many years  

(cannot remember) 

2 

 

¶ Some of the participants stated this approximately, due to their uncertainty of the 

accurate information 

¶¶ The participants’ experiences of the duration of other episodes varied from a few 

hours to 7 days 
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MR = Mechanical restraint  

 

Table 2: Analytical questions and definitions used in the thematic analysis 

Analytical 

question 1 

What characterises adult forensic psychiatric patients’¶ 

perceptions¶¶ of situations before, during, and after the use of 

mechanical restraints¶¶¶? 

Analytical 

question 2 

What meaning do adult forensic psychiatric patients¶ ascribe to 

situations before, during, and after the use of mechanical 

restraints¶¶¶? 

Analytical 

question 3 

What characterises adult forensic psychiatric patients’¶ 

perceptions¶¶ about what can reduce the use and duration of 

mechanical restraint¶¶¶? 

Definition ¶ The term ‘adult forensic psychiatric patient’ refers to a person 

over the age of 18, who has committed an offence, and who is 

committed to treatment in either an inpatient or outpatient facility 

(instead of receiving a prison sentence). 

Definition ¶¶ Perceptions refer to attitudes, beliefs, perspectives, and 

experiences. 

Definition ¶¶¶ In Denmark, the devices used are abdominal belts (to a varying 

degree supplemented with straps around the wrists and ankles, and 

gloves). 

 

 

Table 3: Quotations from interviews associated with themes and patterns.  

Pattern of protest 

Quotations Themes (points in the 

process of MR) 

P: “But it didn’t help when they [staff] said: ‘Stop it, behave 

yourself’ or something like that. It is useless for me. I would rather 

‘Overt protest reaction’ 

(before MR - 
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they said: ‘Let’s sit down and have a talk about what’s going on.’ 

Because, yes, the other things just glance off me”[participant 13, 

passage 459] 

antecedents) 

 

P: “Sometimes, they [staff] held me at the wrong places, either at 

my chest or crotch, and that is not very nice […]that is why I spit, 

when they do it, and I know it’s disgusting, and one shouldn’t do 

it, but then they should try it [physical restraint] themselves” 

[participant 8, passage 300]. 

‘Overt protest reaction’  

(at the point of being 

mechanically restrained) 

P: “Sometimes, I think it could be an advantage if they [staff] 

were a bit more human in the situation [during MR].  

I: Could you say more about that? 

P: Well, it is like one would think that it was joyful for them, that 

they liked to watch you lying there, because they are just 

provocative, one gets steamed up, more angry because of them” 

[participant 14, passage 486]. 

‘Overt protest reaction’ 

(during the period of 

MR) 

 

P: “I had decided to act very calm and sensible and not use any 

swear words, because I thought it would take a shorter time until I 

got released [from MR], you know, like a strategy” [participant 

11, passage 392. 

‘Silent protest reaction’ 

(during the period of 

MR) 

P: “If you slam the door or throw a chair, you are directly 

restrained, that means you can have a situation over several days, 

where you get more and more frustrated, because you are angry 

inside, but you can’t come out with your emotions […] and then it 

often happens, after 3-4 days, that it completely explodes” 

[participant 5, passage 122]. 

‘Silent protest reaction’ 

(after MR) 

Pattern of illness 

P: “Well, for several days I didn’t feel well, with a lot of voices 

and visions… and all that sort of thing. And then it was just too 

much for me. And then, I just flipped out totally.” [participant 8, 

passage 285]. 

‘Illness-related 

behaviour’ 

(before MR - 

antecedents) 

P: “Well, I must say that I remember asking some nurses, and they 

said: ‘It presumably won’t last long.’ You know, the nice nurses 

‘Genuinely calm’ 

(during the period of 
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[…] and if they had said that, at least you know you won’t be lying 

there, like the other guy, who was restrained for a month or 

something. Like understanding, between the lines, that it 

presumably won’t last so long” [participant 11, passage 381]. 

MR) 

P: “I was very psychotic, so they (staff) wouldn’t risk, you know, 

they couldn’t have done it in another way […] And he, my doctor, 

said they had to maintain security, both for those who work there, 

for my fellow patients, and then, also for me” [participant 18, 

passage 601]. 

‘Genuinely calm’ 

(after MR) 

 

 

MR = Mechanical restraint  
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 ‘Pattern of protest’ in the process of MR  ‘Pattern of illness’ in the process of MR 

Figure 1. Typical patterns in regard to patients’ perceptions of their ways of acting and reacting in the process of MR. 
The process of MR is characterised by four interrelated points: Before MR, at the point of being mechanically restrained, during the period of MR and, after MR. 
Diagram on the left: ‘Pattern of protest’ . Diagram on the right: ‘Pattern of illness’. MR = Mechanical restraint 
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