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v 

Summary  

Background: Evaluation of all kinds of use of force in mental health 
services was mandated by law in Norway in 2017. Debriefing, or “Post 
Incident reviews” (PIRs), have been implemented in several western 
countries since early 2000, often as one part of Seclusion and Restraint 
(S/R) reduction projects. The factual or theoretical basis of PIR’s is, 
however, scarce despite the growing focus on prevention of harm and 
use of restraint in mental health services. 

Aims: The overall aim of this thesis was to explore PIRs’ potential to 
promote improvement in terms of human values like participation, 
influence and collaboration, according to the body of scientific 
knowledge and experiences developed by care receivers and care 
providers. 

The study consisted of four steps. The specific aim of step 1 was to 
explore the body of scientific literature regarding PIRs. Based on the 
findings in step 1, the specific aim of step 2 was to explore professionals’ 
experiences and considerations with PIRs’ after having used physical and 
mechanical restraints in a Norwegian context. Step 3 was to explore 
patients’ experiences and considerations with PIRs’ after having physical 
and mechanical restraints applied to them in a Norwegian context. Step 
4 was a synthesizing analysis of the results to summarize the findings 
regarding PIRs related to scientific knowledge and experiences from care 
receivers and care providers. 

Methods: This thesis has a phenomenological-hermeneutic approach 
with an explorative design. Data were collected by means of the three sub-
studies (Articles I, II and III) which contain a scoping review of 12 scientific 
publications and in-depth interviews with 19 multidisciplinary care providers 
and 10 patients. Data analyses methods include narrative descriptions  
(Article I and III) and qualitative content analyses (Article I, II and III).  
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vii 

The findings show that PIRs can be an appropriate and valuable tool both 
to patients and care providers as PIRs were found to 1) promote the 
patients’ personal recovery processes, (2) improve the quality of care and 
(3) facilitate processing of the restraint incident.   
The thesis’ main findings of PIRs between authoritarian and dialogical 
approaches point to both the procedure’s possibilities and limitations. 
The study identified pitfalls that may influence patients’ active 
participation in the PIRs.  The practice of implementing PIRs as an 
isolated procedure, and thus not a part of a S/R reduction program, as 
well as unresolved care philosophies in the services seem to be 
limitations with respect to the Norwegian authorities’ objectives with the 
procedure. Conducting PIRs in services that base their practices on 
human care philosophies and values in line with care ethics, that is, 
acknowledging the stakeholders’ vulnerability and the power-
dependence imbalance, may support and empower both patients’ and 
care providers’ participation and collaboration and thus the patients’ 
influence in the encounters.   

 

Keywords: Post-incident review, debriefing, patients, restraints, 
mental health, care providers, nursing, milieu therapy, care philosophies, 
care ethics, qualitative method, scoping review, in-depth interviews, 
content analysis. 

  

 

vi 

Findings: Article I reports findings from a scoping review where the aim 
was to identify the prevailing knowledge basis of PIRs. PIRs were often 
found to be one of several components in seclusion and restraint (S/R) 
reduction programs, but there was no significant outcome related to PIRs 
alone. Patients and care providers reported participation in PIRs to be an 
opportunity to review restraint events they would not have had 
otherwise, to promote patients’ personal recovery processes and 
stimulate professional reflection on organizational development and 
care. The review revealed, however, a knowledge gap; patients’ and care 
providers’ experiences and considerations of PIRs were scarcely 
explored. Consequently, the findings provided the basis for article II and 
III. 

Article II reports care providers’ experiences and considerations of PIRs. 
Main theme 1 was PIRs’ potential to improve the quality of care based 
on knowledge about other perspectives and solutions, increased 
professional and ethical awareness and emotional and relational 
processing. Main theme 2 was struggling to get a hold on patients’ voices 
in the PIRs. Care providers considered that issue to be attributable to the 
patients conditions, the care providers’ safety and skills and the 
characteristics of institutional and cultural conditions. 

Article III reports patients’ experiences and considerations of PIRs. The 
findings resulted in two overarching themes: (1)‘PIRs as an  arena for 
recovery  promotion based on experiences of being strengthened, 
developing new coping strategies and processing the restraint event’ and 
(2)‘PIRs as continuation of coercive contexts based on experiencing 
PIRs as meaningless, feeling objectified and longing for living 
communication and closeness. 
 
Conclusion: The three sub-studies represented different knowledge 
sources as scientific knowledge and experiences from care receivers and 
care providers and were thus parts of a larger whole.  
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Introduction 

1 

1 Introduction 

This thesis focuses on the phenomenon of debriefings, also known as 
Post Incident Reviews, of both patients and care providers following 
physical and mechanical restraint events in mental health services. 

As a nurse with 20 years of experience in mental health care, I have 
participated in practices that involve use of mechanical and physical 
restraints. Afterwards, it was my responsibility as a ward leader to ensure 
that care providers involved in the restraint event participated in a 
debriefing whose aim was to map what had happened, register injuries 
and consider professional follow-up in the aftermath. 
Increased focus on human rights and knowledge about the significance 
of participation in patients’ personal recovery processes have contributed 
to reflections on the fact that the patients were not a part of the debriefing 
session after use of restraints. The patients’ perspectives and views on 
what happened, and consequently their proposed solutions, were thus not 
requested.  

Inspired by countries such as Denmark and the UK, debriefings 
including patients were first featured in a Norwegian public report 
regarding the strengthening of human rights in mental health services in 
(NOU 2011:9) and later mandated  by law in 2017 (Psykisk 
helsevernloven, 1999, latest revision 2017, § 4.2). 

In scientific literature, Post Incident Reviews include different terms, 
such as debriefing, mandatory reviews, post event discussions, post event 
analyses, post-seclusion review and post restraint review (Goulet & 
Larue, 2016). We chose the concept of Post Incident Reviews, first found 
in Bonner and Wellman (2010), and further referred to as PIRs (our 
abbreviation). In a Canadian scoping review, Goulet and Larue (2016) 
define a PIR as a ‘complex intervention, taking place after an 
Seclusion/Restraint (SR) episode and targeting the patient and healthcare 
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or imminent assault (Knutzen et al., 2012; Parke et al., 2019; Raboch et 
al., 2010).  
In scientific literature, there are different conceptions of the background 
for implementing coercive measures in mental health services. 
Atmosphere, material surroundings, significance of relationships, 
communication and collaboration are central elements and professional-
patient interactions seem also to play a significant role (Cowman et al., 
2017; Faccio et al., 2020; Papadopoulos et al., 2012; Terkelsen & Larsen, 
2016; Wilson et al., 2018).  

Internationally, there are major differences between different European 
countries regarding use of restraints (Bak & Aggernæs, 2012; Raboch et 
al., 2010). The numbers of reported restraint incidents are, however, 
uncertain. Only some countries have national registers, and the reliability 
of the numbers is in question. In addition, legal rules vary, e.g., 
mechanical restraint is not allowed in the UK, but the UK is the country 
that uses the most anti-psychotic drugs (Bak & Aggernæs, 2012). 
Comparing Nordic countries, mechanical restraint is rarely used in 
Iceland and Finland and Norway have significantly lower use rates for 
physical and mechanical restraints than Denmark and Sweden do (Bak 
& Aggernæs, 2012). In addition to uncertain numbers in the different 
countries, variations in legislation and differences in societal attitudes, 
values and clinical traditions seems to form a basis for the international 
differences (Bak & Aggernæs, 2012; Bowers et al., 2007; Raboch et al., 
2010). 
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team to enhance the care experience and provide meaningful learning for 
the patient, staff, and organisation’ (p. 212). 

Historically, Norwegian law allowed the use of coercive measures 
towards people with mental health problems beginning in the Middle 
Ages. The first Norwegian Mental Health Care ACT in 1848 stated the 
duty and the right to protect patients from harming themselves or others 
(Hermundstad, 1999; Kringlen, 2001; Winge, 1913).  
The law was revised in 1961 and superseded by the prevailing Mental 
Health Care Act in 1999. Effective September 1, 2017, the Mental 
Health Care Act was revised with the aim of increasing patients’ right 
of self-determination and enhancing their legal protections while under 
the care of mental health services.  

The Norwegian Mental Health Care Act (Psykisk helsevernloven 1999) 
defines three groups of coercive interventions: 1) compulsive admittance 
to mental health services, 2) involuntary treatment by medication and 3) 
coercive measures such as isolation, medication and physical or 
mechanical restraints. The focus of this thesis is physical and mechanical 
restraints, which according to the law consist of a, ‘mechanical or 
physical reaction against the patient including [the] use of straps, belts, 
other equipment or physically holding the patient preventing behaviour 
that might harm patients, care providers or (the) environment’ (Psykisk 
helsevernloven, 1999, §4.8). I rely on this definition in this thesis. 
Restraint(s) will further be used as a collective term for physical and 
mechanical restraints. 
Psykisk helsevernloven (1999) does further state that restraints are the 
‘last resort’ when all other alternative interventions have been shown to 
be obviously in vain or inadequate.  

A Norwegian public report (Norwegian Health Directorate, 2020) 
documents 4000 episodes of mechanical restraint and about 8000 
episodes of physical restraint in Norwegian mental health services in 
2018. The most reported basis for restraining patients seems to be actual 
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2 Background 

2.1 Patients’ and care providers’ experiences and 
opinions on restraints 

Patients’ and care providers’ views on the use of restraints in mental 
health services are divided. Most of the referred studies are from western 
countries that are comparable with respect to social relations, cultures 
and practices. Wynn (2004) found in a Norwegian study that some 
patients expressed an understanding attitude toward the reasons for 
restraining them and further that restraints helped them to calm down. 
Bak et al. (2012) found that up to 10% of patients requested restraints to 
prevent themselves from acting out. In the study of Larue et al. (2013) 
patients considered seclusion and restraint helpful in situations 
characterized by loss of control. In another study, Jacob et al. (2016) 
found that patients’ experiences of mechanical restraints were largely 
negative, but some patients considered restraints to have a positive 
impact on their mental health and general well-being. Furthermore, 
studies show comments that were positively oriented toward the grounds 
for being restrained as safety and security.  This opinion was enhanced 
when patients saw care providers as being concerned about their needs 
during and after the restraint event and further presented a willingness to 
help and provide psychological comfort (Chien et al., 2005; Jacob et al., 
2019). Chien et al. (2005) even concluded that restraint could be a 
therapeutic intervention on the condition that care providers provide 
psychological and informational support to patients during the 
procedure. 

On the contrary, other studies indicate that mechanical restraint is the 
most intrusive and consequently the least approved coercive measure, 
according to patients (Bak et al., 2012; Huf et al., 2012; Nyttingnes et 
al., 2016; Whittington et al., 2009). Sailas and Fenton (2000) found in 
their Cochrane review, ‘no controlled studies to support the continued 
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which is claimed to be a core stone in treatment and care (Bigwood & 
Crowe, 2008; Jansen et al., 2020; Knowles et al., 2015). 

With respect to care providers’ moral views of restraints, they believe 
them to violate patients’ integrity, but they justify the restraint decision 
with care and control (Hem, Gjerberg, et al., 2018; Wynn, 2003). In a 
Norwegian study, there were extensive differences between different 
groups of care providers. Physicians had less moral doubt about using 
coercion, followed by nurses, while the psychologists were most critical 
towards coercion (Molewijk et al., 2017; Aasland et al., 2018). It seems, 
however, that individual opinions and attitudes were strong influences, 
as there were indications that use of coercion was not always in 
compliance with legislation (Husum et al., 2011; Aasland et al., 2018). 
Still, the participants presented a non-coercive dialogical resolution as 
more likely than a coercive and authoritative one. 

In summary, patients and care providers have divided experiences and 
views on restraints use. It is difficult to say whether patients who have 
an understanding attitude toward restraint use actually experience 
restraint as beneficial, or if they – based on previous experiences and 
inequality in the power-dependence relationship (Emerson, 1962) – have 
learnt that restraint is the only solution. Consequently, they have not been 
supported in developing alternative, more appropriate coping skills 
(Slade, 2009).  

Accordingly, restraint measures are intrusive and lead to negative 
consequences for all involved. Patients and care providers have 
demanded debriefings after restraint events in recent decades (Nolan et 
al., 1999; Petti et al., 2001; Wynn, 2004). Systematic debriefing 
procedures (PIRs) have been implemented, initially in the US in the early 
2000s, and later in other western countries, often combined with other 
interventions in S/R reduction programs such as Six Core Strategies 
(Huckshorn, 2004; Huckshorn, 2006) and the Safewards model (Bowers, 
2014). 
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use of seclusion or restraint in clinical practice’ (p.8). Therefore, they 
recommended finding alternative strategies to manage excitement and 
aggression.  

Patients report psychological consequences such as distress, fear, regret, 
loneliness. They also reported that being restrained evoked memories of 
previous traumatic events (Cusack et al., 2018; Nyttingnes et al., 2018; 
Nyttingnes et al., 2016; Strout, 2010). Furthermore, they report that 
coercion is often accompanied by a feeling of dehumanisation and 
humiliation, (Norvoll & Pedersen, 2016; Nyttingnes et al., 2018; 
Nyttingnes et al., 2016; Terkelsen & Larsen, 2016; Wilson et al., 2017).  
According Hartling et al. (2013) and Hartling and Lindner (2016), 
humiliation is one the most common and dangerous emotional 
experiences in society and thus a trigger for violence. 
Severe physical consequences of restraint use have been documented, 
such as heart problems, aspiration, rhabdomyolysis, thrombosis and even 
death (Cusack et al., 2018; Mohr et al., 2003; Rakhmatullina et al., 2013). 
Based on the potentially grave consequences of restraint use, service 
users and user organisations argue that coercion and restraint should be 
de-legitimised (Rose et al., 2017). 

Care providers’ attitudes toward coercive measures demonstrate a 
tension between a phenomenon that is considered as indispensable, but 
at the same time is connected to discomfort (Al-Maraira & Hayajneh, 
2019; Bigwood & Crowe, 2008; Norvoll et al., 2017; Perkins et al., 
2012). In ward units, milieu therapists – mainly nurses – play a central role 
in fostering a culture that promotes safety for all, but also in dealing with 
the prevention of coercion and to manage coercion events when 
considered inevitable (Kaucic, 2017; Riahi et al., 2016). Nurses report 
coercion-related consequences such as being distressed, feeling fearful, 
role conflicts and decreased job-satisfaction (Bigwood & Crowe, 2008; 
Jansen et al., 2020; Krieger et al., 2020; Wilson et al., 2017). In addition, 
they report negative impacts of restraints on the therapeutic relationship, 
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practice (Bowers et al., 2007; Husum et al., 2011). Variations in Norway 
have however decreased in the period 2017 – 2018 (Norwegian Health 
Directorate, 2020; Norwegian Ministry of Health and Care Services, 
2019). The reported variations are however not unambiguous enough to 
conclude changes in practice. 
Norwegian mental health services are now under political pressure from 
national governments to reduce the use of restraints as a national 
committee has proposed that mechanical restraint should be removed 
from the services within three years (Norwegian Health Directorate, 
2020; Norwegian Ministry of Health and Care Services, 2019). 

To my knowledge, the Six Core Strategies are still not implemented in 
any Norwegian mental health services. However, staff training in de-
escalation has been conducted in Norwegian services for years, but the 
outcome of this training is unclear, as in most studies, staff training is a 
part of a program and the effect of each component is muddled (Guzman-
Parra et al., 2020; Scanlan, 2010; Väkiparta et al., 2019). Guzman-Parra 
et al. (2020) suggest that it is important that all components in the Six 
Core Strategies be applied when the aim is S/R reduction.  

Following other western countries, a few Norwegian mental health 
services implemented PIR procedures after PIRs were featured in a 
Norwegian public report on strengthening human rights in mental health 
services in 2011 (NOU 2011:9). The inspiration for the committee’s 
proposal to implement PIRs was Danish legislation that for several years 
had instated PIRs as a mandatory procedure after use of coercion (The 
Danish Mental Health Care Act §4).  
The guidelines to the later Norwegian law revision (2017) stated that the 
aims of the PIRs were learning, prevention of new restraint events and 
quality development (Norwegian Health Directorate, 2017). Quality is 
not further defined in the guidelines, which incidentally state that people 
with mental health challenges shall be offered services characterised of 
knowledge-based practice and good quality. Regarding the concept of 
knowledge-based practice, I rely on the descriptions in 

Background 

8 

2.2 Programs for restraint reduction 
Internationally, The Six Core Strategies program, commonly 
implemented in United States in 2004, provides a model for S/R 
reduction that base on a public health prevention approach (Huckshorn, 
2004; LeBel et al., 2014). The program recommends using the public 
health constructs of primary, secondary, and tertiary prevention 
interventions as a guide for S/R prevention and thus S/R reduction 
(Huckshorn, 2014; LeBel et al., 2014; Wieman et al., 2014). The six core 
strategies are (a) active leadership toward organizational change; (b) 
using data to inform practice; (c) developing the workforce; (d) using 
S/R prevention tools; (e) actively including consumers and advocates in 
the care setting; and (f) rigorously debriefing S/R events after they occur 
(Huckshorn, 2006; LeBel et al., 2010; NASMHPD, 2006).  

The Six Core Strategies have showed promising results regarding S/R 
reduction, and they were soon adopted and implemented in several 
western countries, among them Canada, Australia, New Zealand, 
Germany, Turkey, Sweden, Finland and the United Kingdom. (LeBel et 
al., 2014; Putkonen et al., 2013; Wieman et al., 2014). 

Norwegian authorities have for years expressed the necessity of reducing 
coercion in mental health services (Norvoll et al., 2008b; Norwegian  
Health Directorate, 2017; Norwegian Ministry of Health & Care 
Services, 1997-1998, 2012). One of the goals in The Norwegian Mental 
Care Plan (1998–2008) was increased voluntary treatment and care, and 
thus decreased involuntary treatment and use of coercive measures. 
Several public plans and resolutions have followed (Norwegian Ministry 
of Health and Care Services, 2006, 2012-2013), but until 2018, the use 
of coercion in Norway has been stable.  
There are, however, significant variations in use of coercive measures 
between the four Norwegian Health Regions. Studies suggest that the 
variations may deal with different local cultures, individual differences 
between decision makers and differences in local experience-based 
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2.3 PIRs – the body of knowledge 
To find prevailing literature about PIRs, I started to search broadly in 
different databases to get an overview over the given field. It soon came 
up that PIRs (mostly labelled debriefing) mostly were described with 
respect to accidents and catastrophes and included helping personnel – 
and to some degree – the victims. Therefore, I turned to Medline, Cinahl 
and PsychInfo to do more systematic searches of scientific literature. As 
search terms, I used different variations of debriefing, restraint 
(mechanical and/or physical) and mental or psychiatric health. 

Debriefings after traumatic incidents have been used for a number of 
years to minimize negative effects of traumatic incidents, initially for 
emergency service workers and later for wider ranges of traumatic events 
(Tuckey, 2007). The most frequently used debriefing model, Critical 
Incident Stress Debriefing (Mitchell, 1983), has been criticized as the 
involved persons are encouraged to express their emotions after a 
traumatic incident (Goulet & Larue, 2016). Further, in a Cochrane meta-
analysis, Rose et al. (2003) found debriefing to have no effect on 
reducing post-traumatic stress, and in some cases even indicated a 
potential to increase risk. The Cochrane study has been criticized by 
Tuckey (2007), and Goulet and Larue (2016) argue for a debriefing 
model based on the concepts of psychological debriefing and reflective 
practice in nursing. This model, which includes patients and care 
providers, emphasises reflection and learning and thus the patients are 
not encouraged to express their emotions in the encounter. The objective 
will then be to help the patients manage their feelings and explore the 
causes for losing control (Goulet & Larue, 2016). 

Fisher (2003) seems to be the first to describe debriefing as a two-step 
procedure after critical incidents in mental healthcare:  
1) debriefing with care providers alone, in post-incident analysis aimed 
at evaluating what could have been done differently and making short-
term plans to avoid repeating restraint use; 2) debriefing for patients and 
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Helsebiblioteket.no (2017) that state knowledge-based practice to 
include scientific knowledge, experiences from care providers and care 
receivers and user participation. 
Quality in mental health services occupies a broad spectrum and may 
vary across different levels in the healthcare system as managers, care 
providers, patients and next of kin may have different ideas of what 
quality means. Public reports state that managers in the services shall 
strive for quality improvement that includes the employees’ competence 
development and further securing of patients involvement in treatment 
and care, where being met with dignity and respect are core values 
(Norwegian Health Directorate, 2019; Norwegian Social and Health 
Directorate, 2005). 
Care includes being supported to maintain basic needs in a framework of 
human rights, emphasizing dignity and respect (International Council of 
Nurses, 2012). Therefore, I will draw on this description of care in 
relation to PIRs’ accomplishments and outcomes. 

In the guidelines to The Mental Care Act, the content in the evaluation 
is intended to shed light on whether the most appropriate measures were 
chosen, if restraint was implemented at the right time, if other gentle 
measures could have been carried out and if the patient received adapted 
information prior to the implementation (Norwegian  Health Directorate, 
2017). The patient’s assessment of what triggered the situation in which 
the coercion was conducted and how new episodes may be prevented is 
also stated as important to bring forward. Moreover, PIRs should focus 
on sharing and promoting common situational awareness of the time 
before, during and after the use of coercive measures. 

 I have not found any overview with respect to the implementation rate 
of the PIR procedure in Norway. On request, the Norwegian Directorate 
of Health claims that they do not have a national overview of the degree 
of implementation of PIRs and currently have no plans for demanding 
such reporting. 



Background 

11 

2.3 PIRs – the body of knowledge 
To find prevailing literature about PIRs, I started to search broadly in 
different databases to get an overview over the given field. It soon came 
up that PIRs (mostly labelled debriefing) mostly were described with 
respect to accidents and catastrophes and included helping personnel – 
and to some degree – the victims. Therefore, I turned to Medline, Cinahl 
and PsychInfo to do more systematic searches of scientific literature. As 
search terms, I used different variations of debriefing, restraint 
(mechanical and/or physical) and mental or psychiatric health. 

Debriefings after traumatic incidents have been used for a number of 
years to minimize negative effects of traumatic incidents, initially for 
emergency service workers and later for wider ranges of traumatic events 
(Tuckey, 2007). The most frequently used debriefing model, Critical 
Incident Stress Debriefing (Mitchell, 1983), has been criticized as the 
involved persons are encouraged to express their emotions after a 
traumatic incident (Goulet & Larue, 2016). Further, in a Cochrane meta-
analysis, Rose et al. (2003) found debriefing to have no effect on 
reducing post-traumatic stress, and in some cases even indicated a 
potential to increase risk. The Cochrane study has been criticized by 
Tuckey (2007), and Goulet and Larue (2016) argue for a debriefing 
model based on the concepts of psychological debriefing and reflective 
practice in nursing. This model, which includes patients and care 
providers, emphasises reflection and learning and thus the patients are 
not encouraged to express their emotions in the encounter. The objective 
will then be to help the patients manage their feelings and explore the 
causes for losing control (Goulet & Larue, 2016). 

Fisher (2003) seems to be the first to describe debriefing as a two-step 
procedure after critical incidents in mental healthcare:  
1) debriefing with care providers alone, in post-incident analysis aimed 
at evaluating what could have been done differently and making short-
term plans to avoid repeating restraint use; 2) debriefing for patients and 

Background 

10 

Helsebiblioteket.no (2017) that state knowledge-based practice to 
include scientific knowledge, experiences from care providers and care 
receivers and user participation. 
Quality in mental health services occupies a broad spectrum and may 
vary across different levels in the healthcare system as managers, care 
providers, patients and next of kin may have different ideas of what 
quality means. Public reports state that managers in the services shall 
strive for quality improvement that includes the employees’ competence 
development and further securing of patients involvement in treatment 
and care, where being met with dignity and respect are core values 
(Norwegian Health Directorate, 2019; Norwegian Social and Health 
Directorate, 2005). 
Care includes being supported to maintain basic needs in a framework of 
human rights, emphasizing dignity and respect (International Council of 
Nurses, 2012). Therefore, I will draw on this description of care in 
relation to PIRs’ accomplishments and outcomes. 

In the guidelines to The Mental Care Act, the content in the evaluation 
is intended to shed light on whether the most appropriate measures were 
chosen, if restraint was implemented at the right time, if other gentle 
measures could have been carried out and if the patient received adapted 
information prior to the implementation (Norwegian  Health Directorate, 
2017). The patient’s assessment of what triggered the situation in which 
the coercion was conducted and how new episodes may be prevented is 
also stated as important to bring forward. Moreover, PIRs should focus 
on sharing and promoting common situational awareness of the time 
before, during and after the use of coercive measures. 

 I have not found any overview with respect to the implementation rate 
of the PIR procedure in Norway. On request, the Norwegian Directorate 
of Health claims that they do not have a national overview of the degree 
of implementation of PIRs and currently have no plans for demanding 
such reporting. 



Background 

13 

PIRs gave them an opportunity to map the incidents that lead up to the 
event, how the incidents were managed, and whether the incidents could 
have been predicted. All participants expressed that they valued PIRs, 
but PIR use was sporadic for the care providers and rarer for the patients. 

In several studies, results of implementing S/R reduction programs in 
different American services were explored (Ashcraft & Anthony, 2008; 
Azeem et al., 2011; Fisher, 2003; Scanlan, 2010). The results showed 
marked decrease in the use of restraint and seclusion in the services after 
implementation these programs.  

Altogether, the existing studies regarding knowledge development and 
prevention on new restraint episodes of PIRs seemed promising. In three 
studies, conducting PIRs in a supporting and non-threatening atmosphere 
was emphasised, but this issue was not further elaborated upon (Azeem 
et al., 2011; Bonner & Wellman, 2010; Petti et al., 2001).  

In summary, PIRs seemed to be a promising intervention with respect to 
S/R reduction in mental health services. The existing knowledge was 
immediately vague, as there was no knowledge about how the different 
elements in the programs contributed to S/R reduction (LeBel et al., 
2014; Scanlan, 2010). Stakeholders’, that is, patients’ and care 
providers’, experiences of participation in PIRs were scarcely described, 
as the previous studies were small projects from different contexts and 
with few participants.  

Consequently, the results revealed a knowledge gap and a need for up-
to-date knowledge and further explorations of patients’ and care 
providers’ experiences and views of PIRs.  
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care providers together, consisting of a detailed behaviour analysis of the 
events preceding restraint use by both parties.  

At the starting point of this PhD project, in 2013, there was to my 
knowledge just a handful of studies where PIRs after restraint were 
described. The studies were conducted in England (Bonner et al., 2002; 
Bonner & Wellman, 2010) and the USA (Ashcraft & Anthony, 2008; 
Azeem et al., 2011; Fisher, 2003; Huckshorn, 2004; Petti et al., 2001).  

Studies describing patients’ and care providers’ requests for PIRs and 
further experiences with PIRs dealt with PIRs after both restraint and 
seclusion events. Originally, we searched only for research exploring 
PIRs after restraints, given that restraint and seclusion differ in terms of 
legality and application, as well as their therapeutic and ethical 
consequences. In examining the literature, we found that only a few 
publications fulfilled the criterion regarding restraint alone, so we 
included publications that either included PIRs after restraints or PIRs 
after restraints and seclusion together (Arksey & O'Malley, 2005; Boland 
et al., 2014). 

The first two studies that revealed PIRs including patients and care 
providers as appropriate, were an American study using mixed methods 
(Petti et al., 2001) and a British small pilot qualitative study (Bonner et 
al., 2002). The studies explored use of semi-structured interviews after 
seclusion and restraint, respectively, and physical restraints. In both 
studies, PIRs were considered to be appropriate tools to map what 
happened before, during and after the restraint events. Petti et al. (2001) 
concluded that PIRs ‘can be used as learning tools for staff and patients, 
to track staff and patient progress, and as a way to change the culture of 
psychiatric settings’ (p.115). 

Bonner and Wellman (2010) used a survey design to evaluate whether 
patients and care providers found PIRs useful to review incidents of 
restraint in the practice setting. Ninety-seven percent of staff, and 94% 
of patient participants agreed this approach was useful. Furthermore, 
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2.5 Focus and delimitations 
In respect to the main aim of this thesis, the focus is PIRs after restraint 
events, and therefore not the restraint itself. A central aspect throughout 
will be patients’ dependent position in mental health care services and 
therefore exposure to dehumanising experiences.  
The procedures are already implemented in the participating services. 
The focuses of the empirical sub-studies are, accordingly, stakeholders’ 
experiences and opinions, and consequently not measures of effect or 
comparative studies. Furthermore, the empirical studies will be 
experiences from a Norwegian context.  

2.6  Use of concepts 
Traditionally, people with mental health problems have been labelled as 
patients. According to Norwegian law, people are patients when they 
receive medical treatment (Norwegian Ministry of Health & Care 
Services, 1999, §1.3) In studies presented in Article 1, different terms are 
used to describe people with mental health challenges, but we chose to 
make use of the concept ‘patient’ due to the law. In article 2 and 3, we 
used the concept ‘patients’ even though some of the participants no 
longer were inpatients when they shared their experiences and views. 
The term ‘service user’ would then be more precise for out-patients, but 
for the sake of readership I chose to use the term patient in this thesis. 
  
When exploring professionals’ experiences and considerations, a 
multidisciplinary focus was chosen. Psychologists and doctors bear the 
formal responsibility for the decision to restrain. Milieu therapists bear 
the responsibility for care before, during, and after the restraint events. 
They also conducted PIRs when the patient’s therapist was hindered. 
Therefore, the term care provider is used in this project. As most of the 
research with respect to milieu therapy is about nurses, and most 
interviewed milieu therapists were nurses, I use the term nurse in the 
thesis when I mention milieu therapists.  
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2.4 Aims and research questions 
Use of restraints in mental health services insults the principle of 
autonomy and is accordingly a human right violation. Consequently, the 
current widespread use of restraint challenges Norway’s reputation as a 
country where human rights are valued firmly. 

Therefore, based on reported restraint-related adverse effects on patients 
and care providers, in addition to restraint as violation of human rights, 
the aim of this study is to explore PIRs’ potential to promote quality 
improvement in terms of human care values such as participation, 
influence and collaboration, according to the body of scientific 
knowledge and experiences from care receivers and care providers. 

To be able to achieve the overall aim, it was relevant to ask:  

1. What does the body of knowledge regarding PIRs in scientific 
literature consist of?  
• How are PIRs’ defined and described?  
• How are PIRs conducted in practice, and what are possible 

variations in PIR use?  
• What are patients’ and care providers’ experiences of PIRs? 

2. In a Norwegian context, what are professional care providers’ 
experiences and considerations regarding the use of PIRs in 
practice? What do professional care providers see as the benefits 
and challenges of PIRs? 

3. In a Norwegian context, what are patients’ experiences and 
considerations of PIRs after restraint events? How do patients 
view PIRs’ potential for care improvement and restraint 
prevention? 
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3 Theoretical perspectives 
Based on the study’s overall aim and context – mental health services 
where use of coercion has been conducted – I move into a landscape 
where ethical values and human rights are at stake (Hem et al., 2014; 
WHO).  
In general, every human being, including people with mental health 
problems, has the right to life, personal liberty, security and physical 
integrity (Council of Europe, 2019; United Nations, 1948). Use of 
coercion in mental health services conflicts with the principles of liberty 
and autonomy, central principles in the Convention on the Rights of 
persons with disabilities, CRPD, (United Nations, 2007). This 
convention aims to empower people with mental health challenges in 
making their own decisions regarding their own treatment and care 
(Freeman et al., 2015; Sugiura et al., 2020). The WHO (2004) claims that 
respecting and protecting human rights is fundamental for promoting 
mental health and thus a positive resource in the recovery processes 
(Gostin, 2001; Iasiello et al., 2019; Keyes et al., 2010). 

When potentially dangerous situations occur in mental health services, 
care providers’ deliberations regarding what they consider to be the 
patient’s best interest can be explained in terms of the ethical principles 
of beneficence, nonmaleficence, justice and respect for autonomy 
(Beauchamp & Childress, 2009). Restraint events will however, even 
though the decision is based on these principles, violate the patient’s 
autonomy, and may do damage and cause additional burden.  

Ethical challenges regarding coercion lie on both individual and 
institutional levels (Norvoll et al., 2017). The individual level may 
comprise care providers’ moral integrity, their relationship with 
professional ethical guidelines, their attentiveness regarding ethical 
issues and further language to describe ethical dilemmas and 
considerations. The institutional level deals with climates and cultures 
and further structural traits in the services as well as the services’ 
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In the three articles, I used the terms we when describing the work that 
was a collaboration between respectively three and four authors. 
In this thesis I use the term I based on the independence of the work. 
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ethical principles of benevolence and non-malfeasance. Overcrowding 
hospitals soon became a problem and consequently behaviour control 
became a central issue, so different coercive measures were developed, 
such as belts and strait jackets (Colaizzi, 2005). Behaviour control based 
on a disciplining approach (Foucault, 1975; Foucault & Sandmo, 2000) 
has then characterised mental health services up to now (Berring et al., 
2015; Bracken et al., 2012; Aasland et al., 2018). 

External requirements for restructuring services, as the service user 
movement and public recommendations emphasizing more human care 
philosophies imply a tension between traditional psychiatric treatment’s 
focus on control and the new approaches (Bracken et al., 2012; 
Norwegian Health Directorate, 2014). Growing care philosophies are 
described as person-centred, recovery-based, strength-based, or trauma-
informed. Common features of human care philosophies are an 
understanding of mental health problems within broad contexts, a view 
on patients as experts along with care providers and further emphasising 
dialogue and collaboration, values that are in line with care ethics 
(Gottlieb, 2014; Gottlieb & Gottlieb, 2017; Slade, 2009). 

I will present two different approaches which imply different care 
philosophies and thus different conditions of care. The one is traditional 
clinical approaches, such as the biomedical and the biopsychosocial 
model where biomedical processes have a strong position in the 
understanding of mental health problems (Slade, 2009). The other 
approach is human care philosophies that understand mental health 
problems within broader contexts. I will exemplify by describing two 
representative models for the different approaches: the clinical recovery 
model and the personal recovery model. The two models are labelled as 
clinical models, care philosophies, framework or practices, and thus not 
theories (Karlsson & Borg, 2017; Slade, 2009).  
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interactions with relevant others (Austin, 2007; Walker, 1993). Care 
providers describing moral uneasiness concerning coercion, relate that 
issue to both structural and cultural traits of the services, which 
consequently result in use of coercion that they consider as unnecessary, 
dehumanising attitudes and low quality of treatment and care (Jansen et 
al., 2020; Norvoll et al., 2017). However, care providers’ moral 
uneasiness is not inappropriate, as it can function as a wake-up call and 
thus initiate ethical reflections in the services (Jansen et al., 2020). 

As purposes of PIRs are defined to be S/R reduction through learning 
and quality improvement (Goulet et al., 2018; Huckshorn, 2004; 
Huckshorn, 2006; Norwegian Health Directorate, 2020), I find theory 
about care and control, power-dependence relations and care ethics 
relevant to illuminate the findings in the study. These perspectives will 
be elaborated upon in this session. 

3.1 Care and control 
For people with mental health challenges needing hospitalisation, care is 
an essential part of the treatment program. Care includes being supported 
to maintain basic needs in a frame of human rights, emphasizing dignity 
and being treated with respect (International Council of Nurses, 2012). 
In mental health services, nurses (including social educators and nurse 
assistants) are responsible for the round-the-clock care in the form of 
milieu therapy in the ward units. This task includes the health services’ 
responsibility to provide physically and emotionally safe environments 
for all involved (Barton et al., 2009; Gooding & McSherry, 2018; Riahi 
et al., 2016). As care for humans with mental health problems always 
takes place in a context, I will initially present different care philosophies 
that will strongly influence on how care will be expressed in practice. 

Originally, milieu therapy, which was founded by the Quakers in the 
1800s, was characterized by the belief of human values as restraints and 
medication to control violent behaviour were considered inimical to the 
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recovery is both a personal and social process (Norwegian Health 
Directorate, 2014; Topor et al., 2020).  
Knowledge development within a personal recovery perspective arises 
from both professional and personal knowledge, consequently patients’ 
experiences are emphasised as valuable knowledge. Aiming to include 
different knowledge sources, Slade (2009) suggest a constructivism 
position as relevant to find a balance point between subjectivism and 
objectivism, consequently different knowledge sources and different 
recovery perspectives will be appropriate in different situations.  

Relevant to this thesis is a conceptual framework for personal recovery 
processes consisting of the five central processes: Connectedness, Hope, 
Identity, Meaning and Empowerment, abbreviated CHIME (Leamy et 
al., 2011).  
Within a personal recovery-oriented framework, crises are defined as 
new opportunities instead of pathological relapses (Mead & Hilton, 
2003; Slade, 2009). Slade (2009) argues that what professionals label as 
relapse gives a reductional picture of the person and one’s situation, in 
this case a person who experiences others taking control over one’s body. 
Therefore, he argues that the term ‘crisis’ gives a broader picture of the 
situation and has ‘the potential to be a learning opportunity, or a turning 
point’ (p. 182). 
From a personally oriented perspective, the focus will be to support the 
patients’ capacities to manage their problems in constructive ways by 
learning from previous events. The care providers’ tasks are thus to 
minimise the loss of responsibility and to support identity and hope 
during and after the restraint event (Slade, 2009).  
Consequently, the relationship between the patient and care provider, 
how they interact and work together, will be different than the traditional 
clinical recovery traditions. Within a personal recovery perspective, 
Slade (2009) suggests partnership relationships as appropriate for patients 
and care providers. Partnership relationships are based on sharing of 
power, the professionals’ clinical expertise that is a combination of 
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The meaning of clinical recovery has emerged from professional-led 
research where systematic reviews and randomised controlled trials 
(RCT-studies) are considered to be the strongest type of knowledge 
(Slade, 2009). The features of clinical recovery are that recovery is an 
outcome or a state, it is objective and observable, it is rated by the clinical 
experts, and consequently not the patient, and lately that recovery is 
invariant across individuals (Slade, 2009). Within the clinical recovery 
perspective, knowledge is developed primary from systematic reviews 
and meta-analysis of randomised controlled trials, cohort studies, case 
control studies and cross-sectional studies (Slade, 2009, p.46). The 
professionals are within this approach experts and the patients’ 
experiences and knowledge have low value. 

A personal recovery orientation is now mental health policy in most 
Anglophone countries, including Norway (Leamy et al., 2011; 
Norwegian Health Directorate, 2014). The most cited definition of a 
personal recovery perspective is Bill Anthony’s definition (1993): 

Recovery is described as a deeply personal, unique process of 
changing one’s attitudes, values, feelings, goals, skills, and/or 
roles. It is a way of living a satisfying, hopeful, and contributing 
life even with limitations caused by illness. Recovery involves 
the development of new meaning and purpose in one’s life as one 
grows beyond the catastrophic effects of mental illness (p.15).  

As personal recovery is described as an individual process, and not a 
result as in clinical recovery, that means that it is not the right way to do 
or experience recovery (Slade, 2009). Mental health problems must thus 
be understood in a context, which means focusing on everyday life 
instead of symptoms and pathology. In line with WHOs Comprehensive 
Health Action Plan (WHO, 2013), the understanding and focus of 
recovery has changed from an individual process to a more right-
oriented, relational and social-oriented perspective. Consequently, 
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secretive and untrustworthy’ and the inmates did often perceive the care 
providers as ‘condescending, highhanded and mean’ (p.18).  
Further, Goffman (1961/1991) describes care providers’ views on the 
patients as objects, and consequently not ‘ends in themselves’ which is a 
central value in ‘people-work’ (p. 74). His view on the care providers’ 
attitudes as ‘object-work’ does also come into expression by 
documentation requirements, which mean that the patient ‘must be 
followed by a chain of information receipts detailing what has been done 
to and by the patient and who had the most recent responsibility for him’ 
(p.73). 
Goffman (1961/1991) describes the inmate world’s processes of 
‘mortification of self’ as the patients are deprived of their old roles and 
further are subjected to degrading and humiliating treatment. In addition, 
they are forced into relationships in environments that cannot guarantee 
their personal safety. Goffman argues further that in all situations, norms 
are defined for behaviour. Situations are thus constructions of identity 
(Goffman, 1967/2005).  
Goffman’s Asylums (1961/1991) is however criticized for painting a too 
negative image mental health hospitals, mainly based on Goffman’s bias 
against psychiatry and his methodological approach (Linn, 1968; 
Weinstein, 1982). Despite the criticism and the fact that Goffman’s 
theories and considerations are from the 1960’s, I consider them still 
relevant for understanding the role of inpatients in today’s Norwegian 
mental health services (Nyttingnes et al., 2018; Nyttingnes et al., 2016; 
Aasland et al., 2018). Examples are the formal coercion used, other more 
subtle forms are house rules that regulate everyday tasks, such as time 
for coffee, watching TV or going to bed, rules that are proved to evoke 
frustration and acting out (Norvoll et al., 2008b; Nyttingnes et al., 2018). 
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theoretical knowledge and clinical practice and the patients’ expertise-
by-experience (Slade, 2009; Warne & McAndrew, 2007). As the patients 
are supported to keep keeps as much responsibility as one can manage, 
the care providers must give away some of their power (Barker, 2012; 
Slade, 2009). Studies indicate however that balancing 
control/paternalism and autonomy/responsibility are challenging to the 
care providers, who traditionally have implemented more control when 
crises have emerged (Barker, 2012; Drennan & Alred, 2012; Hornik‐
Lurie et al., 2018; Kvia et al., 2020; Slade et al., 2014).  

In line with the growth of new care philosophies, Lisbeth Borge and Jan 
K. Hummelvoll (2019) argue for a renewal of the psychodynamic milieu 
therapy model that has had the greatest impact on theory and practice in 
mental health care. In the psychodynamic milieu therapy model, an 
individual-focused approach is emphasised wherein the care providers 
hold the expert role, and the patients remain in a passive role. The 
proposed new model is inspired by what the researchers conclude is a 
need, to enhance the interaction of environmental therapy and individual 
therapy. Milieu therapy within this socio-cultural model focuses the 
patients’ participation and learning in a healing environment (Borge & 
Hummelvoll, 2019; Miller & Crabtree, 2005).  
 
As the clinical recovery perspective has dominated mental health 
services until now, I find Erwin Goffman’s theories (1961/1991) about 
total institutions and stigma relevant to illuminating findings in this 
thesis.  
Goffman (1961/1991) explored through a participant-observational 
study how relatively closed organisations such as prisons, asylums and 
hospitals shape self-perceptions and identities and further how the 
inmates manage their daily lives in these settings. He found some 
common traits between closed organisations, total institutions, as well as 
a split between staff and the inmates that was characterized as mutual 
devaluation. The care providers did often see ‘the inmates as bitter, 



Theoretical perspectives 

23 

secretive and untrustworthy’ and the inmates did often perceive the care 
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I consider the two philosophers Tronto and Martinsen to supplement 
each other as Martinsen also is a mental health nurse concerned with 
knowledge development in the health services, especially related to 
nursing. 
The two philosophers are however inspired by different theoretical 
traditions. Tronto’s care ethics is inspired by Gilligan’s Anglo-American 
tradition, which focuses on the ethics of justice and care in close 
relationships, while Martinsen has incidentally contributed to the 
Scandinavian care ethics inspired by phenomenology and the 
philosophers Knud E. Løgstrup and Hans Skjervheim (Gallagher, 2017; 
Martinsen, 2000, 2005; Tronto, 1993).  
Tronto and Martinsen are both concerned with viewing care in a socially 
critical perspective and they both discuss the borders between private and 
public care as well as class distinctions based on income and sex 
(Martinsen & Wærness, 1991; Tronto, 1993, 2013). They consider care 
to be a fundamental part of human life and view all human beings to be 
vulnerable and thus interdependent on each other. A moral universal 
principle is thus that we all through our lives will be dependent on help 
from others. They are further both concerned with the importance of 
power relations in care (Martinsen & Kjerland, 2006; Tronto, 1993). 
Even though both the philosophers include societal and organisational 
frames as premises for professional care, I find Tronto to take a more 
political and society-based mandate that is claimed to be central in the 
moral of professions (Grimen, 2008).  

Joan Tronto and Berenice Fischer (1993) define care as ‘a species 
activity that includes everything we do to maintain, contain, and repair 
our “world” so that we can live in it as well as possible. That world 
includes our bodies, ourselves, and our environment’ (p.103).  
They describe four phases that are central in an ethics of care, that are 
‘caring about’, ‘taking care of’, ‘care giving’ and ‘care-receiving’ 
(Tronto, 1993, pp.106–107). The first element is ‘caring about’, 
including concern or worry, about someone or something. The second 
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3.2 Care ethics as a theoretical approach 
Traditionally, care providers in mental health services have utilized 
classical ethical theories or the four ethical pillars (Beauchamp & 
Childress, 2009) to find alternative courses of action in demanding 
mental health service situations. Bloch and Green (2006) claim, 
however, that the ‘classic theories may contradict one another, contribute 
to confusion, and immobilise the clinician’ (p.7). 
Further, when applying theories such as deontological ethics, utility 
ethics and principle-based ethics, the care providers have the role to 
define the patients’ best interests. As mental health services as far as 
possible should aim at support the patients to achieve their personally 
valued goals, there is a need for an alternative or supplementary approach 
for ethical considerations when ethical dilemmas emerge (Slade, 2009; 
Tronto, 1993). 

An alternative to the traditional ethical theories is care ethics, also known 
as ethics of care, a normative ethical theory developed by Carol Gilligan 
in the eighties. Care ethics is a contemporary variant of virtue theory that 
holds benevolence as a pronounced virtue (Gallagher, 2017; Tronto, 
1993). In contrast to the other ethical theories, care ethics includes the 
role of emotions in moral deliberation and personal relationships are 
emphasised over rules. Further, care ethics regards the moral subject as 
inherently relational and recognizes the power imbalance between 
patients and care providers and the patients’ and care providers’ 
reciprocal vulnerability (Bloch & Green, 2006; Tronto, 1993). According 
to Bloch & Green, ‘decision-making is thus grounded in the core value 
of humankind’s capacity to extend care to people who are in need or 
vulnerable’ (2006, p.10). 

Further in this thesis, I will refer to two philosophers that have been 
concerned with care ethics: Joan Tronto, professor of political science 
from USA (1952–) and Kari Martinsen, nursing scientist and philosopher 
from Norway (1943–).  
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to the others. She claims that including those perspectives prevents care 
from being a detached or technical matter and supposes that the care 
providers have professional knowledge that includes how to conduct 
care, including an ethical awareness and approach.  

Martinsen was in the 1980’s critical to existing theory in nursing that she 
labelled as ‘causing stupidity’ (Martinsen & Wærness, 1991, p.114). She 
perceived the existing nursing theories as positivism and detached from 
practice, and argued thus that scientific knowledge is not the only way to 
create new knowledge of care (Martinsen, 2005; Martinsen & Wærness, 
1991). She argues that new knowledge also may be developed in the 
practice field based on collaboration between patients and care providers. 
Martinsen’s theories of care are primarily written for nursing care, but 
Elin Martinsen, a medical doctor, argues that Martinsen’s theories are 
applicable for other professionals as well (Martinsen, 2011). 

As with Tronto, Martinsen is concerned with attentiveness to needs as an 
assumption for taking responsibility to meet others’ humans needs. She 
argues that person-oriented professionalism involves the need to see the 
patient with a both a perceiving and a recording eye (Martinsen, 2000; 
Martinsen & Kjerland, 2006). A perceiving eye includes seeing the other 
person with openness where sensations and emotions are working 
together. In respect to the recording eye, she claims, ‘By recording is 
meant the putting of oneself in an outside position, classifying’ 
(Martinsen & Kjerland, 2006, p.72). The danger of seeing the other 
person with only the recording eye is that the person easily may be 
reduced to an object or a completed fact, consequently this eye is 
reductionistic.  

Martinsen (2006) emphasises the need for a person-oriented 
professionalism that means using judgement to be aware of if one sees 
the patient with a perceiving eye characterised by openness or an 
academically exploring and expansive eye. This statement is a parallel to 
Skjervheim’ s call for being aware of one’s position as ‘participant or 
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phase ‘taking care of’, involves taking responsibility for addressing the 
recognised unmet needs. In this thesis, the two latter phases are most 
relevant as ‘care-giving’ refers to the care providers who are responsible 
for performing care in the ward units, and ‘care-receiving’, ‘the response 
of that which is cared for to the care’ (p.127). But as the four phases are 
interconnected phases, also ‘caring about’ and ‘taking care of’ will be 
included as these phases involve recognition and taking care of needs in 
political and administrative levels and thus include conditions that are 
related to the services’ care philosophies and available resources. Tronto 
warns against situations with inadequate resources or that the caregivers 
needs are not met. Their anger may thus turn to the care receivers in form 
of neglect, humiliation or abuse (Tronto, 1993). 

Fisher and Tronto (1993) claim four ethical elements of care to arise from 
the four elements of care: attentiveness, responsibility, competence, and 
responsiveness (p.127). They describe the moral quality of attentiveness 
to someone’s unmet needs as the first phase of care. For carrying care 
into effect, one must go to the next level and assign responsibility for 
meeting the other person’s or group’s unmet needs. Relationships are 
emphasized as central. The third phase of caring calls attention to 
competence in care-giving as a moral notion. The fourth phase of caring 
is the responsiveness from the care receivers regarding whether their 
needs were met or not.  
According to the law, service users and their next of kin do also have a 
legal right to be involved in planning and execution of care based on user 
participation and shared decision-making (Pasient og 
brukerrettighetsloven, 1999; Psykisk helsevernloven, 1999, latest 
revision 2017). The responsiveness may thus contribute to changes in 
approaches and measures and signal central ethical challenges, such as 
vulnerability and imbalance in power-dependence relationships (Tronto, 
1993). 

Martinsen (2005) presents her care approach with three dimensions; a 
relational, a practical and a moral dimension where the latter is superior 
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Table 1 Forms of humanisation and dehumanisation 

Forms of humanization Forms of dehumanisation 
Insiderness Objectification 

Agency Passivity 

Uniqueness Homogenization 

Togetherness Isolation 

Sense-making Loss of meaning 

Personal journey Loss of personal journey  

Sense of place Dislocation 

Embodiment Reductionist body 

 
(Todres et al., 2009, p.70) 
 
Todres et al. (2014); (2009) draw special attention to the human 
dimension ‘insiderness’, which ‘carries a sense of how things are for the 
person’ (2009, p. 79). As only the person him or herself can know how 
the world appears to them, a person’s insiderness never can be grasped 
absolutely by others. Insiderness is central to personal recovery 
philosophies where the individual is considered to be the best person to 
define their own interests (Slade, 2009).  In contrast to insiderness, there 
is objectification, exemplified by being placed into a diagnostic system 
as mentally sick.  
Further, Todres et al. (2014) argue a need for changing focus from 
‘shifting one’s focus of understanding from the cared-for in-themselves 
to a focus on the cared-for-in relation to others’ (p. 9).  Consequently, 
understanding the other human being becomes relational and the 
patient’s experience of the care will be influenced by what kind of gaze 
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observer’ (Skjervheim, 1996) in the face of the other human being. As 
with Martinsen, Skjervheim was critical of positivism. He warns against 
the tendency to neglect the meaning of the other based on one’s own 
observations, as humanity consequently will be lost (Skjervheim, 1996). 
Martinsen and Skjervheim both emphasize that which eye to look with, 
or which position to take in relations, is not either/or, but may vary in 
different situations (Martinsen & Kjerland, 2006; Skjervheim, 1996).  

Both Tronto (1993, 2013) and Martinsen (2005) highlight the importance 
of competence in caregiving as a moral notion as competence increases 
both the likelihood of the job being done and subsequently the quality of 
the care. Further, they relate competence to organizational conditions, 
such as access to resources like sufficient competent care providers.  

Inclusive in theories of care ethics, I will draw attention to a framework 
for humanising healthcare. As patients admitted in mental health 
services, especially after being exposed to coercion, often report 
experiences with dehumanisation and humiliation (Boysen et al., 2019; 
Husum et al., 2019; Nyttingnes et al., 2016), I find Todres et al. (2009) 
framework for humanising healthcare relevant. Inspired by this 
perspective on what it means to be human, Todres et al. (2009) developed 
a framework consisting of eight touchstones for awareness when standing 
in complex situations with need for considerations. The touchstones, 
illustrated in Table 1, are eight dimensions, each expressed as a 
continuum ‘stretching from the term that characterizes humanization in 
a positive sense; through to the term that characterizes the barrier to such 
a possibility’ (p.69). The authors emphasise that they are not suggesting 
any dualism, rather a spectrum of possibilities.  
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based on the ties of mutual dependence support or deny, facilitate or 
hamper the others gratification. Consequently, ‘in short, power resides 
implicitly in the other’s dependency’ (Emerson, 1962, p.32). 
As a patient in mental health services, one is dependent on care providers 
in a period as one needs help to relieve and manage their mental health 
problems. In light of Emerson’s theories, in the relation between a patient 
and the care providers, the patient’s dependency will be (1) directly 
proportional to one’s motivational investment in goals mediated by care 
providers and (2) inversely proportional to the availability of those goals 
to the patient outside of their relation. Furthermore, care providers’ 
power over the patients can be defined by the amount of resistance on 
the patients potentially overcome by the care providers (Emerson, 1962, 
p.32).   
Dependency power increases when there are no other options as the 
reality is when one is involuntary admitted in mental health hospitals, 
consequently the patient must interact with the care providers to get what 
one needs.  
When a power imbalance occurs, as in mental health services where the 
patient is the most dependent and has the least power, one consequence 
is suppression of the patients’ voices (Greenhalgh et al., 2015).  
According to Emerson (1962), use of power initiates processes as cost 
reduction and balancing operations. Cost reduction is a process that 
involves a change in values, here personal and social values, which 
reduces the patients’ pains incurred in meeting the demands of the 
powerful care providers.  
Balancing operations deal with changes in the variables that define the 
structures of the power-dependence relation. To achieve more balance in 
power-dependence relationships, the weaker members’ power should be 
increased. In mental health services, patients must consequently be given 
increased status, and care providers should increase their motivational 
investment in the goals defined by the patients (Emerson, 1962). As 
knowledge and power reinforce each other (Foucault, 1975) upgrading 
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you are looked at with and thus how you are treated by care providers 
(Martinsen, 2005; Todres et al., 2014).  
I consider the dimensions of humanisation to be comparable to human 
care philosophies as a recovery-oriented framework, exemplified by the 
CHIME elements (Leamy et al., 2011). 

3.3 Power-dependence relationships 
Care is not an activity which takes place between equal and autonomous 
persons, but between humans who have needs and humans that can 
provide for those needs (Martinsen, 2005; Tronto, 1993). Power enters 
all human relations, but power is especially expressed in mental health 
providers who have a high degree of professional knowledge and further 
have the power to make diagnoses, to declare the patient to ‘lack mental 
capacity’ and impose treatment that includes use of coercion 
(Greenhalgh et al., 2015).  
According Michel Foucault (1975), power and knowledge are not seen 
as independent entities but are inextricably related and reinforce one 
another. Power is based on knowledge and makes use of knowledge. 
Knowledge is always an exercise of power and power is always a 
function of knowledge. Foucault claims, however, that power is not just 
negative, coercive, or repressive, but may represent a productive and 
positive force. In mental health services, coercive power comes to 
expression both as open, formal coercion and as other types of pressure 
and persuasion, or leverage and treats from the care providers. Such 
dynamics may be expressed as a coercive context (Sjöström, 2006) or as 
Szmukler (2015) puts it, ‘coercive shadow’, ‘the fear many patients have 
that non-compliance may lead to the use of compulsion’ (p. 259).  

The American sociologist Richard Emerson (1925–1982) was the 
architect of power-dependence relations theory. This model can be used 
with respect to relations among actors that can be person-person, group-
person or group-group (Emerson, 1962). Usually, social relations entail 
ties of mutual dependence between the actors. Each of the actors may, 
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4 Methodological framework 

The following section describes the methodological framework applied in 
this thesis. The phenomenological-hermeneutical approach is described, 
as are further methods with descriptions of data collecting methods, 
participants, data analyses and ethical and methodological 
considerations. 

4.1 Phenomenological – hermeneutic approach 
The overall aim of this study was to explore PIRs’ potential to promote 
quality improvement in terms of human care values such as participation, 
influence and collaboration, according to the body of scientific 
knowledge and experiences from care receivers and care providers. 
To achieve the goal of the study, the research questions seek 
descriptions, insight and understanding, therefore, a phenomenological 
and hermeneutic scientific philosophy was relevant (Dahlberg et al., 
2008; Gadamer et al., 2010). While phenomenology is a philosophical 
approach to the study of lived experiences (Dahlberg et al., 2008), 
hermeneutics is the philosophy of understanding gained through 
interpretation (Dahlberg et al., 2008; Gadamer et al., 2010). 
As PIRs were conducted in a context, in this thesis mental health services 
after a prevailing restraint event, an interpretation of the experiences 
applying a hermeneutical approach contributed to an extended 
understanding of the explored phenomena, the PIR (Gadamer et al., 
2010). According Hans Georg Gadamer (2010), understanding, that is 
more than an explanation, may be achieved through entering the 
hermeneutic circle, a dialectic movement between proximity and 
distance, parts and the whole, self and others and present and past.  
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the patient’s experienced knowledge by requesting and recognising the 
knowledge may thus increase the patients’ power.  
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in 2015 where the risk of bias in my research became a conversation 
topic. 

During the interviews with patients and care providers, I experienced 
gradually expressed attitudes and utterances that stimulated reflections 
regarding PIRs. ‘To be aware of my bias,’ (Gadamer et al., 2010, p.241) 
was than a primary hermeneutic task. The interviews and reflections with 
my supervisors and the advisory group contributed thus to extending my 
previous understanding of PIRs. As an example, I became during these 
processes gradually aware of the PIR context as critical for the patients’ 
experiences of the encounter.  

 The phenomenological-hermeneutic 
interpretation process 

A scoping review and two empirical studies were conducted to achieve 
the overall aim and the study’s research questions. The three sub-studies 
were interpreted inductively. 
Understanding, or as Gadamer (2010) puts it, a fusion of horizons, was 
in this thesis developed as the dialogs, transcribed to written text, and me 
a researcher dialectically moved between the empirical findings and 
theory and further between the parts and the whole in a hermeneutic 
circle. Each sub-study was both a part and a whole, so the movement 
took place both within the parts and the whole of each sub-study and later 
each sub-study was integrated into synthesis to develop new 
understanding (Gadamer et al., 2010; Graneheim et al., 2017; Graneheim 
& Lundman, 2004). 
Gadamer (2010) emphasises bringing one’s own preunderstanding into 
play in the interpretation process. This implies the challenge to meet the 
data with openness and reflexivity. New expanded understanding 
derived from my pre-understanding arose in the interviews with patients 
and care providers as well as discussions with supervisors, research 
fellows and an advisory group that had experience (Greenhalgh et al., 
2004).  
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 The researcher’s pre-understanding  
A basic assumption in hermeneutics is that one never meets the world 
without prejudice. Gadamer et al. (2010) emphasize that our prejudice is 
a necessary condition for understanding what is possible. Therefore, to 
clarify my pre-understanding is of importance from the philosophical 
and methodological perspective of this thesis. 

At the beginning start of my work with this project, my pre-
understanding was highly influenced by my 20 years of care experiences 
with people with mental health problems. In the period 1992–2002, I 
worked as a lead nurse in a ward unit that frequently used mechanical 
and physical restraint. I did sometimes participate in restraint events 
where I later identified my emotional reactions as ‘moral uneasiness’ 
(Norvoll et al., 2017). In the actual ward unit, we had to a small extent 
organised systematic reflection regarding moral views on our practice. 

The turning point was in the early 2000s when I joined the board of The 
Mental Health Nursing Group in Norwegian Nurses Association. 
Through this work I met previous patients and fellows that presented 
other perspectives and solutions that challenged my previous attitudes 
and practices. Consequently, my master thesis in 2009 dealt with service 
users’ (ex-patients’) experiences with restraint measures in mental health 
services. What affected me most through this work, was services users 
who told about being re-traumatised by being restrained after previous 
physical and sexual abuse and further the participants’ statements that 
they were never offered PIRs afterwards. PIRs were at the time only 
routinely offered to care providers (Hammervold, 2009).  
 
My pre-understanding with respect to PIRs was initially characterized by 
a predominant positive attitude, where I claimed to have no professional 
or ethical objections regarding conducting PIRs after use of coercion. 
This attitude was even commented on after a presentation of the project 
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Table 2 Overview over sub-studies 

Title/journal Participants Data 
collection 
method 

Analysis 
method 

Article I: 
Hammervold, U. E., 
Norvoll, R., Aas, R. 
W., & Sagvaag, H. 
(2019). Post-incident 
review after restraint in 
mental health care -a 
potential for 
knowledge 
development, recovery 
promotion and restraint 
prevention.  
BMC Health Services 
Research, 19 (235), 1-
13 

Scientific 
papers 
(n = 12) 

Scoping 
review 

Data from 
the 
quantitative 
papers were 
ordered in a 
matrix. 
Data from 
the 
qualitative 
papers were 
analysed 
with 
qualitative 
content 
analyses 

Article II: 
Hammervold, U. E., 
Norvoll, R., Vevatne, 
K., & Sagvaag, H. 
(2020). Post-incident 
reviews—a gift to the 
Ward or just another 
procedure? Care 
providers’ experiences 
and considerations 

Health care 
providers 
(n = 19) 

Individual 
in-depth 
interviews 

Qualitative 
content 
analysis 
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4.2 Research design 
Based on the overarching aim of the study, a descriptive and explorative 
design was found to be appropriate. The research questions were 
developed based on a phenomenological-hermeneutical approach where 
the aims were exploring, describing, and understanding. Gadamer (2010) 
emphasizes the influence of developing the right questions to achieve 
this understanding. As this study has an inductive approach, the research 
questions were thus developed with starting points in how and what 
(Blaikie & Priest, 2019). 

4.3 Methods 
Aiming to answer the study’s primary research question, three sub-
studies were conducted. The methods conducted in the sub-studies will 
be outlined in this section. A brief overview of the sub- studies is 
presented in Table 2 (Articles I–III). 
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The context of the empirical studies is two mental health services in the 
same health region in Norway. The two participating services are 
referred to as Service 1 and Service 2. Service 1 is a university hospital 
that has a combination of urban and rural settings with about 457,000 
inhabitants. The participants were recruited from four different ward 
units serving patients with serve mental health challenges as psychosis, 
affective disorders and/or addiction problems.  
Service 2 is a community mental health centre that has a rural setting 
with about 150,000 inhabitants. Participants were recruited from two 
different wards with one defined as an acute ward. Usually, only 
hospitals can use coercion in Norwegian mental health services. 
However, some community mental health centres are given permission 
to use coercion based on their emergency and acute services (Norwegian 
Health Directorate, 2017). The patients were reported to have similar 
mental health challenges as in Service 1. 
The services had both implemented the PIR procedure a couple of years 
before I conducted the interviews. The procedures were not part of a 
restraint reduction program, but were an isolated procedure aiming at 
restraint reduction. The procedures were mainly congruent, but with 
some differences as illustrated in table 3. 
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 Context and participants 
Initially, it was challenging to get access to services that would allow 
me to conduct the empirical part of the study. I was in contact with four 
services before the two participating services allowed for the study. 
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Table 3 Overview of the two participating services PIR procedures: 

 

 

The services had a multidisciplinary group of therapists. Psychiatrists 
and psychologists had the role of individual therapists. They often led the 
PIRs according to the services procedures. Nurses and social educators, 
many of them with special education in mental health care, were the 
front-liners and had the daily responsibility of the milieu therapy in the 

University Hospital Community Mental Health 
Centre 

Point in 
time

As soon as possible after the 
restraint event, if possible not 
later than 72 hours

As soon as possible and latest by 
discharge

Participants Should be led by a person not 
involved in the restraint incident. 
One care provider involved in the 
restraint event should participate.

Patient, eventually next of kin, 
contact nurse or available familiar 
nurse and responsible therapist

Themes in 
the PIR

• The patient’s experience of 
the restraint event and how 
the occasion was conducted?

• The patient’s 
comprehensions of reasons 
for conducting restraint, the 
effect of the measure and if 
the patients considers that 
the event was inevitable.

• The patient’s comprehension 
of the situation, the rationale 
for conducting restraint and 
the measure’s effect

• What contributed to the 
restraint event?

• What were the care providers’ 
arguments for conducting 
restraint?

• How did the patient experience 
the restraint measure?

• How did the restraint measure 
appear?

• What does the patient want 
the care providers to do in 
similar situations?

Documen-
tation

PIR documented in electronic 
journal as a note. The patient 
receives a copy and may 
comment on the document.

PIR documented in electronic 
journal as a note
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wards. A central task was thus preparation of a supportive milieu that 
included restraint prevention, implementing restraint measures when 
that was considered inevitable and further taking care of the patients 
after restraint use (Barton et al., 2009; Riahi et al., 2016). The milieu 
therapists participated in PIRs, sometimes leading them, but more often 
in this study as the second participant serving as representative of the 
milieu therapist group. Other staff members in the wards were nursing 
assistants and employees who do not have a bachelor’s degree. They 
seemed not to be involved in PIRs and are consequently not focused on 
in this thesis. 

The participating patients struggled with various mental health 
challenges that put them in need of being inpatients in the hospital or 
mental health centre for a period, either in the short or long term. Some 
were voluntarily admitted, while others were admitted involuntarily. 

 Recruitment of participants 
Initially, I contacted management of the participating services, who 
provided permission to present the study to leaders and available care 
providers in the relevant care units. 

The study was presented orally, focusing on background, aims, purpose, 
methodical approach, and ethical considerations. Those present care 
providers expressed immediately positively to participate in the study. I 
also left written information and consent forms in each ward unit. 

The ward leaders contacted me then about participants, both patients and 
care providers, who had given their consent to set appointments for the 
interviews. I made the appointment for interviews with the care providers 
directly with the individual care provider by e-mail. No one resigned 
after the agreement was signed. 

Appointments for interviews with the patients were done via a care 
provider, usually the ward leader, the doctor, or the psychologist. It was 
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an indispensable requirement that the patient be considered to have 
consent skills by their therapist before an appointment was done. As 
consent skills may rapidly vary, I repeated the given information before 
starting the interviews and further aimed at being attentive to the patient’s 
mental status during the interviews (Witham et al., 2015). Neither did 
patients withdraw to participate after the agreement was signed. 

In addition, the two different services introduced me to two previous 
patients, both women, who had experienced restraints every so often but 
had never been offered PIRs in line with the prevailing PIR procedures. 
I chose after consulting my supervisors to interview the one, knowing 
that she had not participated in a PIR. The Data Protection Official did 
not have any second thoughts regarding to include her (Appendix 4). 
Regarding the other woman, it turned up during the interview that she 
had not participated in PIRs. I chose for ethical reasons to fulfil the 
interview.  
They had both been offered an evaluation by managers in the services a 
couple of years after the discharge from the services. Data from the 
interviews were however not used in article 3, based on the journal’s 
recommendation.  However, the two ex-patients confirmed previous 
studies regarding patients’ negative experiences of restraint events and 
further their longings for processing the events afterwards (Bonner et 
al., 2002; Hammervold, 2009; Norvoll et al., 2008b).  Their experiences 
and views were thus included in reflections regarding my 
preunderstanding and further about the results.  

The recruitment process turned out to be long. Interviews with the care 
providers were conducted from April 2015 to May 2016. The interviews 
with the patients were conducted from March 2015 to November 2018. 

During the data collection phase, I contacted the two mental health 
services regularly to remind them about my project and to ask for more 
patient participants. The feedback was often that they had not conducted 
PIRs lately or that the patients did not give their consent to participate in 
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front-liners and had the daily responsibility of the milieu therapy in the 
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an indispensable requirement that the patient be considered to have 
consent skills by their therapist before an appointment was done. As 
consent skills may rapidly vary, I repeated the given information before 
starting the interviews and further aimed at being attentive to the patient’s 
mental status during the interviews (Witham et al., 2015). Neither did 
patients withdraw to participate after the agreement was signed. 

In addition, the two different services introduced me to two previous 
patients, both women, who had experienced restraints every so often but 
had never been offered PIRs in line with the prevailing PIR procedures. 
I chose after consulting my supervisors to interview the one, knowing 
that she had not participated in a PIR. The Data Protection Official did 
not have any second thoughts regarding to include her (Appendix 4). 
Regarding the other woman, it turned up during the interview that she 
had not participated in PIRs. I chose for ethical reasons to fulfil the 
interview.  
They had both been offered an evaluation by managers in the services a 
couple of years after the discharge from the services. Data from the 
interviews were however not used in article 3, based on the journal’s 
recommendation.  However, the two ex-patients confirmed previous 
studies regarding patients’ negative experiences of restraint events and 
further their longings for processing the events afterwards (Bonner et 
al., 2002; Hammervold, 2009; Norvoll et al., 2008b).  Their experiences 
and views were thus included in reflections regarding my 
preunderstanding and further about the results.  

The recruitment process turned out to be long. Interviews with the care 
providers were conducted from April 2015 to May 2016. The interviews 
with the patients were conducted from March 2015 to November 2018. 

During the data collection phase, I contacted the two mental health 
services regularly to remind them about my project and to ask for more 
patient participants. The feedback was often that they had not conducted 
PIRs lately or that the patients did not give their consent to participate in 
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the study. That issue raises the challenge of gatekeeping, that is care 
providers who are reluctant to approach or identify potential study 
participants. This resistance is often justified by an assessment of 
patients as vulnerable, which applies, among other things, to people with 
mental disorders (Witham et al., 2015).  
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had not participated in PIRs. I chose for ethical reasons to fulfil the 
interview.  
They had both been offered an evaluation by managers in the services a 
couple of years after the discharge from the services. Data from the 
interviews were however not used in article 3, based on the journal’s 
recommendation.  However, the two ex-patients confirmed previous 
studies regarding patients’ negative experiences of restraint events and 
further their longings for processing the events afterwards (Bonner et 
al., 2002; Hammervold, 2009; Norvoll et al., 2008b).  Their experiences 
and views were thus included in reflections regarding my 
preunderstanding and further about the results.  

The recruitment process turned out to be long. Interviews with the care 
providers were conducted from April 2015 to May 2016. The interviews 
with the patients were conducted from March 2015 to November 2018. 

During the data collection phase, I contacted the two mental health 
services regularly to remind them about my project and to ask for more 
patient participants. The feedback was often that they had not conducted 
PIRs lately or that the patients did not give their consent to participate in 
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(Arksey & O'Malley, 2005; Armstrong et al., 2011). The literature seems 
to be congruent with respect to recommend scoping reviews to be 
suitable to inform future research (Arksey & O'Malley, 2005; Levac et 
al., 2010), but not recommendations to practice and policy based on lack 
of quality appraisals and synthesis (Lockwood et al., 2019). 
 
We followed Arksey and O’ Malley’s (2005) methodological framework 
for scoping reviews that consists of a five-stage approach. Initially, 
inclusion criteria were scientific articles describing or exploring PIRs 
after use of restraints in mental health services published within the last 
ten years based on changes in the public recommendations and 
guidelines regarding mental health services in the actual timespan 
(Norwegian Health Directorate, 2014; WHO, 2015). The literature 
search quickly indicated that only four publications fulfilled those 
criteria. We therefore extended the criteria to also include scientific 
articles that dealt with restraint and seclusion together and extended the 
publication time from back to the year 2000. We did not find relevant 
publications before that the time point. 
Studies exploring PIRs after seclusion alone were not included based on 
differences between restraint and seclusion when coming to legalisation, 
reasons for application and therapeutic and ethical consequences. 
Expansion of the timeframe requires attention to the political and 
ideological change in mental health services during the period 
(Norwegian Ministry of Health & Care Services, 2006; World Health 
Organization, 2006).  
Searches in English were performed May 2018 in five databases that we 
considered to cover the multidisciplinary field of research: Medline, 
PsychInfo, Cinahl, Sociological Abstracts and Web of Science. 
Searching in Nordic languages was performed in the databases Idunn, 
Norart and SweMed. The searches centred on three main concepts: 1) 
restraint; mechanical OR physical, AND 2) psychiatric OR mental, AND 
3) post-incident review OR debriefing. The search terms, including 
Medical Subject Headings (MeSH terms) and synonyms for each of the 

Methodological framework 

44 

 The advisory group 
An advisory group consisting of persons with lived experiences from 
mental health services was established for providing feedback and 
reflections during the study (Tracy, 2010). The group consisted of two 
persons who had lived experiences from being inpatients, and one who 
has experiences as next of kin. The group provided feedback on the 
interview guides and reflected together with me regarding how to 
understand preliminary findings. Members in the group were Linda Øye 
(patient experience consultant), Målfrid J. Frahm Jensen (patient 
experience consultant) and Jofrid Haga (next of kin). The group had three 
meetings, the first in 2014, where focus was the interview guides, the 
second in 2018 and the third in 2019. In the two latter meeting, findings 
from the interviews were presented and discussed. The meetings lasted 
about two hours and were tape-recorded so I could repeatedly listen to 
the participants’ expressions and write a report of the minutes afterwards. 
Inputs from the group resulted in further considerations and reflections 
on the further work with the thesis. The group raised the issue especially 
of the imbalanced relationships between patients and care providers, a 
central issue based on their own ‘expertise- by-experience’ (Slade, 2009, 
p.117). The group disagreed beyond that about the fairness of asking the 
patients in PIR if they could have managed the situation in a different 
way. 

 Data collection methods 

Literature review (Article 1) 

Aiming to get hold on the prevailing scientific knowledge of PIRs, a 
scoping review was conducted. This method was considered relevant as 
initially searches revealed that the scientific knowledge base of PIRs was 
multifaceted with respect to design, topics, and quality. Further, a 
scoping review has proved to be suitable for defining, describing and 
identifying practical implications, variations and experiences of PIRs 
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Assessments of quantitative studies were given narrative descriptions as 
none of them were comparable regarding design and outcome (Arksey 
& O'Malley, 2005; Pawson, 2002). Consequently, equal quality criteria 
could not be used. 
Article authors were contacted for missing or unclear data (Azeem et al., 
2011; Lanthén et al., 2015). Arksey and O'Malley (2005) recommend 
consultations by service users and practitioners. In retrospect, I see that 
by doing so, my preconditions regarding the studies’ topics could have 
been further extended and strengthened the entire study. 
As BMC Health Services Research requires, the whole review process was 
documented in a PRISMA 2009 checklist1.  

Individual interviews (Articles II and III) 

Interviews are one of the most frequently used methods for generating 
qualitative data (Mason, 2018). As stakeholders were asked about their 
experiences and reflections, their perspectives could only be constructed 
or reconstructed in interviews. Consequently, data generated were 
dependent on the interviewee’s capacity to remember, verbalize, interact, 
and conceptualize (Mason, 2018). As restraint events include extensive 
stress to both patients and care providers, the memory of what happened 
may be influenced by both internal and external factors. 

Some of the patients were still inpatients when interviewed. Internal 
factors such as anxiety, hearing voices and problems with assessing the 
reality may have affected the interviews. Furthermore, external factors 
such as being an inpatient subordinated by the organizational and cultural 
traits of the services may have been experienced as a limitation. 
According Riessman (2008), sharing experiences with me as a stranger 
may be challenging for some patients. Participation of services user 
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main concepts were combined with OR. A qualified librarian in the 
university supported the search strategy. 

It soon came up that there were no scientific articles in Nordic languages 
relevant to the inclusion criteria. The searches in English yielded 40 
articles after duplicates were removed. Ten articles were excluded by 
reviewing title and abstract. Additionally, 20 articles were excluded as 
the study was not focused on restraints, or PIRs were only vaguely 
described. 
In addition, we searched for theses studying the topic and performed an 
ancestry approach to find additional articles (Arksey & O'Malley, 2005; 
Boland et al., 2014). We found no theses but anchoring (studying 
reference lists from the retrieved publications and other reviews) resulted 
in two articles (Azeem et al., 2015; Fisher, 2003). Finally, we included 
12 scientific articles in the review.  
We chose not to include ‘grey’ literature in the review. Consequently, 
we may have missed relevant information that may have been published 
in books and local, non-indexed journals and unpublished literature 
(Boland et al., 2014). Initial searches indicated, however, that the 
keywords led to lots of literature about debriefing from other contexts, 
primarily for survivors or witnesses to catastrophes and care providers 
after crises. We considered therefore the utility of including this material 
as minimal. 
In scoping reviews, critical appraisal is not mandatory (Arksey & 
O'Malley, 2005; Briggs, 2019). To increase credibility for eventual 
recommendations for practice, we chose nonetheless to evaluate the 
studies (Briggs, 2019).  
The qualitative studies were evaluated following the critical questions of 
Polit and Beck (2020), which explored all phases of the review. None of 
the articles were excluded, but we identified weaknesses such as a lack 
of theoretical integration, descriptions of the study population and 
analysis processes.  
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relevant was also marked, e.g., a flicker with the eyes or a laugh out loud 
(Lindseth & Norberg, 2004).  

Interviews with care providers (Article 2) 

The care providers were recruited from Service 1 (17 participants from 
four units) and 2 participants from Service 2 (same unit). All the 
interviews with the care providers were held in the respective health 
services. 

Nineteen care providers agreed to participate. Their ages ranged from 23 
to 59 years, and their professional experience in mental health services 
ranged from six months to 25 years. The multidisciplinary selection of 
study participants consisted of nine nurses (two women/seven men), 
three social educators (two women/one man), four doctors/psychiatrists 
(all women) and three psychologists (two women and one man).  

During the interviews, I realized that I had not succeeded in giving the 
care providers enough information about the study’s topic as they 
initially started to talk about defusing (immediate staff debriefing) with 
their colleagues (Huckshorn, 2004; NICE, 2015). In two interviews, it 
emerged that the participants had not participated themselves in PIRs, but 
they still had considerations about the procedure and its significance to 
the ward unit’s treatment and care. 
Furthermore, I struggled to get a hold on how many PIRs in which the 
care providers had participated, but I perceived that almost all had 
participated in PIRs less than five times, while four had participated more 
than five times. 

The interviews were conducted from March 2015 to May 2016 when we 
concluded that information power was achieved based on Malterud et al. 
(2016) model for sample size in qualitative studies.  
The interviews were conducted in the participants’ ward units (16) or the 
care providers’ personal offices (3). The interviews lasted from 17 to 51 
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researchers in the interviews could on the other hand have contributed to 
the patients speaking more freely (Rose et al., 2015).6 

To care providers, moral uneasiness and distress may be reinforced when 
recounting the actual restraint episodes and the subsequent PIRs. 
Consequently, they may feel the need to appear as the best version of 
themselves when interviewed (Fog, 2019; Norvoll et al., 2017). 

There might be bias in that care providers asked the patients to 
participate, especially for those who still were inpatients and were 
dependent on the care providers. On the other side, one may assume that 
patients who accepted to participate were particularly critical to the 
practices in mental health services and consequently wanted to 
contribute to what they considered as necessary changes. 

Gatekeeping in the research field of caring is often driven by the general 
assumption about patients’ vulnerability and further emphasising the duty 
to protect the patients (Carlsson et al., 2017; Kars et al., 2016; Witham et 
al., 2015). Inpatients may however be particularly vulnerable based on 
their mental health conditioning and further in a power-dependence 
relation to care providers and the services. Therefore, special assessments 
must be taken into consideration regarding ethical standards in the study. 
In addition to aiming to protect the patients, care providers could also 
have avoided to invite patients to participate in the study based on 
mistaken attitudes regarding their lacking competence to participate. 
Improving methods for recruiting patients to research studies seem 
therefore to be critical (Kars et al., 2016; Walker et al., 2020). 

Norwegian was the spoken language during the interviews. An audio 
recorder was utilized, and I transcribed verbatim the material in detail 
myself afterwards as ‘a tape-recorded and transcribed interview text lies 
closer to speech than to writing, especially if the interviewer 
herself/himself interprets it’ (Lindseth & Norberg, 2004, p.148). Pauses 
were marketed by empty intervals in the text, in addition the 
interviewee’s nonverbal and para lingual communication that seemed 
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aims. I stressed the right to withdraw from the interview at any time 
without any consequences for them. 

Ideally, I would have preferred some more patients to participate as the 
dialogues were some weak in some of the interviews. The time did 
however run out for more participants, and we considered the other 
dimensions in the information power model as relatively strong and 
consequently concluded to stop recruiting more participants (Malterud et 
al., 2016). 

 Data analysis methods 

The three articles involve analysis of texts: Scientific articles (Article 1) 
and interview transcripts (Article 2 and Article 3). 

The interviews were analysed separately in different phases of the study. 
Initially, I started analysis of data in Article 2. As I later decided to 
conduct a scoping review as a part of my thesis, the data from interviews 
with the care providers were put aside while I finished Article 1. By 
restarting the analysis in Article 2 after finishing and submitting the 
scoping review, my preunderstanding was changed by having a broader 
perspective in the work and thus extended openness regarding what the 
participants expressed in the interviews. Systematic analysis of the 
interviews in Article 3 was conducted after Article 2 was finished. 
The software program NVivo 12 (2016) was used in all the analysis. 

 

Article I 

The included articles varied in quality and design, six quantitative studies, 
four qualitative studies and two studies using mixed methods. According 
to Cherry et al. (2014) combining qualitative and quantitative studies 
within a single review is challenging as the studies are conducted in 
different ways and the topics are not the same. Consequently, quality 
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minutes, with a mean time of 33 minutes. The transcripts are verbatim 
and consists of 229 pages, letter size 12 and line spacing 1,5.   

The shortest interviews were about busy working days, especially for 
doctors and psychologists. During the interviews, interruptions by 
colleagues occurred, which might have affected the possibility of 
reflecting on their experiences and considerations. 

Interviews with the patients (Article 3) 

Ten patients agreed to participate, nine women and one man. Six 
participants from four units were recruited from Service 1 and (four 
participants from two units in Service 2. Their ages ranged from 18 to 60 
years. Five of the interviewees were still inpatients while they participated 
in the study, and the interviews took place in the respective ward units. 
The inpatients could choose whether the interview should take place in 
their room or in another quiet room in the ward unit. They all chose the 
latter. Five of the interviewees were outpatients when the interviews took 
place, and they could choose where they preferred to be interviewed. The 
interviews were performed in their homes (2), the university hospital (1), 
a mental health centre near the service user’s home (1) and my workplace, 
the university (1). The patients were informed about their right to include 
a supportive person in the interview. One patient preferred to meet me 
together with her psychologist, and in one interview, the unit leader 
insisted that a care provider should be present for the sake of my safety. 
The patients did all give me their consent to record the interviews. Eight 
patients had participated in PIRs as inpatients, two had participated in 
one PIR, one in two PIRs, the others were uncertain about the number of 
PIRs in which they had participated.  
The interviews lasted between 15 minutes and 90 minutes, with mean 
duration of 44 minutes. The longest-running interviews were those 
conducted with the discharged patients. The transcripts are verbatim and 
consists of 182 pages, letter size 12 and line spacing 1.5. The interviews 
began with a short introduction about me as a researcher and the study’s 
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units, that is constellations of words, sentences and paragraphs that were 
related to each other (Lindgren et al., 2020). The meaning units were then 
condensed and labelled as a code by two researchers (UH and HS). With 
the aim of understanding the care providers’ experiences and 
considerations, three researchers conducted the next steps of the 
analyses, that is sorting the codes and developing sub-categories (UH, 
HS and KV). Sub-categories were then abstracted into themes as 
demonstrated in article II. 
In the phenomenological-hermeneutic interpretive process, similarities 
and differences were identified, balancing the parts and the whole 
(Gadamer et al., 2010), and in collaboration with all authors and the 
advisory group, two main themes were identified. Lately, re-
contextualisation has been conducted by discussing the results in light of 
current research and relevant theory (Graneheim et al., 2017; Graneheim 
& Lundman, 2004; Lindgren et al., 2020).  

Article III 

The interviews with patients were analysed by using Lindseth og 
Norberg’s (2004) method, which consists of 6 phases. This 
phenomenological-hermeneutical method, especially emphasizing 
hermeneutics, is claimed to be suitable to grab not only what the 
interviewee says, but ‘what they talk about’ (p.146). 

Initially, naïve reading gave me a sense of the whole and a naïve 
understanding of what the interviewee had talked about. The participants’ 
stories were partly dramatic and touching. It could be tempting to judge 
them as ‘right’ or ‘wrong’. In the early stages of the analysis it was 
however my task to ‘bracket’ my urge to judge, focusing on the 
participants’ story and aiming to be open to new perspectives (Lindseth 
& Norberg, 2004). Reflecting on my role as a participant, not an observer 
or a listener (Skjervheim, 1996), helped me to focus on the participant’s 
narrated story (Lindseth & Norberg, 2004). In the last part of the 
interpretation, the sub-themes, themes and main themes were developed 
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assessment, data extraction, analysis and synthesis were conducted in 
different steps.  
As the purpose of the study included both descriptions and experiences, 
we chose to use qualitative content analyses by (Graneheim et al., 2017; 
Graneheim & Lundman, 2004). 
Study characteristics, questions regarding how PIRs were defined and 
described, how PIRs were conducted in practice, and variations in PIR use were 
identified as manifest content, that is content close to the text. The 
identified data were placed in a matrix and compared for equalities and 
differences (Graneheim et al., 2017; Graneheim & Lundman, 2004). 

The qualitative studies described patients’ and care providers’ 
experiences of PIRs. The data were examined by using a qualitative content 
analysis by identifying meaning units, categories and, with some degree of 
interpretation, themes across the publications (Graneheim et al., 2017; 
Graneheim & Lundman, 2004). 

Article II 

A qualitative content analysis in several steps was used as a basis for 
analysing the data in Article 2 (Graneheim et al., 2017; Graneheim & 
Lundman, 2004). This qualitative content analysis method is claimed to 
be well suited to analysing multifaceted, sensitive, important phenomena 
regarding care, especially for a topic such as PIRs with limited 
knowledge. The method is based on a phenomenological-hermeneutical 
approach with descriptions of manifest content and interpretations of 
latent content. The latent content is interpretations of the underlying 
meaning or the ‘red tread’ between the lines in the text (Graneheim & 
Lundman, 2004). The transcribed text was first read several times to get 
an overview and understanding of what the care providers had expressed 
in the interviews. Then, I made memos of the initial impressions, the 
naïve comprehension of what the study participant had communicated 
(Hsieh & Shannon, 2005). Next, the text was decontextualized, which 
meant breaking the data into pieces. The text was divided into meaning 
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 Article II and III 
In qualitative research, the criteria suggested by Polit and Beck (2020) 
were used to evaluate the findings’ trustworthiness, that is credibility, 
dependability, conformability, transferability and authenticity. 
Trustworthiness should be a continuous process throughout the whole 
project (Kvale et al., 2015), and the five criteria are elaborated in the 
current sub-chapters. 

Credibility 
Credibility deals with the focus of the research and how well the findings 
address the aim of the study (Graneheim & Lundman, 2004). Selection 
of context, study participants and method for gathering data are central 
issues to consider.  

Credibility was strengthened in sub-study II by including a sample of 
multidisciplinary care providers with sufficient information power about 
the studied topic (Malterud et al., 2016). The care providers covered 
though significant variations and had what we considered as relevant 
experiences of PIRs. The 19 care providers covered diverse specialities 
(nurses, social educators, psychologists, and medical doctors), which 
ensures representation also from different roles (therapists and milieu 
therapists).  

Regarding sub-study III, we searched for some more study participants 
aiming at broader assessment and understanding of patients’ experiences 
and considerations of PIRs. We considered the eight interviewees to 
contribute to sufficient information based on their being highly specific 
for the study’s aim, as they had experiences of participating PIRs or had 
not being offered PIR after traumatic restraint incidents. Further, the 
dialogues were strong, and they presented significant variations of PIRs 
(Graneheim et al., 2017; Malterud et al., 2016). 

To enhance credibility, we followed Graneheim & Lundman’s 
recommendations by presenting representative quotations from the 
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in collaboration with my supervisor H.S. and colleague K.V. in relation to 
the research questions, the context of the study and reflections after 
presenting the findings to another research group in the health faculty and 
the advisory group. This reflection helped me to revise, widen and 
deepen the understanding of the findings and contribute to the discussion 
on how the findings may open possibilities for alternative practices. 

In the whole process, I emphasised presenting the participants’ 
perspectives as faithfully as possible and further formulate findings in 
everyday language as close as the lived experience as possible (Fog, 2019; 
Lindseth & Norberg, 2004).  

4.4 Methodological considerations/Research 
rigour and quality (trustworthiness) 

The quality of research findings should be evaluated based on the extent 
to which one can establish trust and confidence in the findings (Lincoln 
& Guba, 1985; Polit & Beck, 2020) 

 Article I 
Transparency and methodological rigor increase the legitimacy of the 
findings in scoping reviews (Davis et al., 2009). Therefore, we 
emphasised describing the entire review process as precisely and clearly 
as possible. Support from a qualified librarian in the search strategy and 
quality assessment of the selected studies increased the trustworthiness 
of the review. Another enhancement is that the research team in sum had 
sufficient content and methodological expertise for the review 
(Colquhoun et al., 2014; Levac et al., 2010).  
We did not consult stakeholders during the review process. Doing so 
could have contributed to more nuanced results (Arksey & O'Malley, 
2005; Levac et al., 2010). 
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units’ care philosophies. The Regional Ethical Committee did however 
not allow for this method. 

The findings are presented with the participants’ quotations. It will 
however be the readers’ assessment with respect to decide if the findings 
are transferable to other contexts (Graneheim & Lundman, 2004). 

Dependability 
Dependability in qualitative research ‘refers to the stability or reliability 
of data over time and over conditions’ (Polit & Beck, 2020, p.569). A 
central question relevant for dependability is whether the findings would 
be repeated if the research had been conducted with the same (or similar) 
participants in the same (or similar) context? Duplicating this study 
would however be difficult. Qualitative interviews are a co-creation 
between two unique persons (Blaikie & Priest, 2019; Graneheim & 
Lundman, 2004; Kvale et al., 2015), in this project me as a researcher 
and the study participants, the patients and the care providers. 
Furthermore, location and time and the hermeneutic processes involved 
may result in other findings (Blaikie & Priest, 2019). I made however 
sure that all topis in the interview guides were covered in the interviews, 
the follow-up questions did though change based on the interviewees’ 
utterances and my improved knowledge of the phenomenon (Kvale et 
al., 2015). Aiming to strengthen dependability in the study, I have in the 
articles and in this thesis provided detailed explanations of all the steps 
in the research project (Blaikie & Priest, 2019). 

The interviews were conducted in the period of 2015 to 2018, all except 
one before the revision of the Mental Health Care Act on 1 September 
2017.  
I must therefore make certain reservations that the findings may have 
been different if the study were conducted now, based on eventual 
changes in practices after the change in law. There is however evidence 
that patients’ experiences of changes when such laws are being revised, 
are generally poor (Campbell et al., 2018). 
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transcribed text, as quotations may illustrate how well categories and 
themes cover data (Fleming et al., 2003; Graneheim & Lundman, 2004). 
In both empirical sub-studies, preliminary findings including quotations 
were incidentally presented to co-researchers, the advisory group and 
other research groups at the University (Graneheim & Lundman, 2004).  

Transferability 
Transferability is an aspect of trustworthiness that refers to whether the 
findings of the study can be transferred to similar contexts or are 
applicable to other groups (Polit & Beck, 2020). 
Replication of qualitative research is however not possible, based on 
different researchers in different locations and different times, and 
consequently the participants’ different characteristics and effect on each 
other and lately the hermeneutics processes involved in the research 
phases (Blaikie & Priest, 2019).  

An assumption for transferability is that there is a degree of congruence 
between the context in which the research was conducted and the one to 
which the findings are to be transferred (Blaikie & Priest, 2019).  
The two participating services were two of few Norwegian services that 
had implemented PIRs at the start of the study. Consequently, they do 
not represent Norwegian mental health services generally. They are 
however subject to the same general conditions, national directives and 
guidelines, and legalisation as other national mental health services. 
Nevertheless, the findings indicate that the two services’ discourses, e.g., 
organizational and cultural straits are in line with suitable services. 
Therefore, it will be relevant that the findings may call recognition and 
resonance in equivalent services (Blaikie & Priest, 2019).  

Furthermore, I have sought transferability all throughout the project by 
describing contexts, sample, data collection and analysis (Polit & Beck, 
2020). An extended insight of in the ward units’ contexts by participatory 
observation could have achieved increased understanding of the ward 
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interviews, and conducted the first part of the analysis – systematization 
and categorization – in collaboration with my main supervisor H.S. In 
the next steps, co-supervisor (R.N), and research colleagues Randi W. 
Aas (article I) and Kari Vevatne (articles II and III) engaged in the next 
steps of the analyses.  

4.6 Ethical considerations 

 Role as researcher 
As an experienced mental health nurse, I have experience executing 
restraint measures, and I understand the context of Norwegian mental 
health services. The familiarity with the research field may therefore be 
a challenge by risking taking the interviewees utterances for granted and 
thus not being enough curious and open to what they wanted to 
communicate. Therefore, I tried to focus on that risk both in the 
interviews and when I listened to them afterwards. I consider my stance 
as a researcher to be a combination of mediator of languages and a 
reflective partner (Blaikie & Priest, 2019, p. 45). Both stances reject the 
idea of detachment as my preunderstanding, marked by my interests, 
experiences, and assumptions, together with historical retrospectives, 
will have a bearing of the research results.  

Based on my theoretical and empirical background, I am trained in 
talking to other people about difficult issues. Even though I had reflected 
on my role as a researcher in the front edge, I experienced in some of the 
first interviews with the patients that I was tempted to act like a nurse, 
aiming to communicate hope. I discussed some interviews with one of 
the supervisors aiming to get feedback that could benefit coming 
interviews. 

Furthermore, I have tried to be conscious about my responsibility as a 
researcher regarding how I write about the participants, aiming to retain 
the original meaning of their statements through the analysis projects and 
further how I put things together (Carlsson et al., 2017; Fog, 2019).  
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Confirmability 
Confirmability is concerned with objectivity, that is whether the findings 
reflect the participants’ voices or the researchers’ biases and perspectives 
(Polit & Beck, 2020). My preunderstanding could therefore contribute to 
biases, therefore continuing reflections and discussion of the researcher’s 
role and presuppositions functioned to ensure confirmability. However, 
understanding is not possible independent of language and cultures 
(Fleming et al., 2003; Gadamer et al., 2010). The importance of having 
knowledge about practices in mental health services, both present and 
past, became especially central in the interviews with the patients, as 
some of their stories were painful and touching (Fog, 2019). That 
knowledge helped me to open and receive the patients’ stories with a 
compassionate approach. 

Authenticity  

Authenticity demonstrates the extent to which researchers in qualitative 
studies ‘fairly and faithfully show a range of different realities in the 
collection, analysis and interpretation of data’ (Polit & Beck, 2020, 
p.778). Authenticity may be challenged if there is not congruence 
between the degree of interpretation and level of abstraction. Therefore, 
we were aware of this issue and worked constantly with the necessity to 
secure that the descriptions of categories and themes were one the same 
level with respect to abstraction and interpretation.  
Furthermore, we increased the authenticity of the findings as we 
emphasised that the researchers’ account corresponded closely to the 
study participants’ account (Blaikie & Priest, 2019; Graneheim et al., 
2017). 

4.5 The researcher’s role 
My role in the project was to initiate and facilitate the working processes. 
I was responsible for the search processes to Regional Ethical Committee 
and NSD for approval of the study. I conducted and transcribed all the 
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interviews, and conducted the first part of the analysis – systematization 
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the next steps, co-supervisor (R.N), and research colleagues Randi W. 
Aas (article I) and Kari Vevatne (articles II and III) engaged in the next 
steps of the analyses.  

4.6 Ethical considerations 

 Role as researcher 
As an experienced mental health nurse, I have experience executing 
restraint measures, and I understand the context of Norwegian mental 
health services. The familiarity with the research field may therefore be 
a challenge by risking taking the interviewees utterances for granted and 
thus not being enough curious and open to what they wanted to 
communicate. Therefore, I tried to focus on that risk both in the 
interviews and when I listened to them afterwards. I consider my stance 
as a researcher to be a combination of mediator of languages and a 
reflective partner (Blaikie & Priest, 2019, p. 45). Both stances reject the 
idea of detachment as my preunderstanding, marked by my interests, 
experiences, and assumptions, together with historical retrospectives, 
will have a bearing of the research results.  

Based on my theoretical and empirical background, I am trained in 
talking to other people about difficult issues. Even though I had reflected 
on my role as a researcher in the front edge, I experienced in some of the 
first interviews with the patients that I was tempted to act like a nurse, 
aiming to communicate hope. I discussed some interviews with one of 
the supervisors aiming to get feedback that could benefit coming 
interviews. 
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did not during, or after the interview, register ‘breaks’, the phenomena 
that may occur if rules for communication in a defined context are 
violated (Fog, 2019). 

Taken into consideration ethical challenges regarding studying patients’ 
restraint experiences, I was particularly attentive to the interviewees’ 
emotional reactions during the interview. Furthermore, due to the 
researcher’s responsibility to the participants in the study – here people 
with severe mental health problems – we emphasised handling the data 
respectfully, especially interpretation of the data (Carlsson et al., 2017; 
Fog, 2019; Mason, 2018).  

Some of the participants were taciturn and presented some speech where 
there were some difficulties maintaining consistency during the 
interview. As this may imply risk of fragmentation of the participant’s 
intended meaning, we emphasised awareness about the importance of 
interpreting the participant’s responses in accordance with his or her 
intentions (Elo, 2008).  

 Consent and approvals 
According to Norwegian law, the study was formally evaluated by the 
Regional Committee for Medical and Health Research Ethics, REK, 
which deemed the study as outside of their responsibility because it was 
regarded as ‘health services research’ (2013/2359/REK south-east). 
Application for acceptance for participatory observation in the services’ 
ward units was however rejected because it was not feasible to receive 
formal informed consent from every participant in the mental health 
wards in which the research would take place. The Norwegian Social 
Science Data Service did, however, assess and approve the study (ref. 
no. 39122). Permission was granted from the university hospital and the 
mental health community centre prior to the study. 
In line with the Helsinki Declaration (World Medical Association, 2013), 
written and oral information was provided to the participants on their 
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 The interview situations 
The participants shared personal and challenging experiences in the 
interviews, especially the patients that related some of their restraint 
experiences to shame and guilt. In the interviews with the patients, I tried 
to be particularly conscious of the power imbalance between the 
interviewee and me (Fog, 2019; Kvale et al., 2015). Inspired by Gadamer 
et al. (2010) and Skjervheim (1996), I strived to take a ‘participant 
position’, focusing I – you and the matter itself, the contrary to an 
‘observer position’. As a researcher, I was therefore concerned with the 
participants’ right to set limits on what they wanted to talk about. If I 
asked any questions, they felt uncomfortable answering, they were 
encouraged to say so, as a few of the patients did. The information 
provided to the patients and care providers before inclusion in the studies 
are presented in Appendix III. 

As patients in mental health services are particularly vulnerable in 
interview situations based on their mental health state while being 
admitted and the power imbalance between them and me as a researcher 
(Carlsson et al., 2017; Fog, 2019), I therefore elaborate some ethical 
considerations regarding the interviews.  
I ensured that all the patient participants, both inpatients and outpatients, 
had the opportunity to talk with a professional clinician afterwards if they 
should need any, by doing concrete appointments with the respective 
leaders of the ward unit or the service. 
Several patient participants said in the end of the interview that they were 
glad to get an opportunity to contribute with their lived experiences. One 
of the women who had never been offered a PIR concluded that she had 
decided to tell her story one last time in the interview. Furthermore, she 
said that she hadn’t talked with others about what happened when she 
was restrained as she talked now with me about it. On reflection, after 
reading the whole interview again, my impression was that using time at 
the particular the time point, in her own home with another person who 
seemed to believe what she said, may have given her that experience. I 
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5 Findings 

The findings from the three sub-studies are summarized in this chapter. 

5.1 Post Incident Reviews – a potential for 
knowledge development, recovery promotion 
and restraint prevention (Article I) 

Article I reports findings from a scoping review where the aim was to 
identify the prevailing knowledge basis of PIRs. The research questions 
were: (1) How are PIRs defined and described? (2) How are PIRs 
conducted in practice, and what are possible variations in PIR use? (3) 
What are patients’ and care providers’ experiences on PIR? 
We found a dearth of studies exploring PIRs after use of restraints alone, 
so studies exploring PIRs after restraints and seclusion together were 
included. After systematically searching in multiple databases, twelve 
scientific publications matched the inclusions criteria. The included 
studies were conducted in the USA (5), Canada (3), England (2) and 
Sweden (2). They varied in methods and focus, and the findings were 
difficult to compare. The findings indicated however that S/R reduction 
programs including PIRs seem promising regarding reduction in 
frequency and duration of S/R in mental health services. PIRs were often 
found to be one of several components in restraint reduction programs, 
but there was no significant outcome related to PIRs alone.  
There were few studies exploring patients’ and care providers’ 
experiences and opinions of PIRs. The few participating patients 
reported satisfaction over being offered a PIR and in one study service 
users reported PIRs as helpful in the processing of the event. 
Furthermore, care providers reported PIRs to 1) be an opportunity to 
review restraint events, they would not have otherwise had, and 2) 
promote patients’ personal recovery processes, and 3) stimulate 
professional reflection on organizational development and care.  
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right to withdraw at any stage without explanations or consequences. To 
the patients, especially inpatients, it was essential to repeat the 
information about the study, that included the interview, analyses of the 
interviews and a given right to publish the results (Mason, 2018). 

 Anonymity 
Regarding anonymity, principles in Helsinki Declaration (2013) were 
followed in the entire study. The participants in the study were assured 
that their consent and anonymity were secured in the whole process.  
The contact information identifying the participants was kept locked in a 
cupboard in a locked room. Identifiable information that emerged in the 
interviews were unidentified in the transcripts. Participants were 
allocated pseudonyms in the articles. 
Particular attention has been paid to anonymising the participants’ 
utterances, aiming to protect individual participants from being linked to 
any particular meaning content. 
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of lack of influence as inpatients could be a relevant argument for the 
patients’ passivity in PIRs.  
Furthermore, care providers talked about their own uncertainty over how 
to conduct the PIR in an optimal way for all participants, but also moral 
uncertainty over whether PIRs were always appropriate for the patients. 
Structural and cultural conditions dealt with how the PIRs were 
conducted when coming to the practical arrangement in terms 
participants, timeframe, numerous imbalances, atmosphere and 
communication in the encounter.  
The care providers’ utterances regarding PIRs in the interviews indicated 
a spectrum reflecting both acknowledging and disciplinary approaches 
in their meetings with the patients. 

5.3 Post incident Reviews after Restraints, - 
Potential and Pitfalls (Article III) 

The aim of this sub-study (Article III) was to explore patients’ 
perspectives on participation in PIRs in relation to exploiting PIRs’ 
intentions. The research questions were (1) What are patients’ 
experiences and considerations about PIRs after restraint events? and (2) 
How do patients view PIRs’ potential for care improvement and restraint 
prevention?  
The analysis revealed two main themes. The patients experienced 
participation in PIRs as an arena for recovery promotion or PIRs as 
continuation of coercive contexts.  
PIRs as an arena for recovery promotion confirmed PIRs’ beneficial 
potential for the patients. Participants spoke about being strengthened in 
the PIR based on being prepared for the meeting after receiving 
information about the purpose of the PIR in advance and further 
experiences of PIR as an arena where their experiences and views were 
acknowledged. Furthermore, PIRs were considered as a possibility for 
processing the restraint event that several participants had experienced 
as physical and psychological infringement. None of the patients spoke 
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The conclusion was that PIRs have the potential to contribute to more 
professional and ethical practices regarding restraint promotion and the 
way restraint is executed. The PIR practices varied regarding 
participants, timeframe, form and content of the encounter. The review 
revealed a knowledge gap as patients’ and care providers’ experiences 
and considerations of PIRs were scarcely explored. Consequently, the 
findings provided a basis for article II and III. 

5.2 Post incident reviews - a gift to the ward or 
just another procedure? (Article II) 

Article II reports 19 multi-professional care providers’ experiences and 
considerations regarding post incident reviews after restraint in mental 
health care. The analysis revealed a tension between care providers 
experiencing PIRs to have a potential to improve care and the experience 
of struggling to get a hold of the patients’ voices in the encounter.  
The care providers experienced PIRs to have the potential to improve the 
quality of care through a) knowledge of other perspectives and solutions, 
b) increased ethical and professional awareness, and c) emotional and 
relational processing. The interviewees talked about both alternative 
coping strategies to the patients and alternative professional interactions. 
Furthermore, the care providers experienced PIR as a genuine venue for 
dwelling on the incident together with the patient and thus retrospective 
and prospective reflections. As a result, care providers considered this 
common reflection to contribute to more professional and individualised 
care. 
About half of the care providers had experienced struggling with getting 
a hold of the patients’ voices in PIRs. They believed this challenge to be 
connected to 1) patient related conditions 2) care provider related 
conditions and 3) structural and cultural conditions. Patient-related 
conditions were about the patient’s mental state and what the care 
providers perceived as difficult feelings after being restrained. In 
addition, care providers assumed that the patients’ previous experiences 
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knowledge and experiences from care receivers and care providers, a 
synthesis of the findings in the three sub-studies will be presented. 
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of damaged relationships related to the restraint event or processing 
relationships in the PIR.  
The processing dealt with getting the care providers’ comprehension of 
what had happened before the restraint decision and further their 
justification, and sometimes an apology for the care providers’ handling 
of the situation. PIRs were also considered as an arena for developing 
new coping strategies. The patients learnt to signal a need for support 
earlier and received thus the necessary individual support to manage their 
situation when they struggled.  
Patients who experienced PIRs as continuation of coercive contexts, 
spoke about not being sure if they had participated in PIRs or ordinary 
therapeutic consultations. Furthermore, they spoke about having no 
influence neither in the ward unit generally, that they considered was 
characterised by restrictive practices, nor in the PIR. Consequently, they 
considered participation in PIRs as meaningless and did not speak much 
in the encounter.  
The participants did also talk about PIR experiences that they 
characterised as being met as an object. They told about their feeling of 
fitting into a category in a practice that was experienced as manual-based 
as the PIR form did not cover what they felt the need to talk about. Lastly, 
the participants talked about being disappointed after the PIR based on a 
marginal timeframe and the form and content in the encounter. They 
expressed a need for living communication and closeness in the PIR. 
Documentation of the PIRs was not mentioned spontaneously in the 
interviews. By my request, one patient in Service 1 confirmed that she 
had received a copy of the report that documented the PIR in which she 
had participated.  

5.4 Synthesis of findings across sub-studies 
Based on the aim of this study – to explore PIRs’ potential to promote 
quality improvement in terms of human care values as participation – 
influence and collaboration according to the body of scientific 
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Table 4 shows how experiences from patients’ and care providers’ 
perspectives from a Norwegian context can contribute to the body of 
scientific knowledge by highlighting PIR’s potential to quality 
improvement in mental health services. However, the empirical articles 
did also reveal pitfalls regarding PIRs that we have not found in previous 
studies and consequently were not presented in our scoping review.  

The Scoping review (Article I) contributed to defining PIRs and further 
describing how PIRs were conducted in international practices. PIRs 
were commonly found to be one strategy in comprehensive S/R 
reduction programs in services based on human care philosophies.  
Furthermore, PIRs were conducted in different contexts, and in various 
ways when coming to either oral, or both oral and written evaluation, 
further participants, timeframe, and content. A supportive and non-
threatening atmosphere in the PIRs was suggested. Based on the included 
quantitative studies, we could not confirm PIRs’ contribution to the 
reported S/R reduction.  

In sum, the three articles come together to find PIRs to be a potentially 
beneficial procedure to both patients and care providers. A main theme 
in Article I and Article III was PIRs potential to support patients’ 
personal recovery processes. PIR’s potential to improve the quality of 
care, a main finding in Article II, may further support the patients’ 
recovery processes by increased professional and ethical awareness and 
care providers’ extended knowledge about the patients’ perspectives and 
solutions and thus more individual and adapted care.  
The three articles confirmed all the value of processing the restraint 
incident in the PIR. The processing dealt however with three 
perspectives/dimensions; (1) reviewing the incident by mapping what 
happened before and during the restraint event, aiming new perspectives 
and solutions in the future, (2) patients’ processing of the restraint event 
by increased understanding of what happened by getting the care 
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Table 4 Overview of findings (Articles I, II and III) 
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the empirical studies pointed at feasible restraint prevention as a result 
of patients’ new coping strategies and the improved quality of care. 
Based on the study’s design and limited number of participations, we 
cannot, however, conclude so.  

Considering quality development to include care providers’ competence 
development and patients’ involvement (Norwegian Health Directorate, 
2019; Norwegian Social and Health Directorate, 2005), the findings 
point to care providers’ experiences of PIRs as a tool to improve the 
quality of care, a main finding in Article II.  
Quality improvement in the services as an outcome of PIRs was only a 
finding in article I, as PIRs were found to stimulate professional 
reflection on organizational development and care.  

Based on the findings in the three sub-studies, an assumption for aiming 
the defined goals on PIRs (Goulet & Larue, 2016; Norwegian Health 
Directorate, 2017) is seeing PIRs as a part of a greater whole, here the 
services’ care philosophies and thus structural and cultural frames. 
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providers’ perspectives and further a possibility to give their feedback 
and (3) care providers’ possibility to present their grounds for using 
restraint and further processing their personal restraint related 
experiences. PIRs as beneficial regarding processing damaged 
relationships as suggested in Article I and II, was not reported from 
patients’ perspectives.  
Ethical dimensions were presented in all three articles. Articles I and II 
present PIRs to contribute to increased ethical awareness. The patient 
participants in article III pointed at ethical values through their longing 
for care providers’ recognition of the graveness of coercive measures and 
further being met as human beings in the PIRs.  

The empirical articles do however nuance the findings of the utility of 
PIRs, that were described in the scoping review. The findings in the 
empirical articles revealed the services’ failure to stimulate the patients’ 
engagement, and subsequently get a hold on the patients’ voices in the 
PIRs. Patients and care providers pointed at structural and cultural 
frames in the services, including the power imbalance, to influence the 
overall outcome of the PIRs. The varying experiences were dispersed at 
various ward units, which indicate that the stakeholders’ personal 
characteristics influenced on the experiences.  

Seeing the findings in this thesis related to the definition of PIRs (Goulet 
& Larue, 2016), the findings do first and foremost confirm ‘meaningful 
learning’ (p.212) for patients and care providers as an outcome of PIRs. 
The second goal in the definition of Goulet and Larue (2016), ‘enhancing 
the care experience’ was not a distinct finding in this thesis, even though 
(a few) patients’ experiences of processing the restraint event indicate 
this possibility. 

Related to the Norwegian aims of PIRs (Norwegian Health Directorate, 
2017), learning, prevention of new restraint events and quality 
development, the findings call attention to learning for patients and care 
providers as a pronounced finding. Both patients and care providers in 
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6 Discussion 

The overall aim of this study was to explore PIRs’ potential to promote 
quality improvement in terms of in terms of human care values such as 
participation, influence and collaboration, according to the body of 
scientific knowledge and experiences developed by care receivers and 
care providers in mental health services.  
In this section, I will discuss the three studies and the synthesis as a whole in 
light of relevant theory to get a comprehensive understanding in a higher 
level of the hermeneutic spiral (Dahlberg et al., 2008).  

6.1 Knowledge development – perspectives and 
assumptions 

Within a framework of human care philosophies, patients’ and care 
providers’ collaboration in the practical field may result in the 
development of new knowledge that may benefit both parties (Martinsen, 
2005; Slade, 2009). Slade (2009) claims that care providers’ task within 
a personal recovery perspective will be to support the patients’ inherent 
resources by working out more suitable coping strategies, as 
demonstrated in the empirical articles in this study. Coping strategies, 
which make the patient more independent, may support personal 
recovery processes such as empowerment, identity and hope (Leamy et 
al., 2011). According Martinsen (2003) independence must though not 
be mistaken for today’s ideal of autonomy, which devalues fellowship 
and solidarity – central values in care ethics. 
Most patients in sub-study III did not consider learning as a central 
outcome of the PIRs. Their experiences of being objectified together with 
the disciplining approach that emerged from care providers’ 
perspectives (Article II), indicate that the patients’ experiences were 
characterised by attitudes and practices in line with the traditional 
clinical recovery perspective. In light of Goffman’s theories, (Goffman, 
1961/1991) this perspective views patients’ learning as arising in the 
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‘reflection in action’ and ‘reflection on action’. ‘Reflection in action’ is 
reflecting in the midst of the action, often stimulated by surprise, while 
‘reflection on action’ is returning to the experience and thus reflection 
after the action is finished. ‘Our reflection on our past reflection-in-
action may indirectly shape our future actions’ (Schön, 1987, p.31). 
Schön’s theories seem suitable in this study’s context (mental health 
services) where new situations constantly occur – here possible or stated 
restraint events – where the legislation allows for interpretations and 
where knowledge regarding optimal care regarding prevention and 
managing restraint seems to be scarce described, at least in Norwegian 
professional textbooks.  
In light of Schön’s theories (1991), by ‘reflection on action’ in the PIRs, 
the care providers in this study received wider perspectives on the 
restraint event by hearing the patients’ perspectives of what happened 
and their views on alternative measures. Therefore, participation in PIRs 
may result in changing in attitudes, and further extended repertoire of 
alternative measures, and thus another competence in giving care in 
stressful occasions (Tronto, 1993). The care may consequently be 
conducted more in accordance with the patients’ needs, that includes to 
support the patients to apply their enlisted copings strategies (Slade, 
2009).  

As quality improvement and restraint reduction are strongly connected, 
as demonstrated in S/R reduction programs (Guzman-Parra et al., 2020; 
Huckshorn, 2004; Wieman et al., 2014), I will therefore pay attention to 
the fact that the two participating services neither based their practices 
on an explicit defined human care philosophy, nor had implemented the 
PIR procedure as a part of a S/R reduction program. Therefore, it is 
relevant to discuss whether inclusion of the other central core strategies 
(active leadership toward organizational change, using data to inform 
practice, developing the workforce, using S/R prevention tools, actively 
including consumers and advocates in the care setting) (Huckshorn, 
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form of correction. Care providers’ disciplining approach (Foucault, 
2001) may thus result in counter behaviour (Foucault, 1975; Goffman, 
1961/1991) in the form of patients’ active resistance, such as assaults and 
acting-out, or passivity and non-participation, the latter demonstrated in 
both of the empirical articles.  
According to Miller and Crabtree (2005), ‘a healing landscape is a 
learning landscape, a terrain where hope flourishes over time’ (p. 47). 
They underline the significance of a resource-oriented, learning-
oriented, and relation-centred approach as an assumption for the healing 
landscape, approaches that are in line with values in human care 
philosophies.  
In our scoping review (Article I),  we discovered the necessity of a 
supportive and non-punishing environment (Azeem et al., 2011; Bonner 
& Wellman, 2010; Goulet et al., 2018; Petti et al., 2001) and further 
implicit in the definition of Goulet and Larue (2016) that states that PIRs 
are to ‘enhance the care experience’ (p.212). The procedures in the 
participating services in this study did, however, not include 
recommendations about environment in the PIRs. Lack of a supportive 
environment may thus result in patients’ learning outcome in PIRs will 
be scarce (Faccio et al., 2020; Goffman, 1961/1991; Secker et al., 2004).  
The findings in the empirical articles, especially Article III, indicate that 
the patients’ expertise by experience in a low degree has been requested 
and taken into account in the participating services’ practices (Ekeland, 
2011; Slade, 2009). 

Learning for care providers as result of participation in PIRs may include 
listening to patients and colleagues and further reflection on own actions, 
that is claimed to be a central quality in knowledge production and 
professional development (Mann et al., 2009; Schön, 1987, 1991).  
Donald A. Schön (1991) introduced the concept of the ‘‘reflective 
practitioner’’ as he claimed that technical knowledge alone is not 
enough to solve complex problems on a daily basis. The reflective 
practitioner may extend their competence, and thus action options by 
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6.2 Tied to the role as passive patient, but still 
met with expectations about active 
participation? 

The results of the empirical studies indicate that care providers had 
expectations of active participation from the patients in the PIRs, who at 
the same time were dedicated to the system characterized by few 
opportunities to influence in other areas. Although mental health services 
have undergone major changes over the last decades, the participating 
services do still have features that may be compared to total institutions 
(Foucault, 2001; Goffman, 1961/1991). Despite public guidelines and 
laws claiming active participation when decisions should be taken, 
inpatients still report to be met with authoritarian attitudes and 
consequently marginal influence (Husum et al., 2019; Valenti et al., 
2014; Waldemar et al., 2018). In this study, similar experiences were 
expressed in the patients’ descriptions on their status as inpatients, the 
restraint incident itself and further in their participation in PIRs. The 
latter was illustrated by several patient participants’ experiences of the 
PIR procedure form as restrictive. Examples were missing possibilities 
to talk about themes beyond the form and further care provider 
participants in the encounter who in a low degree could contribute to 
clear up when different comprehensions of the restraint events emerged. 

According Larry Davidson et al. (2017), the purpose of mental health 
care is to empower the patients to take control and actively participate in 
decisions concerning their own treatment and care, that is supported by 
Norwegian authorities (Norwegian Health Directorate, 2014, 2017). 
According to Borge and Hummelvoll (2008); (2019), a premise for 
participation will however be pleasant surroundings characterised by a 
confirming atmosphere to facilitate learning, interaction and 
collaboration – processes that are fundamental to the personal recovery 
processes.  
The findings in the empirical studies point to the power-dependence 
imbalance in the relationships between patients and care providers as a 
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2004; Wieman et al., 2014) might enhance the findings with respect to 
the experienced utility of PIRs.  
Use of data to inform a practice that is regularly used to evaluate and 
discuss the services’ reported episodes of S/R may contribute to an 
extended understanding of variations in coercion, both in each ward unit 
and in the service as a whole. I did not, however, during the study period, 
request the services’ use of data as an additional strategy for restraint 
prevention. Further, previous studies do indicate that leadership towards 
organizational changes is an assumption for organisational changes. In 
this study, the patients’ experiences of minimal influence and the care 
providers’ uncertainty regarding PIRs indicate thus a need for attention 
to the two first phases in Tronto and Bernard’s care model (1993), ‘caring 
about’ and ‘taking care of’ (p. 106). That implies challenging the 
services’ managers with respect to the elements of care, such as 
attentiveness and responsibility (1993). This is related to mental health 
services, which attempt to facilitate organisational frames that include 
defining and articulating a mission and philosophy about S/R reduction 
and further enable care providers’ competence for care-giving (Tronto, 
1993) so as to ensure optimal conditions for patients, family members 
and care providers (Huckshorn, 2004).  

In this study, the patients’ experiences of minimal influence and the care 
providers’ uncertainty regarding PIRs indicate thus a need for attention 
to the two first phases in the care model (Tronto, 1993), ‘caring about’ 
and ‘taking care of’ (p 106). Consequently, responsible managers in the 
services must thus, by clear leadership (Huckshorn, 2004) and the ethical 
care elements attentiveness and responsibility (Tronto, 1993), stimulate 
to strengthen the patients’ inclusion in the care setting. Further, the 
responsibility includes to ensure that the care providers are given 
sufficient competence to conduct PIRs in a supportive and confidently 
environment. The care providers’ proposals in article II, that were 
professional reflection, information, education, and volume training in 
PIRs, should therefore be taken to account. 
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Nevertheless, the findings indicate patients’ basic scepticism regarding 
PIRs to be based on their previous experiencers as inpatients 
characterised by a clinical recovery perspective (Slade, 2009). Therefore, 
the findings, supported by Norwegian Health Directorate (2017) 
challenge the services’ practices regarding facilitation of patients’ active 
participation, not only in the PIRs, but in their treatment and care in 
general.  

6.3 Care providers in tension between coercive 
contexts and the authorities’ 
recommendations regarding recovery-
oriented practices 

Changing legal and policy contexts have created calls for new forms of 
decision-making by mental health care providers (Norwegian Health 
Directorate, 2014; Norwegian Ministry of Health & Care Services, 
1999). The patients have a pronounced right to participate in decisions 
regarding their own treatment and care, which implies different roles for 
care providers than those found within traditional clinical recovery 
perspectives (Slade, 2009). 
The findings in Articles II and III showed that care providers and patients 
had varied experiences and views of PIRs. The findings were however 
partially congruent as both groups raised the challenge of taciturn 
patients in the encounters. Some care providers indicated that they were 
attentive to the fact that structural and cultural conditions in the services 
could be an explanation for the patients’ passivity, but other care 
providers’ utterances in the interviews indicated that they strongly 
identified their roles to conditions described in the literature as coercive 
contexts (Sjöström, 2006). Patients were divided with respect to 
satisfaction with respect to their participation in PIRs, indicating that the 
individual care providers met the patients with different approaches in 
the PIRs and consequently had different levels of attention and 
competence with respect to the patients’ needs in the encounter 
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barrier to patients’ active participation in PIRs. According to Emerson 
(1962), the inpatient will be highly dependent on the care providers in a 
‘person-group relation’ as one, especially when involuntary admitted, 
has few or none other options to get what one needs outside the patient - 
care provider relation. Related to PIRs, information about the purpose 
and aim of PIR seems to increase the patients’ motivation for 
participation in the encounter, consequently the patient’s dependency 
may be reduced based on a common understanding. On the contrary, the 
care providers define the goals, and the patient may, because one has no 
alternative, adapt based on ‘the coercive shadow’ (Szmukler, 2015). 
In light of Emerson (1962), patients’ reported passive positions in the 
PIRs may thus be understood as cost reduction by defining PIRs as 
indifferent. A corresponding strategy may be the patient’s adjustment of 
one’s master status to a ‘psychiatric patient’ status (Goffman, 1961/1991; 
2009). By withdrawing or accepting the given identity as mentally ill, 
which opinions are not worth being requested, the patient may be less 
frustrated, but the power imbalance will not be changed (Emerson, 
1962). Pursuant to Emerson, a withdrawal strategy will be a disadvantage 
to the patient, which agenda will not be expressed in the PIR. The care 
providers’ advices and prepared plans may thus be ignored by the 
patients (Greenhalgh et al., 2015). 
Extension of the power network (Emerson, 1962) related to PIRs, may 
by including advocacy (Levy & Payne, 2006) peers, user consultants or 
other trusted persons empower the patient and thus reduce the  imbalance 
in the  power-dependence relationship (Ridley et al., 2018). Provided that 
the patient is comfortable with the support person, one may achieve a 
more supportive atmosphere in PIRs, which is suggested Article I. 
Emergence of status (Emerson,1962) associated with PIRs’ can be 
achieved by including the patient in the practical planning of PIRs and 
further striving for an ‘I  - Thou’ face-to-face meeting (Buber & Smith, 
2004; Skjervheim, 1996) with the care providers’ focusing the patient’s 
defined goals and further a common strategy sharing the responsibility 
for preventing new restraint events.  
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taken care of (Tronto, 1993). Failing to get close to the patient due to 
non-responsiveness may also open up the care providers’ vulnerability 
(Todres et al., 2014). They may find themselves in complex care settings 
characterised by moral and professional distress based on difficulties in 
knowing what is optimal to do according to meet the patients’ needs. 
Institutional constraints may thus impede their care exercise and it may 
be argued that the care providers ‘are trapped within an institutional 
model’ (Cowman et al., 2017, p.7) which consequently affect the 
treatment and care they can provide. According to Tronto (1993), 
inadequate resources and ignorance of care givers’ needs may result in 
care deficits where the care givers went their frustration and anger to the 
care receivers. To safeguard the care providers’ needs is therefore, 
pursuant to Martinsen (1990) and Tronto (1993), essential for 
maintaining their capacity for care-giving. That implicate again the 
authorities’ and services’ ‘caring about’ and ‘taking care of’ (Tronto, 
1993) to organise arenas where the care providers’ needs can be secured, 
such as competence development, that includes education and 
supervision, and further safeguard their personal needs to process 
restraint related events both individual and in ethics reflection groups 
(Hem, Molewijk, et al., 2018; Huckshorn, 2004; Mangaoil et al., 2018). 

6.4 PIRs as an arena for recognition  
An overarching aim in the revision of Mental Care Act (1999, latest 
revision 2017), was to increase the patients’ right of self-determination 
and legal protection in mental health services. Evaluation of all kinds of 
coercion, here through PIRs, is only one of the revisions, but it is still 
relevant to discuss PIRs’ eventual contribution to the overarching aim. 

Mechanical or physical restraints are violation of both human rights and 
all the four ethical principles, non-maleficence, beneficence, autonomy 
and justice, even though the care providers may give qualified grounds 
for their action (Beauchamp & Childress, 2009; United Nations, 1948). 
In light of Goffman (1961/1991) and Foucault and Sandmo (2000), the 
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(Martinsen, 2005; Tronto, 1993). As the participating services neither 
had recommendations in the procedures regarding the environment in 
PIR or declared themselves to base their practices on defined care 
philosophies as suggested in the scoping review, the individual care 
providers had the responsibility and position for creating the climate in 
the PIRs.  

Despite public recommendations to establish recovery-oriented practices 
in Norway, there are different comprehensions of the concept ‘recovery’ 
and thus consequences in practice and further lack of systematic 
guidelines for how to integrate recovery-oriented policies in the best way 
(Brekke, 2019; Slade, 2009). Care providers must therefore deal with 
competing priorities between demands from public recommendations, 
demands from the different service systems and service users’ 
organisations (Brekke, 2019; Le Boutillier et al., 2015; We Shall 
Overcome (WSO), 2021; Aarre, 2018).  
The public recommendations may, however, be experienced as 
incompatible. On the one hand they recommend recovery-oriented 
practices that focus on person-centred treatment and care, emphasising 
the patients’ liberty and right to participation. On the other hand, central 
authorities present constantly statutory regulations in line with the New 
Public Management (NPM) model that includes increased requirements 
for standardisation and duty of documentation (Goffman, 1961/1991; 
Aarre, 2018). Patients’ utterances regarding PIRs based on a form 
(Article III) and care providers stressing the services’ timeframes for the 
PIRs (Article II) can be understood as such examples on standardisation. 
According to Martinsen (2005), this standardisation will go beyond 
professional judgement and thus the quality of care, and consequently 
represent barriers to the patients’ personal recovery processes. 

The challenge of getting a hold on the patients voices in the PIRs, 
pursuant to Tronto (1993) lack of responsiveness from the care receivers, 
will consequently deprive the care providers opportunities to provide to 
‘caring well’ (p. 108) that requires that all phases of the care process is 
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acknowledge that without the patients’ responsiveness, one has failed to 
achieve the purposes of PIRs.  

The patient must therefore be invited into the meeting as someone whose 
personal expertise, views and goals are worth listening to. Pursuant to 
Todres et al.’s (2014) theories of re-humanisation, care providers strive 
to understand the ‘insider’ perspective, even though it can never be 
grasped absolutely. Todres et al. (2014) claim that the process of 
‘reaching towards’ the other person’s insiderness may be more important 
than knowing details about the other person. In this process, I suggest 
looking to Martinsen’s (2006) ‘the perceiving eye’, which means to 
include emotions and to see the other person in his or her integrity.  
According Todres et al. (2014), emphasising ‘insiderness’ provides ‘a 
concern for the well-being of the patient and this constitutes a caring 
power’ (p.7). 
Striving to understand more of the patient’s experiences may also 
support the patient’s experience of perceived dignity (Gallagher, 2004). 
Consequently, focus in PIRs will then be the patient’s and care providers’ 
common goals and not the patient’s bad behaviour as demonstrated in 
Article II. Further, the care providers inspired by Skjervheim (1996), will 
strive to meet the patients as participants in the PIR. Within a personal 
recovery perspective, the care providers must thus accept to deviate 
ones’ traditional expert role in the PIR and attempt to meeting the patient 
in a partnership relationship where care providers’ knowledge is 
deployed to support the patient’s self-management (Slade, 2009). By 
developing alternatives to using restraint in collaboration may also 
strengthen the other forms of humanization as togetherness, sense 
making and agency (Todres et al., 2009). As situations construct identity 
(Goffman, 1967/2005), the care providers’ role in the PIRs will in light 
of Todres et al. (2009) be to help the patient to nuance an eventually 
identity as confused, dangerous or mad, by supporting insiderness, and 
thus perceived dignity, in addition to sense-making if the restraint 
situation was unclear or without memories. 
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findings in the empirical sub-studies confirm the risk of dehumanisation 
based on the patients’ experiences of being met as an object in PIRs 
(Article III) combined with the care providers’ disciplining approaches 
referred in Article II.  
According Todres et al. (2009), dehumanisation takes place when 
humanizing dimensions as for example insiderness, agency and 
sensemaking are obscured. In light of Goffman’s theory of total 
institutions (1961/1991), there is a risk for all dehumanising dimensions 
(Todres et al., 2009) to appear in today’s mental health services, 
especially related to coercion. Being dehumanised causes the patient to 
suffer, resulting in increased risk of aggressive behaviour and further 
hampering the patients’ personal recovery processes (Carlsson et al., 
2006).  

In this study, both patients and care providers referred to what they 
considered to be successful PIRs regarding the dialogue and outcome. 
The findings in the three sub-studies point toward value dimensions 
which are described in personal recovery based practices (Leamy et al., 
2011; Slade, 2009), Todres et al. (2009) value framework and care ethics 
(Martinsen & Kjerland, 2006; Tronto, 1993) as pathways to re-
humanisation after traumatic and humiliating restraint related 
experiences.  
Patients’ motivation for participation in the PIRs was described as 
minimal (Article III). According to Slade (2009), a recovery-focused 
approach to patients in crisis – here by the risk of damage oneself or 
others – minimises the loss of personal responsibility during crises, to 
maintain hope during crises and support identity in and beyond the crises. 
Bringing those approaches into the PIRs, requires ethical values that 
according Martinsen (2005) arise in the relation and the practical 
situation. As dignity and being treated with respect are core values in 
care (International Council of Nurses, 2012), a starting point will be 
bringing these values into the context of PIRs. By drawing on care ethics 
that includes the power-dependence imbalance (Tronto, 1993), one must 



Discussion 

83 

acknowledge that without the patients’ responsiveness, one has failed to 
achieve the purposes of PIRs.  

The patient must therefore be invited into the meeting as someone whose 
personal expertise, views and goals are worth listening to. Pursuant to 
Todres et al.’s (2014) theories of re-humanisation, care providers strive 
to understand the ‘insider’ perspective, even though it can never be 
grasped absolutely. Todres et al. (2014) claim that the process of 
‘reaching towards’ the other person’s insiderness may be more important 
than knowing details about the other person. In this process, I suggest 
looking to Martinsen’s (2006) ‘the perceiving eye’, which means to 
include emotions and to see the other person in his or her integrity.  
According Todres et al. (2014), emphasising ‘insiderness’ provides ‘a 
concern for the well-being of the patient and this constitutes a caring 
power’ (p.7). 
Striving to understand more of the patient’s experiences may also 
support the patient’s experience of perceived dignity (Gallagher, 2004). 
Consequently, focus in PIRs will then be the patient’s and care providers’ 
common goals and not the patient’s bad behaviour as demonstrated in 
Article II. Further, the care providers inspired by Skjervheim (1996), will 
strive to meet the patients as participants in the PIR. Within a personal 
recovery perspective, the care providers must thus accept to deviate 
ones’ traditional expert role in the PIR and attempt to meeting the patient 
in a partnership relationship where care providers’ knowledge is 
deployed to support the patient’s self-management (Slade, 2009). By 
developing alternatives to using restraint in collaboration may also 
strengthen the other forms of humanization as togetherness, sense 
making and agency (Todres et al., 2009). As situations construct identity 
(Goffman, 1967/2005), the care providers’ role in the PIRs will in light 
of Todres et al. (2009) be to help the patient to nuance an eventually 
identity as confused, dangerous or mad, by supporting insiderness, and 
thus perceived dignity, in addition to sense-making if the restraint 
situation was unclear or without memories. 

Discussion 

82 

findings in the empirical sub-studies confirm the risk of dehumanisation 
based on the patients’ experiences of being met as an object in PIRs 
(Article III) combined with the care providers’ disciplining approaches 
referred in Article II.  
According Todres et al. (2009), dehumanisation takes place when 
humanizing dimensions as for example insiderness, agency and 
sensemaking are obscured. In light of Goffman’s theory of total 
institutions (1961/1991), there is a risk for all dehumanising dimensions 
(Todres et al., 2009) to appear in today’s mental health services, 
especially related to coercion. Being dehumanised causes the patient to 
suffer, resulting in increased risk of aggressive behaviour and further 
hampering the patients’ personal recovery processes (Carlsson et al., 
2006).  

In this study, both patients and care providers referred to what they 
considered to be successful PIRs regarding the dialogue and outcome. 
The findings in the three sub-studies point toward value dimensions 
which are described in personal recovery based practices (Leamy et al., 
2011; Slade, 2009), Todres et al. (2009) value framework and care ethics 
(Martinsen & Kjerland, 2006; Tronto, 1993) as pathways to re-
humanisation after traumatic and humiliating restraint related 
experiences.  
Patients’ motivation for participation in the PIRs was described as 
minimal (Article III). According to Slade (2009), a recovery-focused 
approach to patients in crisis – here by the risk of damage oneself or 
others – minimises the loss of personal responsibility during crises, to 
maintain hope during crises and support identity in and beyond the crises. 
Bringing those approaches into the PIRs, requires ethical values that 
according Martinsen (2005) arise in the relation and the practical 
situation. As dignity and being treated with respect are core values in 
care (International Council of Nurses, 2012), a starting point will be 
bringing these values into the context of PIRs. By drawing on care ethics 
that includes the power-dependence imbalance (Tronto, 1993), one must 



Conclusion 

85 

7 Conclusion 

This thesis, that includes scientific knowledge and experiences from care 
receivers and care providers, contributes to an extended knowledge basis 
of PIRs after use of restraints in mental health services. 
PIRs were found to be beneficial to patients and care providers, however 
pitfalls were revealed, as both dialogical and authoritarian approaches in 
the PIRs were identified. 
One main finding is that participation in PIRs may be helpful to both 
patients and care providers with respect to (1) developing knowledge in 
collaboration and (2) processing the restraint event. Provided a 
supportive atmosphere in the PIRs, the encounter may be an arena for 
patients’ personal recovery processes, recognition and rehumanisation 
after being restrained.  
For care providers, PIRs were reported to improve the quality of care by 
increased professional and ethical awareness and knowledge about each 
patient’s preferences for support when crisis occur. The care providers 
did also find PIRs helpful with respect to emotional and relational 
processing, which helped them to decrease restraint related stress.  
Considering this thesis’ findings, Norwegian authorities’ intentions with 
the PIR procedure, learning, prevention of repeating restraint episodes 
and quality development seem only to be partly fulfilled as the care 
providers struggled to get hold on the patients’ voices in the PIRs.  
Internationally, PIRs are commonly implemented as one core strategy in 
S/R reduction programs that report promising results regarding S/R 
reduction. PIRs in the participating services were implemented as an 
isolated procedure, and the importance of conducting PIRs in a 
supportive atmosphere were not included in the procedures. The findings 
did also indicate that the intentions with PIRs not were fulfilled in 
services that still seem to base their practices on clinical recovery 
perspectives. Therefore, the findings indicate that facilitating PIRs an 
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Altogether, the findings in the three sub-studies indicate PIRs to be an 
arena for recognizing the patients by questioning and valuing the 
patients’ expertise-by-experience. Consequently, the patients’ personal 
recovery processes may be strengthened and further contribute to more 
authentic care. The latter comprise strengthening the patient’s self-
determination as one’s individual preferences regarding restraint 
prevention and restraint handling are expressed in the meeting and 
documented in care plans. Alternative solutions and perspectives may 
also strengthen the patients’ legal protection based on development of 
more gentle measures aiming restraint prevention and therefore 
increased protection against ‘degrading treatment and punishment’ 
(United Nations, 1948, Article 3). 
Recognition may however also include a need for the care providers’ 
recognition of grievousness of using restraint that was in demand in 
article III and further confirmed in the literature (Ellingsdalen, 2016; 
Husum et al., 2019). 

Consequently, conducting PIRs based on humanising values may be an 
arena for patients’ rehumanising and thus recognition and perceived 
dignity. Furthermore, by receiving responsiveness from the patients, the 
care providers get an opportunity to change approaches and measures 
aiming to provide a more ethical and person-centred care (Tronto, 1993). 
Striving to promote the value dimensions in PIRs may, however, be 
useless if treatment and care take place in a context where a care 
philosophy is unclear or absent.  
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8 Implications 

8.1 Implications for clinical practice 
The findings show that PIRs after restraint events, including patients and 
care providers, can be helpful procedures due to their potential to 
improve the quality of care and to support patients’ personal recovery 
processes. As PIRs were found to be conducted both with authoritarian 
and dialogical approaches, the following suggestions will improve PIR 
practices.  

PIR procedures should be integrated in a framework of quality 
improvement, service development and treatment philosophies. They 
should not be implemented as an isolated procedure. 
Responsible managers in the services must thus, through clear leadership 
and the ethical care elements of attentiveness and responsibility, ensure 
that care providers are given sufficient competence to conduct PIRs in a 
supportive and confidential environment. Care providers’ proposals in 
article II, which contained professional reflection, information, 
education, and volume training in PIRs, should therefore be considered.  

The services’ procedures should initially emphasize the significance of 
conducting PIRs in a supportive, non-punishing environment. Patients 
should be offered PIRs in both oral and written form. The timepoint for 
PIRs should be considered by assessing the patient’s mental health and 
further be agreed upon in line with the patient’s preferences. The power 
imbalance in the PIR should be decreased through awareness regarding 
number and roles of the participants. The patient should be supported in 
the encounter by advocacy, a peer, a family member or another trusted 
person.  

Safeguarding the care providers’ needs is essential for maintaining their 
capacity for caregiving. This implicates again that the services’ managers 
must take responsibility to organise arenas where the care providers’ 
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optimal way should be the PIR procedure integrated with quality 
improvement, service development and treatment philosophies.  
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be conducted in services that declare their practices to be based on 
defined human care philosophies.  

The power-dependent imbalance is conspicuous in mental health 
services. Patients’ experiences of PIRs including advocacy or peers in 
PIRs should therefore be further explored. 

Care providers in this study referred mostly to women as patient 
participants in the PIRs. Also, requirements of interview participants 
among the patients resulted in only one man participating. Therefore, 
PIR’s form and content should further be explored from a gender 
perspective. 

The findings in the empirical studies did not include PIRs to contribute 
to organizational development as suggested i Article I. As PIRs seem 
promising regarding care improvement and S/R reduction, organisational 
consequences should therefore be explored.  

 

 

Implications 

88 

needs can be secured, such as competence development that includes 
education and supervision and further safeguards their personal need to 
process restraint-related events. 

Consequently, conducting PIRs based on humanising values may be an 
arena for patients’ rehumanising and thus recognition and perceived 
dignity. Further, by receiving responsiveness from the patients, the care 
providers get an opportunity to change approaches and measures aiming 
to provide a more ethical and person-centred care. Striving for promoting 
the value dimensions in PIRs may however be useless if treatment and 
care take place in a context where a care philosophy is unclear or absent.  
Therefore, the findings challenge the services’ practices regarding 
patients’ active participation, not only in the PIRs, but in their treatment 
and care in general.  

8.2 Implications for further research 
This study has illuminated both beneficial outcomes and pitfalls 
regarding PIRs as a procedure after the use of restraint in mental health 
services. The findings contribute to the body of knowledge regarding 
PIRs, yet further research is needed.  
The following themes regarding PIRs are unexplored:  

How is the legal mandate with respect to PIRs from 2017 followed in 
Norwegian mental health services in respect to practical implementation 
that includes how often PIRs actually are used after restraint events.  
We do not have knowledge about how PIRs are documented and 
implemented in care plans. Of vital interest is how the patients’ voices 
are included and how the new lessons and suggested alternative measures 
are followed up on in the milieu therapy. 

As the findings indicate the services’ care philosophies to influence 
stakeholders’ experiences and opinions of PIRs, a similar study should 
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Therefore, the findings challenge the services’ practices regarding 
patients’ active participation, not only in the PIRs, but in their treatment 
and care in general.  

8.2 Implications for further research 
This study has illuminated both beneficial outcomes and pitfalls 
regarding PIRs as a procedure after the use of restraint in mental health 
services. The findings contribute to the body of knowledge regarding 
PIRs, yet further research is needed.  
The following themes regarding PIRs are unexplored:  

How is the legal mandate with respect to PIRs from 2017 followed in 
Norwegian mental health services in respect to practical implementation 
that includes how often PIRs actually are used after restraint events.  
We do not have knowledge about how PIRs are documented and 
implemented in care plans. Of vital interest is how the patients’ voices 
are included and how the new lessons and suggested alternative measures 
are followed up on in the milieu therapy. 

As the findings indicate the services’ care philosophies to influence 
stakeholders’ experiences and opinions of PIRs, a similar study should 
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Post-incident review after restraint
in mental health care -a potential for
knowledge development, recovery
promotion and restraint prevention.
A scoping review
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Abstract

Background: Use of physical restraint is a common practice in mental healthcare, but is controversial due to risk of
physical and psychological harm to patients and creating ethical dilemmas for care providers. Post-incident review
(PIR), that involve patient and care providers after restraints, have been deployed to prevent harm and to reduce
restraint use. However, this intervention has an unclear scientific knowledge base. Thus, the aim of this scoping
review was to explore the current knowledge of PIR and to assess to what extent PIR can minimize restraint-related
use and harm, support care providers in handling professional and ethical dilemmas, and improve the quality of
care in mental healthcare.

Methods: Systematic searches in the MEDLINE, PsychInfo, Cinahl, Sociological Abstracts and Web of Science databases
were carried out. The search terms were derived from the population, intervention and settings.

Results: Twelve studies were included, six quantitative, four qualitative and two mixed methods. The studies were
from Sweden, United Kingdom, Canada and United States. The studies’ design and quality varied, and PIR s’ were
conducted differently. Five studies explored PIR s’ as a separate intervention after restraint use, in the other studies, PIR
s’ were described as one of several components in restraint reduction programs. Outcomes seemed promising, but no
significant outcome were related to using PIR alone. Patients and care providers reported PIR to: 1) be an opportunity
to review restraint events, they would not have had otherwise, and 2) promote patients’ personal recovery processes,
and 3) stimulate professional reflection on organizational development and care.

Conclusion: Scientific literature directly addressing PIR s’ after restraint use is lacking. However, results indicate that PIR
may contribute to more professional and ethical practice regarding restraint promotion and the way restraint is executed.
The practice of PIR varied, so a specific manual cannot be recommended. More research on PIR use and consequences is
needed, especially PIR’s potential to contribute to restraint prevention in mental healthcare.
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Background
Restraint is frequently used in mental healthcare in west-
ern countries, despite the lack of studies supporting the
practice [1, 2]. Restraint is defined as mechanical or
physical action, often using straps, belts or other equip-
ment, intended as a last resort to hold patients in order
to prevent self-injury, injuries to others, or significant
damage to the environment [3]. Laws related to mental
health state that the ethical principles of “proportio-
nality” and “purposefulness” must be considered when
restraint is used [3]. The principle of proportionality
requires that the level of coercive measures is restricted
to what is least required for that patient and that situ-
ation, and the principle of purposefulness means that co-
ercive measures can only be used when clearly specified
reasons have been stated in advance. Furthermore, the
patient’s needs and preferences must be taken into
consideration and supported by evidence.
The use of restraint is controversial due to the possible

negative consequences, including infringement of patients’
autonomy and liberty and the risk of physical and psycho-
logical harm to patients and care providers [4–6].
Health care providers should base their practice on

respect for fundamental human rights, preserve patients’
integrity and dignity and treat them with care and
respect [7, 8].
Cases in which restraint use seems inevitable can chal-

lenge this position as ethical principles may conflict with
each other. For example, the principle of autonomy may
conflict with the principle of inflicting harm (maleficence)
in a case where a patient may cause physical harm to him
or herself or to others [9]. Thus, ethical and professional
imperatives point towards developing reflexive practices
aimed at avoiding unnecessary restraint, improving the
execution of restraint and helping patients maintain hope
and identity during crises [10].
Despite the widespread use of restraint and the associ-

ated risks, few studies examine restraint from the per-
spectives of care and treatment planning. Restraint use
is, therefore “an area that begs for research into alterna-
tive methods of assessment, caregiving, and treatment
planning” ([7], p.11).
Internationally, a growing literature supports imple-

mentation of different strategies to reduce both seclu-
sion and restraint (S/R) [11, 12]. For example, to prevent
S/R, Huckshorn recommends implementing six core
strategies in care environments, based on the principles
of recovery: 1) workforce development 2) rigorous
debriefing 3) leadership in organisational changes 4) use
of data to inform practice 5) use of S/R prevention tools
and 6) full inclusion of patients and families [13, 14].
Studies on the outcomes of programmes using these
core strategies seem to offer promising results for S/R
reduction in mental healthcare [11, 12, 15].

However, it is difficult to assess how much different
interventions contribute individually to these supposedly
promising results.
One of the core strategies - rigorous debriefing, has

been demanded from patients and care providers after re-
straint incidents for several years [16–19]. Debriefing was
originally a procedure used with ambulance personnel
after exposure to traumatic situations in their work and
was later expanded for use as an early intervention proto-
col for individuals exposed to a wider range of potentially
traumatic events. Due to conceptual confusions and
methodological issues, experts have not reached consen-
sus on the value of debriefing [20].
William Fisher [21] however, described two main var-

ieties of debriefing after critical incidents in mental
healthcare: 1) debriefing with care providers alone, in
post-incident analysis aimed at evaluating what could
have been done differently and making short-term plans
to avoid repeating restraint use; 2) debriefing for patients
and care providers together, consisting of a detailed
behaviour analysis of the events preceding restraint use
by both parties. Due to the demands of user partici-
pation in mental healthcare and national guidelines on
debriefing that include both patients and care providers,
this review considers the later type of debriefing. Among
the many terms used to refer to interventions after re-
straint are: debriefing procedures, post-event discussion
and post-event analysis [22]. However, we have adopted
the concept of post-incident reviews (PIR) used by
Bonner and Wellmann [23], with the acronym “PIR”.
PIR may be a promising intervention for care planning

and S/R reduction in mental healthcare. On this basis,
several countries have formalised the use of PIR s’ for
patients and care providers together [12]. However, the
knowledge base of this requirement is vague, and there
seems to be a lack of systematically-summarised know-
ledge on both the various PIR procedures available and
an evaluation of their benefits and dilemmas in patient
treatment [22]. This situation creates a need for state of
the art of existing knowledge. The aim of this scoping
review is to explore knowledge of PIR after restrains in
the scientific literature and to assess to what extent can
PIR s’ minimise restraint-related patient harm, support
care providers in handling professional and ethical
dilemmas and improve the quality of care in mental
healthcare. More specifically, we ask: (1) How are PIR s’
defined and described? (2) How are PIR s’ conducted in
practice, and what are possible variations in PIR use? (3)
What are patients’ and care providers’ experiences of
PIR? Finally, the question of what are the implications of
reviewing the use of PIR as a tool that might benefit
both patients and care providers is discussed by drawing
on a recovery-oriented framework [10] and the humanising
care approach to nursing and ethics [24]. This approach is
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chosen because of its potential to mitigate consequences
like retraumatization and dehumanization after restraint
events to the patients [5, 6]. A recovery-oriented framework
emphasising personal recovery “involves living as well as
possible” in spite of any mental health issues [10], and
includes maintaining hope during crises [10]. Within this
framework, care providers may be more likely to consider
the patient as a human being in their entirety, and conse-
quently consider the patient to be jointly responsible for
finding alternative approaches to restraints, based on the
patient’s resources and former experiences. A humanizing
care approach “provides eight philosophically informed di-
mensions of humanization, which together, form a frame-
work that constitutes a comprehensive value base for
considering both the potentially humanizing and dehuman-
izing elements in caring systems and interactions” [24]. We
consider this approach might be useful to support care
providers in preserving patients’ integrity and dignity, even
if use of restraint becomes inevitable.

Methods
To examine the body of knowledge on PIR s’, we carried
out a scoping review following Arksey and O’Malley’s
methodological framework constituting a five-stage
approach. The scoping review proved to be suitable
for defining and describing, as well as identifying
practical implications, variations and experiences with
PIRs’. Furthermore, it allowed for a broad approach to a
topic of interest, as well as inclusion of studies regardless
of their methodological design identifying research gaps
and summarizing findings of research [25, 26].

Stage 1: identifying research questions
Initially, we performed a broad search for PIR in the
available scientific and professional literature, public
documents and guidelines. After becoming familiar with
the literature, we developed the three research questions
to guide the review.

Stage 2: identifying relevant studies
Systematic literature searches were carried out in
September 2016 – May 2018 in five databases: Medline,
PsychInfo, Cinahl, Sociological Abstracts and Web of
Science. The search centred on three main concepts: 1)
restraint; mechanical OR physical, AND 2) psychiatric OR
mental, AND 3) post-incident review OR debriefing. The
search terms, including Medical Subject Headings (MeSH
terms) and synonyms for each of the main concepts were
combined with OR. The search yielded 40 sources after
duplicates were removed (see Fig. 1).

Stage 3: study selection
The original aim of the review was to describe any
available scientific knowledge on PIR after restraint

alone, given that restraint and seclusion differ in terms of
their legality and application, as well as their therapeutic
and ethical consequences. In examining the literature,
however, it quickly became clear that only a few publi-
cations fulfilled the criterion regarding restraint alone, so
we changed the inclusion criteria in line with scoping
review methodology [26]. The focus in this review will
be on PIR s’ after restraint, even though some publica-
tions (n = 7) explore restraint and seclusion together.
Figure 2 presents an overview over inclusion, − and
exclusion criteria.
Two authors (U.E.H. and H.S.) independently reviewed

all the abstracts and keywords using the inclusion and
exclusion criteria. Any studies that were disagreed upon
were further discussed, and a consensus was reached for
all the articles included.
In addition, an ancestry approach was performed,

reviewing and scrutinising reference lists from the retrieved
full-text articles and review articles where other aspects of
debriefing procedures were illuminated [22, 27] to detect
any additional articles not identified in the computerised
literature search [25]. This approach led to the inclusion of
two more publications.
Arksey and O’Malley do not require a quality appraisal

of the studies included in their review [25], but that
approach is disputed [28]. In order to strengthen the qua-
lity of our review, we did choose to evaluate the studies.
The qualitative studies were evaluated following Polit

and Beck [29]. Weaknesses in publications were iden-
tified, including a lack of theoretical integration and
descriptions of the study population, analysis processes

Fig. 1 Study selection process
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and risk of bias. Evaluation of the quantitative publica-
tions was based on narrative descriptions as none of the
publications was comparable regarding design and out-
come, so equal quality criteria could not be used.

Stage 4: capturing the data
We employed an inductive approach in the analysis and
synthesis of this review [30] Using NVivo 11 software
[31], we carefully read the publications and examined
their content related to the research questions. Study
characteristics and manifest content, i.e. content close to
the text [32] were identified regarding the first and second
research questions, placed in a matrix and then compared
for equality and differences.

Stage 5: collating, summarising and reporting the results
The search for outcomes related to research question 3
that could deal with both measurable effects on S/R
reduction and patients’ and care providers’ experiences
consisted of two steps. The results from quantitative
publications were ordered into a matrix for comparison.
Experiences presented in qualitative publications were
examined to identify common categories and, with some
degree of interpretation, find themes across studies [30].

Results
Study characteristics
We included 12 empirical scientific studies in the review,
including four qualitative studies [16, 33–35], six quanti-
tative studies [21, 23, 36–39], and two studies using
mixed methods [40, 41]. Only five publications reported
on empirical research studies directly addressing of PIR
[16, 23, 33, 40, 41]. The others described S/R reduction
projects in which PIR were a component or an estab-
lished or requested intervention between patients and care
providers (thus implicitly described). Table 1 includes a
description of the included publications.

How are PIR s’ defined and described?
Table 2 includes an overview of the results of research
question 1. The term PIR is defined in two publications
[33, 41], but descriptions of PIR indicate systematic
intervention by using words as “rigorous problem solv-
ing”, “detailed behaviour analyses”, “chain analyses” etc.
The purpose of conducting PIR was to learn how to pre-
vent S/R through gentle, individual interventions such as
talking or going for a walk and to identify and mitigate
S/R-related patient harm.
Two definitions of PIR s’ are related to both restraint

and seclusion but vary on some points [33, 41]. Goulet
and Larue define PIR as ‘a complex intervention, taking
place after an SR episode and targeting the patient and
healthcare team to enhance the care experience and pro-
vide meaningful learning for the patient, staff, and orga-
nisation’[41,p.212]. This definition indicates that PIR are
learning tools not only for patients and care providers,
but also organisations. Additionally, PIR s’ was usually
based in public S/R reduction or quality improvement
programmes. The stated treatment philosophies were (7
of 12 publications) strength-based, person-centred,
trauma-informed and recovery-oriented.

How are PIR s’ conducted?
The review showed that descriptions of how to conduct
PIR s’ in practice varied in participants, timeframe, form
and content of the conversation (Table 3).

Participants
All publications, except one [16], defined the partici-
pants in PIR. In all the publications, patients and care
providers participated in PIR, but the composition of
care providers varied somewhat. The procedures in-
volved participation by care providers who were both
directly and not directly involved in the S/R incidents.
Additionally, one procedure suggested including the
treatment team, attending physician/psychiatrist and
management representative [38]. In two of the most

Fig. 2 Overview over inclusion, − and exclusion criteria
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Table 1 Description of the included publications

First
author
Date

Nation Design/method Aim Setting and sample Age group Intervention

Petti
2001

United
States

A combination data collection
applying semi-structured interviews
and a cross-sectional questionnaire
on debriefing incidents

Explore role of PIR in
a S/R reduction project

81 incidents, both
patients and staff

Children
and
adolescents

Restraints
and
seclusion

Bonner
2002

United
Kingdom

Descriptive pilot study Semi-
structured interviews

Evaluate feasibility and
helpfulness of PIR after
restraints

Patients (N = 6) Staff
(N = 12)

Adults Restraints

Fisher
2003

United
States

Cross-sectional study of patients
and staff at clinic
Observational design using
questionnaire and register data
from the clinic and the whole
state (reference group)

Describe the results
of a program to reduce
S/R rates in a mental
health hospital

Patients (N = 148;
25% response rate)
Staff (N = 112; 15%
response rate)

Adults Restraints
and
seclusion

Ashcraft
2008

United
States

Evaluation study with 58-month
follow-up, implementing a new
organisational program including
PIR in two crisis clinics
Registration of S/R rates

Reduce S/R use to zero
S/R events

Two urban crisis centres,
one small and one large

Adults Restraints
and
seclusion

Bonner
2010

United
Kingdom

Cross-sectional study assessing
agreement on 6 statements
(on a 7-point Likert scale)

Evaluate whether staff
and patients found PIR
helpful after restraint
incidents

Patients (N = 30) Staff
(N = 30)

Adults Restraints

Azeem
2011

United
States

Descriptive study using medical
records reviewed over 33months

Determine the
effectiveness of six core
strategies based on
trauma-informed care
at reducing S/R

Psychiatric hospital.
Medical records
(N = 458)

Children
and
adolescents

Restraints
and
seclusion

Azeem
2015

United
States

Descriptive longitudinal study
using register data on restraints
incidents over 10 years at one clinic

Assess restraint reduction
rates over 10 years in
a clinic that implemented
a restraint prevention
programme

52-bed psychiatric
hospital

Children
and
adolescents

Restraints

Lanthen
2015

Sweden Descriptive design Interviews Examine patients’
experience of mechanical
restraints and describe
the patient care received

Former psychiatric
patients. (N = 10)

Adults Restraints

Ling
2015

Canada Descriptive study
Audits of a sample of patient
charts containing post-restraint
event patient debrief forms

Examine PIR data to
understand patients’
experiences before,
during and after restraint
events

Audits (N = 55) Adults Restraints

Riahi
2016

Canada Retrospective register data study:
registration of S/R episodes,
number and average time over
a 36-month evaluation period

Describe the process
and value of
implementing the six
core strategies

Specialized, tertiary
mental health care
facility with 326 beds

Adolescents Restraints
and
seclusion

Gustafs-
son 2016

Sweden Descriptive design Interviews Describe nurses’
thoughts and experiences
of using coercive
measures during forensic
psychiatric care

Nurses (N = 8) Adults All kinds of
coercion

Goulet
2017

Canada Pilot study with case study design
Individual semi-structured interviews
with patients and staff
Pre-post study assessing the
prevalence of seclusion and
restraint before and after PIR

Evaluate a PIR intervention
implemented in an acute
psychiatric care unit

Interviews:
Patients (N = 3)
Staff (N = 12)
Pre-post study:
Anonymised
administrative data
(N = 195 admissions)

Adults Restraints
and
seclusion
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recent selected publications, inter-professional teams
and patients decided with whom patients felt most com-
fortable meeting in PIR [33, 41].

Timeframe
Based on the time of conducting PIR, two approaches and
procedures were described: first, within a timeframe
expressed in hours; and second, when the patient was
considered mentally capable of participating. Stakeholders’
viewpoints on the appropriate time were reported in two
publications [35, 41]. One publication discussed patients’

viewpoints (n = 3) and proposed PIR 1 week after the SR
episode; however, it was unclear whether the three
patients agreed on the issue [41]. Care providers’ state-
ments varied from asserting that PIR should be conducted
within a certain timeframe to claiming ‘too much time
must not have passed’ [35], or allowing wide variability in
practice by minutes, hours, days and weeks [41]. Later
care providers related this flexibility to when they consi-
dered the patients ready to talk about S/R and, in some
cases, when the care providers themselves felt emotionally
available. One publication referred: ‘With patients, you

Table 2 Definitions and descriptions of PIR

First author
Date

Definitions Descriptions

Purpose Theoretical foundation
or recommendations

Care philosophy

Petti 2001 Systematic debriefing S/R reduction Public recommendations Strength-based care

Bonner
2002

After-incident support

Fisher 2003 Detailed behaviour analysis Mapping of patients’ and staffs’
views on S/R events and
thereby S/R prevention

Public S/R reduction
programme

Person-centred care

Ashcraft
2008

Chain analysis Capturing of the viewpoints
of patients who have
experienced S/R

Public S/R reduction
programme

Recovery-oriented care

Bonner 2010 Discussion of events at patients’
own pace in a nonthreatening
way

NICE guidelines

Azeem
2011

Rigorous problem solving S/R prevention Public S/R reduction
programme

Trauma-informed and
Strength-based care

Azeem
2015

Chain analysis of incidents Restraint prevention Public S/R reduction
programme

Recovery-oriented,
person-centred and
strength-based care

Lanthen
2015

Quality and safety education
for nurses project

Person-centred care

Ling 2015 ‘an opportunity to talk
about feelings, reactions,
and circumstances
surrounding an inpatient’s
restraint experience, from
the inpatient’s perspective’(p. 387)

‘an opportunity for clinicians
to assess inpatients and
determine necessary follow-up
care’(p.387)

Public S/R reduction
programme

Riahi 2016 Formalised service-user
debriefing

Exploration of events from
patients’ perspectives to
mitigate adverse S/R-related
effects and use the lessons to
inform future practice

Public S/R reduction
programme

Recovery-oriented and
trauma-informed care

Gustafsson
2016

Establishment of a
communication forum for
nurses and patients

Goulet
2017

‘a complex intervention,
taking place after an SR
episode and targeting the
patient and healthcare
team to enhance the
care experience and
provide meaningful
learning for the patient,
staff, and organization’ [37]

Obtaining of patient feedback
on their SR experiences

Bonner’s model (2008)

Notes: Empty cells = not described
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have to wait for the dust to settle, for yourself, but espe-
cially for them. If you do it the day after it’s like pushing a
button and triggering something that hasn’t completely
healed’ ([41], p.216).

Form and content of the conversation
All the procedures described face-to-face meetings, while
some procedures included a written evaluation in addition
or as an alternative [33, 34]. Furthermore, descriptions of
PIR emphasised a supportive, non-threatening atmosphere
[23, 37, 40, 41].
Regarding PIR content itself, we found some differences

in the procedures concerning questions for participants.
All the procedures ensured that participants were asked
about antecedents or triggers, any actual S/R incidents

and possible alternatives for de-escalation in similar situa-
tions. Care providers were asked whether they could have
handled the situation in another way, while that question
was posed to patients in only three publications [33, 36,
41]. Finally, patients were asked about their emotional
reactions in various ways, ranging from open-ended
questions about feelings to direct questions about level of
feelings, safety during procedures, maintenance of privacy
and dignity [16, 33, 34, 36, 41]. Patients could thus express
the need for after-incident care. One publication referred
to the possibility of using PIR as a tool for the mutual
sharing of emotions between patients and care providers,
with the aim of opening a dialogue that ‘perhaps creates
an even stronger bond of trust between patients and
nurses’ ([41], p.216).

Table 3 How is PIR conducted?

First author Date Participants Time Content of PIR

Petti 2001 Nursing staff other than
those directly involved
with the incident

As soon as the patient
can respond coherently
to questions

Mapping of reasons for S/R, possible
prevention actions and alternative
measures

Bonner 2002 Patients and staff Participants’ comprehension of what
happened before, during and after
the restraint event; mapping of needs
for after-incident care

Fisher 2003 Patients and treatment
team

Analysis of the events leading up to
the S/R event and more long-term
planning to avoid a repetition of S/R

Ashcraft 2008 Patients and staff What patient and staff could have done
differently and what staff could do in the
future to prevent S/R

Bonner 2010 Staff, patients, caregivers
and witnesses to incidents

Within 72 h Mapping of the incident and surrounding
events and consideration of what was
helpful and unhelpful during the incident

Azeem 2011 Staff and patients involved Within 48–72 h Mapping of triggers, evaluation of
interventions and possible S/R prevention
alternatives and identification of traumatisation/
retraumatization to patient and staff

Azeem 2015 Patients and staff involved
in incidents, clinicians,
physicians and sometimes
hospital administrators

Within a few days Analysis of the incident, triggers, helpful
interventions and alternatives regarding
S/R prevention

Lanthen 2015 Patients and staff Verbal
and written follow-up

Ling 2016 Verbal or written follow-up
Participants are decided
by the patient and the team

Within 24 h If an
inpatient declines,
new offer within 72 h

Patients’ feelings, reactions and circumstances
regarding the restraint experience; mapping
of needs for follow-up care

Gustafsson
2016

Patients and nurses who
performed the coercive
measure

“too much time’ should
not have passed” [p. 41]

Exchange of reciprocal understandings of
the S/R event

Riahi 2016 Patients and staff As soon as possible
after event is clinically
indicated

Exploration of the event, identification of
triggers, alternative options and identification
and healing of restraint-related damage

Goulet
2017

Patients and staff members
identified in the staff report

Within 24–48 h, but
flexibility in practice

Review of events leading to the incident,
factors involved, effect on patients and
changes in future practice

Empty cells = not described
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Experiences of PIR
The experiences of PIR described in the articles included
1) measuring the outcome of S/R reduction connected
to the implementation of programmes including PIR
(quantitative results) and 2) stakeholders’ descriptions
of their experiences of participating in PIR (mostly
qualitative results).

Reduction of S/R
As shown in Table 2, we found that PIR was part of S/R
prevention programmes in six publications. The pro-
grammes were implemented in different institutions
from acute clinics to tertiary hospitals, and the patients
were children, adolescents and adults. One publication
reported results from a pilot project, implementing PIR
as a single intervention alone [41].
As well, no studies were randomised, but some formed

control and reference groups in various ways. All the
studies measured the outcomes in different ways, so it
was not possible to pool the results into a meta-analysis.
S/R reduction was measured in two ways: 1) reduction
in the number of episodes and 2) in the duration of
episodes. The results are presented as follows.
The implemented programmes including PIR contrib-

uted to significantly reducing S/R episodes [21, 36–39, 41].
Fisher [21] found a 67% decline in S/R rates when using
their clinic’s history data on S/R events, making the clinic
their control. In addition, this clinic went from a S/R
event rate 46% higher than the state average to 44%
lower, using state reference data on S/R events as con-
trols. Another study made its desired outcome no S/R
incidents in 1 month. Ashcraft and Anthony [36] im-
plemented an organisational S/R reduction programme
in two clinics and continued the programme until that
goal was achieved, which took 10months regarding seclu-
sion and 2months regarding restraints at the small centre
and 31months regarding seclusion and 15months regar-
ding restraints at the large centre. Azeem et al. [37] com-
pared the first 6 months to the last 6 months of a study
period where care providers were trained in the six core
strategies. Seclusion and restraint data showed 93 inci-
dents involving 22 patients (mean 4, 2 incidents/patient)
in the first 6 months versus 31 incidents involving 11
patients (mean 2, 8 incidents/patient) in the last 6months.
Another study of Azeem et al. [38] took a 10-year pers-
pective on the programme implementation. Mechanical
restraint incidents fell from 485 in 2005 to 0 in 2014, with
no events in the past 3 years. Physical restraint incidents
decreased by 88%, from 3033 in 2005 to 379 in 2014 [35].
Decreased duration of S/R episodes was reported in three
articles [21, 39, 41]. Fisher [21] found that the duration of
S/R decreased by 92% when examining their clinic’s
historical data on S/R events. Riahi, et al. [39] found the
average length of a mechanical restraint or seclusion

incident decreased 38.9% over the 36-month evaluation
period. Goulet, et al. [41] reported reduced use of
seclusion, not restraint, while the median time spent in
seclusion, but not restraint, decreased significantly from
pre- to post-PIR.

Stakeholders’ experiences of participating in PIR
Both patients and care providers reported that PIR helped
promote recovery processes [34, 35, 41]. Care providers
reported that PIR contributed to increased professional
reflexivity, which in turn resulted in improved patient
care. They also appreciated that PIR provided an oppor-
tunity to review the restraint incident.
Bonner and Wellmann [23] evaluated whether patients

and care providers found PIR helpful after restraint
events. A majority of the patients (n = 30) and care pro-
viders (n = 30) who responded to a six-question post-in-
cident survey considered PIR helpful after restraint
events ([23], p.38–39), except that 61% of care providers
and 20% of the patients believed that the restraint inci-
dent could have been predicted. Risk of bias is discussed
in the Bonner and Wellmann’s study as all the 60 infor-
mants participated in the study [23].

Recovery promotion
Recovery promotion emerged as a theme through both
patients’ participation in PIR and in further issues dis-
cussed in PIR [23, 33–36, 41]. By participating in PIR,
patients may have been empowered by contributing to
recovery-promoting alternatives to S/R. For example, in
one publication a care provider expressed; ‘We have to
find ways to prevent this from happening again. What
can you do? What can we do? If you want to avoid this,
if you want to find ways not to relapse, we have to talk
about it’ [41]. From care providers’ perspective, PIR had
the potential to strengthen the patients’ identity: ‘He
seemed satisfied and proud to have been able to express
himself and be heard’ [41]. Regarding care providers’
experiences, the majority of patients claimed that PIR
gave them an opportunity to review restraint events they
would not otherwise have had [23]. Additionally, PIR
seemed to provide a way for the patients to process and
stimulate an understanding of the situation by talking
about it [23, 34, 41], with the aim to promote hope and
connectedness. Former patients in Lanthen’s study [34]
considered adapting to restraint-related trauma as essen-
tial, allowing them to move on from the experience and
continue their personal recovery processes.

Increased professional reflexivity
In Bonner and Wellman’s study, nearly all the care pro-
viders claimed that PIR was useful for reviewing inci-
dents of restraint and offered an opportunity to look
over restraint events they would not have otherwise [23].
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In chain analysis of S/R events, the patients reported S/R
causes, care providers’ incident management, emotions
before, during and after the incident and alternative
measures for future S/R events [16, 33, 34, 36, 40, 41].
The antecedents to the S/R events could be hospital and
ward-level factors, such as disturbed wards, miscom-
munication, patients’ unmet needs, conflicts between
patients and care providers and patients’ lack of auto-
nomy. Further, PIR revealed that S/R incidents caused
strong negative feelings among patients, who described
S/R as unnecessary and punitive, fuelling anger, sadness
and resentment [33, 34, 40]. In addition, S/R was related to
traumatisation and re-traumatisation and damaged re-
lations between care providers and patients [16, 33, 39, 41].
Patients and care providers who participated in PIR
reflected on how care providers could meet patients’
individual needs before and during S/R events by
implementing alternative interventions.
A care provider expressed; “we bring some of our

experience. New people bring new ideas too, so I think
combining them together, you try to see what you can
do better with everyone’s ideas” [41]. Possible alter-
natives were then recorded in patients’ care plans so that
mitigating efforts could be implemented immediately.
This individualised approach seemed to de-escalate
situations, possibly helping to prevent S/R incidents
[33, 34, 36, 38, 40]. Additionally, publications reported
that information from PIR led to changes in organi-
sations, but it was not always clear how these changes
emerged, as they were not further described [36, 38, 40].
For example, ‘perhaps the most important implication of
this study is to underscore the importance of debrief-
ing as an indicator for continuing to introduce and
track elements representing cultural challenges in this
organization’ ([40], p.124).

Processing the incidence
Benefits for care providers were mentioned in two publi-
cations [35, 41]. Goulet et al. [41] reported that PIR not
only raised awareness about the trauma experienced by
patients but also helped care providers manage their
own feelings. Gustafsson and Salzmann-Erikson [35]
argued that systematic PIR improved the working con-
ditions of nurses participating in coercive measures by
reducing stress. In addition, nurses [35, 41] viewed PIR
as a way to restore trust relationships, but we did not
find any patients who said the same.

Discussion
The review shows that scientific knowledge on PIR is
limited and the studies vary in quality and design. Fur-
thermore, evaluations of S/R reduction programs are
often based in local, ideal-driven development work in
practice, with limited resources to conduct systematic

outcome studies and without the involvement of any lar-
ger research environment or external perspectives. These
studies lack some of the rigorous design provided by, for
instance, experimental design. We, therefore, cannot
conclude that PIR as an individual intervention contri-
butes to S/R reduction even though Goulet’s pilot study
[41] gave positive results according to seclusion. Never-
theless, S/R reduction programs we consider to be non-
experimental programs developed in practice and seem
to be largely effective, increasing the importance of a
need for high-quality intervention research in this field
of practice. Still, these methodological limitations mean
that so far, we not can draw a solid overall conclusion
on efficacy and, therefore, cannot recommend PIR as a
mandatory procedure for S/R reduction alone.
Despite the lack of evidence for PIR contributing to S/R

reduction, the results in this review indicates a contri-
bution from PIR nevertheless. PIR could promote recovery
and increase professional reflexivity, leading to improved
care. These important indications are elaborated further
in the following sections.

Potential of PIR for patients’ personal recovery processes
The results of this review point to PIR as an effective
intervention for mitigating S/R-related harm. Therefore,
we believe it is relevant to discuss the results in terms of
a recovery-oriented framework and a humanising care
approach to nursing and ethics (10, 24). PIR represent
an arena for the patient to regain status lost during the
S/R event. Subject status will be an assumption for
patients’ active participation and engagement in planning
of treatment and care [10].
According to Buber, a “Subject–Subject/I–Thou dia-

logue” [42] can establish “a world of relation” [42],
between persons. In the context of PIR, a Subject–Subject
relationship between patient and care provider is optimal,
even though, in the case of mental health services pro-
viders interacting with patients, there will always be an
imbalance of power between stakeholders. However, an
approximate Subject–Subject relationship might be pre-
ferable to an I–It relationship [42] and support the
CHIME recovery processes of Connectedness, Hope,
Identity, Meaning and Empowerment, processes that are
significant for personal recovery [10, 43].
Patients’ expressed views on antecedents and triggers

when participating in formulating care and crisis plans
might promote recovery through agency and empower-
ment. [10, 44]. In addition, asking patients if they could
have acted differently [34, 36, 41] minimises their loss of
personal responsibility during crises, a central value in
recovery-based care [10].
Within a framework of humanising care, PIR has the

potential to contribute to patients’ re-humanisation
after S/R-related emotions that can be experienced as
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dehumanising [6] as PIR can facilitate togetherness,
uniqueness and sense-making [24]. These dimensions
are compatible with the CHIME processes. Further-
more, PIR s’ provide a forum where sense-making can
occur, if care providers give patients information and
explain assessments for S/R use. By getting an expla-
nation, the patients may perceive that care providers
applied the ethical principles of proportionality and
purposefulness and their intentions were influenced by
beneficence. Consequently, being treated like a human
being can lead to patients perceiving the restraint less
negatively [45].
Regarding the conflicting results from debriefing studies

[20], the descriptions of PIR in the selected publications
indicate planned and structured dialogues with focus on
the chain analyses of the S/R incident, but with minor
focus on emotions (Table 2).
From an emotion-regulation perspective, constructive,

insightful and controlled processes after emotional epi-
sodes lead to positive outcomes and create opportunities
to re-evaluate events, thereby supporting identity regu-
lation, which is central in recovery processes [10, 46]. In
addition, since both patients and their mental conditions
vary, PIR content related to sharing emotions must
be take a person-centred approach [10].
In line with a recovery-based framework, a patient’s

voice must be heard when it comes to PIRs’ timing as
well as which participants should be included in the PIR.
Therefore, ‘the golden time’ [35] for PIR is essential;

doing it early can violate patients’ integrity and uniqueness
and contribute to dehumanisation through homogeni-
sation and the loss of the personal journey [24]. However,
waiting too long can increase negative feelings in patients,
such as isolation and loss of meaning [34, 35].
Studies show an imbalance in PIR in terms of represent-

ing patients and care providers’ voices, with care providers
clearly in the majority. In two studies [33, 41], patients
have some influence over which staff members participate.
In other studies, the PIR procedure itself determines the
participants. Thus, the system has the advantage over the
patients, since they are in a dependent and usually power-
less position [47]. To address this imbalance in represen-
tation, it may be helpful to invite a trusted person to
participate in PIR, for example, the patient’s next of kin, a
supportive peer or an advocate [10, 48].
However, we did not find this alternative in the

articles. Conducting PIR with care providers whom
patients trust aligns with a recovery-based approach, but
we will claim that care providers’ perspectives may be
unclear or lost if participating care providers in PIR were
not present during the S/R incident.
Conducting PIR in a supportive and non-threatening

attitude [23, 37, 40, 41] is in line with an atmosphere
characterised by human values, which can be crucial to

patients’ psychological and moral perceptions of co-
ercion in care in general [45]. In the case of PIR, care
providers whose attitude is characterised by respect and
who appear to be flexible, trusting, friendly and oriented
towards collaboration on ideally equal terms might con-
firm patients as persons by promoting patients’ “insider-
ness” [49]. Patients’ well-being and identity might then
be strengthened, thereby constituting caring power, the
opposite of consequences of detached care [49]. PIR’s
potential to restore the therapeutic relationship damaged
in S/R interventions was described in two publications
[33, 41], but this possibility was not presented from the
patients’ perspective. This issue needs more exploration
taking into consideration patients’ views.

Potential of PIR for care providers’ reflection on action
and processing
Reflection is considered to be an essential quality in know-
ledge production and professional development [50, 51].
In results, care providers see PIR as an arena for learning
by reflection on action [50] that involves reflecting on
how attitudes and caring practices can change. This re-
flection may be useful in potential future S/R-related
situations as it provides an extended repertoire of alter-
native reflection-in-action measures for reflecting on an
incident while still benefitting the situation at hand, rather
than simply reflecting on how to act differently in the
future [50]. Although based on the literature we cannot
conclude that PIR contribute to S/R reduction, we can
highlight the potential for care providers’ learning through
reflection on action with patients. This reflection has the
potential to promote the moral elements of care, such as
attentiveness, responsibility, competence and responsive-
ness, and thereby improve the quality of care [52].
Furthermore, PIR gives care providers an opportunity to

process S/R incidents that might create mental strain for
them as professionals, although S/R-related damage to pa-
tients and strain to care providers should not be viewed as
equivalent due to the power imbalance. Processing can
help care providers deal with emotional and moral distress
if they view restraint events as morally uneasy [53, 54].
Doing so might improve their ethical and professional
care as care providers ‘in touch with and guided by their
values are more likely to feel inspired and empowered’
[55]. The described sharing of emotions between patients
and care providers [41] might be professionally controver-
sial. However, from the recovery perspective, sharing emo-
tions might support patients’ personal recovery processes
[10] if care providers do not treat PIR as an arena for their
personal debriefing.

Potential of PIR for organizational development
Previous research showed that a number of perspec-
tives regarding S/R reduction, among them workforce
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development, need to be studied [10, 13]. Creating re-
flexive cultures, therefore, is important in addressing
coercive practices, including systemic and cultural con-
cerns [54]. As shown in the results (Table 2), PIR is
often implemented in organizations with defined care
philosophies based on human values that provide alter-
natives to deficit-based medical models by understand-
ing deficits within broader contexts [10, 55]. These care
philosophies emphasize user participation, viewing patients
as experts along with care providers. In the perspective of
evidence-based healthcare, aggression and agitation are
related to patients’ diagnosis and symptoms, suggesting
that care providers perform certain actions independent
of the context. The disparity between patients and care
providers in Bonner and Wellmann’s study regarding
prediction of restraint incidents [23] may reflect a more
optimistic attitude from care providers than from patients.
That might indicate different frame of reference and thus,
different expectations and solutions.
In recovery-based healthcare, however, patients’ and

care providers’ reflections and ongoing dialogues on the
antecedents and triggers of restraint events and inclusive
environmental factors, may contribute to organisational
development and care improvement, as reported in the
results and supported by Goulet and Larue’s definition of
the debriefing procedure [22, 41]. Relevant improvement
issues can include care providers’ educational needs and
patients’ expressed needs for more supportive ward en-
vironments, and by that support patients’ wellbeing [56].
Legislation, as in Norway and Denmark [3, 57], or

guidelines as in United Kingdom and some states in
USA [58, 59], raises the question of degree to which PIR
should be standardised versus conducted in a flexible
manner. PIR as a strict procedure might increase PIR’s
feasibility and care providers’ safety when conducting an
often-demanding dialogue. In a manual-based treatment
organization however, PIR might be another manual to
check off, risking minimizing the documented benefits
of PIR reported in this review, while additionally increas-
ing the risk of objectifying patients. The reported differ-
ences in carrying out PIR therefore, indicate that PIR
cannot follow strict procedures as in a manual. Instead,
PIR should be conducted in accordance with a recovery-
based philosophy [10] that gives care providers the flexi-
bility to individualise assessments regarding timeframes,
participants and content.
Consequently, in addition to reflexive professional

practice, care providers need to be ethically mindful and
sensitive to ethically important moments in everyday
practice, acknowledging them as significant [60]. In a re-
covery perspective, then, PIR should not be implemented
as a separate procedure within organisations, but should
be integrated with ethical issues, treatment philosophies,
quality improvement and service development [61].

Limitations and strengths of the review
A strength of this review is that it examines a knowledge
base in an area rarely explored despite professional and
political guidelines recommending PIR. Another strength
is the comprehensive, systematic search strategy sup-
ported by a qualified librarian and the examination of rele-
vant reviews in both the scientific and the grey literature.
According to Arksey and O’Malley [25], quality assess-
ment of the included publications is not necessary, but we
consider our narrative description of the quality of the
selected publications to be a strength as methodological
shortcomings affect the quality of findings.
One limitation was the lack of publications explicitly

examining PIR, so the inclusion criteria were changed to
articles exploring PIR after restraint alone and articles
exploring PIR after restraint and seclusion together. As
described, variations in the studies’ design and quality
required appraising and determining which studies to
include. In addition, we could have missed relevant
information by excluding reports published in local,
non-indexed journals and books. Consultations by
practitioners and patients/consumers were not included
but could have produced more nuanced results [25]. We
address this issue in a separate project.

Conclusion
This review of scientific literature presents PIR as an
intervention with the potential to benefit patients’ re-
covery processes, care providers’ reflection on action,
processing and organisational development. In sum, PIR
seems to be promising for restraint (R) prevention and
the promotion of a more professional, reflexive, ethical
care culture in mental health services. To achieve these
outcomes, PIR should be implemented in supportive
environments with care philosophies based on human
values and care providers’ ethical mindfulness.
The recovery and humanising care approach seems to

offer opportunity to prevent and process restraint
events, thanks to its focus on patients’ individual needs.
However, its overall application needs to be further
explored. In addition, it would be beneficial to further
examine stakeholders’ experiences of PIRs’, and take into
account both patients’ and care providers’ perspectives.
The patients’ dependence on the system, especially when
being compulsorily detained, can however be critical
to their participation in PIRs’. Thus, this issue needs
to be addressed.
In both scientific studies and in society, patients’ voices

on the consequences of coercion and care improvement
are underrepresented. This lack conflicts with ‘the moral
claim to call attention to the necessity of honest inclusion
of everyone’s perspectives in a democratic society where
caring is highly participatory’ [62].
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RESEARCH ARTICLE Open Access

Post-incident reviews—a gift to the Ward
or just another procedure? Care providers’
experiences and considerations regarding
post-incident reviews after restraint in
mental health services. A qualitative study
Unn Elisabeth Hammervold1* , Reidun Norvoll2, Kari Vevatne3 and Hildegunn Sagvaag1

Abstract: Public guidelines in many western countries recommend post-incident reviews (PIRs) with patients after
restraint use in mental health care. PIRs are one of several elements of seclusion and restraint reduction in
internationally used programmes. PIRs may improve restraint prevention, patients’ recovery processes and care
providers’ ethical mindfulness. The knowledge base on PIRs is, however, vague. This qualitative study explores
professional care providers’ experiences and considerations regarding PIRs that included patients after restraint use
in a Norwegian context.

Methods: Within a phenomenological hermeneutical framework, 19 multidisciplinary care providers were
interviewed about their experiences and views regarding PIRs that included patients after restraint events. The
interviews were performed over the period 2015–2016. Data analysis followed a data-driven stepwise approach in
line with thematic content analysis. A group of two patient consultants in mental health services, and one patient’s
next of kin, contributed with input regarding the interview guide and analysis process.

Results: Care providers experienced PIRs as having the potential to improve the quality of care through a)
knowledge of other perspectives and solutions; b) increased ethical and professional awareness; and c) emotional
and relational processing. However, the care providers considered that PIRs’ potential could be further exploited as
they struggled to get hold on the patients’ voices in the encounter. The care providers considered that issue to be
attributable to the patients’ conditions, the care providers’ safety and skills and the characteristics of institutional
and cultural conditions.
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Conclusion: Human care philosophies and a framework of care ethics seem to be preconditions for promoting
patients’ active participation in PIRs after restraints. Patients’ voices strengthen PIRs’ potential to improve care and
may also contribute to restraint prevention. To minimise the power imbalance in PIRs, patients’ vulnerability,
dependency and perceived dignity must be recognised. Patients’ individual needs and preferences should be
assessed and mapped when planning PIRs, particularly regarding location, time and preferred participants. Care
providers must receive training to strengthen their confidence in conducting PIRs in the best possible way. Patients’
experiences with PIRs should be explored, especially if participation by trusted family members, peers or advocates
may support the patients in PIRs.

Keywords: Post-incident reviews, Debriefing, Mental health, Restraint, Staff experiences, Participation, Care
philosophy, Care ethics

Background
Post-incident reviews (PIRs) have been implemented in
several western countries in recent years as part of seclu-
sion and restraint (S/R) reduction programmes. Often
referred to as the Six Core Strategies©, these pro-
grammes are underpinned by prevention- and trauma-
informed principles. These programmes usually include
a) leadership in organisational changes; b) the use of
data to inform practice; c) workforce development; d)
the use of S/R prevention tools; e) full inclusion of pa-
tients and their families; and f) rigorous debriefing that
may include only care providers or both patients and
care providers [1–3]. Restraint can be defined as a
‘mechanical or physical reaction against the patient in-
cluding (the) use of straps, belts, other equipment or
physically holding the patient preventing behaviour that
might harm patients, care providers or (the) environ-
ment’ [4]. We rely on this definition in this research.
Mechanical restraint is widely considered to be among

the most intrusive coercive measures, so the practice is
controversial and contested [5, 6]. Consequently, much
attention has been focused on restraint reduction in
mental health services in recent decades [2, 7]. The
international development of laws applicable to persons
with psychosocial disabilities has encouraged more crit-
ical attitudes towards coercive measures, especially their
use with people in vulnerable situations. This has
prompted bans on all kinds of coercive measures [8]. In
addition, ethical and professional imperatives urge devel-
oping reflexive practices aimed at limiting the use of co-
ercion in morally justified cases and helping patients
maintain hope and identity during crises, including the
use of restraint [9, 10]. Despite the promise of these S/R
reduction programmes, most studies on them have been
based on development work aimed at S/R reduction, not
rigorous research, so it is difficult to assess how much
the different interventions have individually contributed
to these supposedly promising results [2, 7, 11].
A PIR intervention is defined as ‘a complex interven-

tion, taking place after a S/R episode and targeting the

patient and healthcare team to enhance the care experi-
ence and provide meaningful learning for the patient,
staff, and organisation’ ( [12],p.127). PIRs have recently
been mandated by guidelines and laws in several coun-
tries, including Norway, even though their knowledge
base is vague and does not require descriptions of the
services’ value [2, 4]. The few studies conducted indicate
that PIRs are usually implemented in services with de-
fined care philosophies that are recovery based, strength
based, person centred and trauma informed [11, 13].
These care philosophies are all founded on human
values that emphasise a supportive environment, recog-
nition of individual needs in care, and user participation
by patients and care providers, both of whom are viewed
as experts [9, 14, 15]. The literature describes PIR proce-
dures including their timing, participants and themes.
However, the broader question of how PIRs relate to the
wider context of the organisation and culture is poorly
described, although non-punitive, supportive approaches
are recommended [16–18]. Human care philosophies
with supportive approaches for conducting PIRs may
conflict with the traditional organisation and culture of
psychiatric institutions, often historically characterised
by bureaucratic, hierarchical structures with paternalistic
cultures that include habitual coercive practices and
allow patients’ voices to have only marginal effects on
services [10, 19].
In previous research, patients and care providers de-

scribed PIRs as an arena for knowledge development,
ethical reflection and recovery promotion [11]. Care pro-
viders also saw PIRs as beneficial as they increase profes-
sional reflexivity, which, in turn, results in improved
care [11, 13, 20]. Furthermore, data from PIRs have been
found to be useful for understanding patients’ experi-
ences before, during and after restraint events; PIRs,
therefore, are recommended to inform care plans [21].
These studies, however, included few participants, and
their design and quality varied, so they have a low degree
of comparability. In addition, they were published from
2001 to 2017, allowing time for different approaches
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concerning care philosophies in mental health services,
as well as different contexts and issues, to influence how
PIRs are conducted in practice [11].
Given PIRs’ potential in S/R reduction programmes,

and the lack of knowledge about the core strategy of
PIRs as a specific intervention and how they unfold in
practice within mental health services, this research ex-
plores multidisciplinary care providers’ practical experi-
ences and considerations concerning the use of PIRs
after mechanical and physical restraint in mental health
services in a Norwegian context. This multidisciplinary
perspective is relevant as several kinds of professionals
take part in PIRs. As this study is a part of a larger pro-
ject, patients’ experiences and views on PIRs will be pre-
sented in another publication.
This research focuses on PIRs after physical and mech-

anical restraint events as these measures can have grave
consequences, infringing upon patients’ human rights
and risking physical and mental damage to both patients
and care providers [22–25]. We therefore ask:

1) What are professional care providers’ experiences
and considerations regarding the use of PIRs in
practice?

2) What do professional care providers see as the
benefits and challenges of PIRs?

The implications of the findings are discussed in rela-
tion to care ethics [26, 27] and a humanising care ap-
proach [28].

Methods
Design
To investigate professional care providers’ experiences
with PIRs after the use of restraint in mental health ser-
vices, we considered an explorative descriptive study de-
sign with a phenomenological hermeneutical approach,
as this provided relevance to the study. To access care
providers’ experiences and views concerning PIRs, we
conducted qualitative interviews [29]. We found that
Graneheim and Lundemann’s [30, 31] qualitative con-
tent analysis method was well suited to analyse multifa-
ceted, sensitive, important phenomena regarding care,
especially for a topic with such limited knowledge [32].
This analysis focused on the subject and context and of-
fered opportunities to examine manifest and descriptive
content and latent and interpretive content [30, 31]. In
our study, the subject was the interviewees, the context
was the mental health services wards, and the content
was the care providers’ stories.

Setting
We conducted the study in five locked wards in two
mental health services in the same health region: a

university hospital and a community mental health
centre that both served patients with serious mental
problems. These included psychoses or affective (bipo-
lar) disorders, often also combined with addiction prob-
lems. The services had implemented PIRs as an
intervention aimed at reducing the use of restraint but
not as part of restraint reduction programmes. At the
University hospital, they started an implementation pro-
ject that included care providers from different ward
units and a course for the employees, as well as monitor-
ing PIR incidents. In the community mental health
centre, the procedure was implemented somewhat dif-
ferently over time in units were coercion was used. The
two services had both written, formal procedures that
were available in the start of the project. The services’
procedures were mostly congruent, but with some vari-
ation. The PIR procedures included questions about the
patients’ and care providers’ comprehension of anteced-
ents and potential triggers for restraint events, as well as
the patients’ experiences of such events and their sug-
gestions for alternative measures if similar occasions
should arise. In addition, the care providers were asked
about the basis for their decisions to use restraint and if
they could have handled the situations differently. The
patients were not asked the last question.
The PIR procedures varied according to time and par-

ticipants. In the university hospital, PIRs had to be con-
ducted within the procedural limit of 72 h from the
restraint event, while in the community mental health
centre, PIRs had to be conducted as soon as possible
after the restraint event and no later than discharge. In
that same service, the PIR participants included the pa-
tient, a milieu therapist who knew the patient, a respon-
sible doctor or psychologist, the person responsible for
the restraint decision and a relative based on the pa-
tient’s preferences. The university hospital’s procedures
stated that PIRs should be conducted by a person not in-
volved in the restraint incident and a care provider in-
volved in the restraint event. This procedure also
included an interpreter for non-Norwegian-speaking
patients.

Sample and recruitment
The participants were purposively recruited from the
interdisciplinary population of the care providers at the
two participating mental health services. The inclusion
criteria were that the care providers had experience with
PIRs that included patients after restraint use. The ward
leaders and available care providers were given both
written and oral information about the study. The care
providers who gave consent were then contacted by the
UH to set appointments for the interviews. Nineteen
care providers agreed to participate, as shown in Table 1.
First author, a mental health nurse with long-lasting
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experience from working in mental health services, was
introduced to the participants as a ‘PhD-student’. No-
body withdrew their consent to participate in the study.
The participants’ age ranged from 23 to 59 years, and
their professional experience in mental health services
ranged from 6 months to 25 years. Most providers had
participated in PIRs less than five times, while four had
participated more than five times.

Planning and conducting the interviews
Qualitative one-to-one interviews following a semi-
structured interview guide were considered to be rele-
vant to the exploration of the care providers’ views and
experiences [29]. The guide included initial questions
about the participants’ profession, age, years working in
mental health services and experience conducting re-
straint and PIRs. The care providers were asked to
briefly tell about a restraint event and then give a deeper
description of how they experienced the PIR and share
their thoughts about the patient’s experiences. During
the development of the interview guide, a draft was pre-
sented to two patient consultants, experts with personal
experience in mental health services [33, 34]. They gave
valuable input that contributed to nuancing the UH’s
preconceptions and so expanded the focus of the inter-
views. For example, the consultants viewed the definition
of participants in PIRs as problematic.
The interviews were conducted in 2015 and 2016 in

the participants’ ward units and lasted 17–51 min, with a
mean time of 33 min. The interview guide was used to
ensure that the most important issues were the themes
in the dialogue, but room was allowed for other issues.
The participants were asked to clarify when the inter-
viewer did not understand their statements. After 19 in-
terviews, we considered the information power as high,
based on the criteria in the model of Malterud et al.

[35], and we decided not to conduct more interviews.
The interviews were tape-recorded and transcribed in
verbatim in Norwegian.

Analysis
The data analysis went ahead as follows. First, UH read
through the interviews several times to obtain a sense of
the whole. She also wrote notes on her immediate im-
pressions of the interviews and ideas for the eventual
theoretical framework [36, 37]. Second, she systematic-
ally identified the meaning units in the text, which were
words, sentences and paragraphs whose content and
context had related aspects. Two authors (UH and HS)
condensed and labelled the meaning units into subcat-
egories relevant to the study aim. NVivo 12 [38] was
used as a tool in the analysis process.
Third, two authors (UH and HS) created categories

answering ‘what’ questions related to the research ques-
tions and describing the manifest content of the text.
The tentative categories were discussed by three re-
searches (UH, HS and KV) and revised. To understand
the participants’ experiences regarding PIRs’, the final
step of the analysis was to formulate the latent content
of the themes in collaboration with the co-authors. The
emerging themes were placed against the transcribed
text and the notes on first impressions in a hermeneutic
circle and then recontextualized to achieve an overall
understanding [30, 31]. Table 2 gives an example of
qualitative content analyses, indicating the abstraction
process from categories to theme.
In the analysis process, reflexivity was emphasised

through the exchange of ideas by the co-authors, and
the project’s advisory group consisted of the two patient
consultants in mental health services and the mother
who was the next of kin to a patient. UH and the advis-
ory group discussed preliminary results based on the

Table 1 Overview of interdisciplinary participants

*Social educators included both health and social workers qualified to work in diverse, specialised health services
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care providers’ expressions in a two-hour meeting that
was tape-recorded and listened to by UH as a supple-
ment for reflections afterward. The discussions contrib-
uted other nuances and new questions that challenged
the researchers’ preconceptions and consequently the
preliminary results [37, 39, 40]. For example, the refer-
ence group attached importance to the patients’ vulner-
ability and power imbalance. Trustworthiness was
considered to be important throughout the process and
was strengthened by presenting the participants’ per-
spectives as faithfully as possible. A professional transla-
tor translated the quotations to ensure that the original
interview text was maintained.

Ethical considerations
The Norwegian Social Science Data Service (ref. no.
39122) assessed and approved the study, which followed
ethical principles for research [41]. The Regional Com-
mittees on Health Research Ethics for Western Norway
did not allow the researcher to be an observer in the
ward units but decided that the study required no other
ethical approval (2013/2359/REK south-east). In line
with the Helsinki Declaration, the participants’ consent
and confidentiality were secured, and they were provided
with written and oral information including their right
to withdraw at any stage without explanation or conse-
quences [41].

Results
The main results show a tension between care providers
experiencing PIRs’ (1) potential to improve the quality of
care and the experience of (2) struggling to get hold of
the patients’ voices in the encounter. As the care pro-
viders struggled to get hold of the patients voices during

the PIRs, PIRs’ potential did not seem to be utilised fully,
which contradicted the aim of increasing dialogue be-
tween the care providers and patients.

Potential to improve the quality of care
The care providers related PIRs’ potential to improve
the quality care based on knowledge about other per-
spectives and solutions, as well as increase professional
and ethical awareness and the care providers’ emotional
and relational processing.

Knowledge about other perspectives and solutions
The care providers described PIRs’ as beneficial due to
their potential to develop new knowledge, mainly on the
individual rather than the organisational level. They con-
sidered the new knowledge to be useful to prevent and
minimise restraint events and to reduce harm when re-
straint seemed inevitable. The patients’ triggers before
agitation were identified, such as excitement among the
patients in the ward and the patients’ experiences of dis-
respect from the care providers. For example, a nurse
quoted a former patient: ‘When you don’t meet me with
respect, I get angry’ [7]. The nurse perceived that this
was largely related to the way they spoke to the patient.
Informed of the patients’ expressed experiences, the

care providers said that they developed insights into how
their attitudes and behaviour could negatively influence
the patients and consequently provoke situations in
which the patients acted out. From the identification of
these antecedents and triggers, alternative behaviours by
the patients and care providers emerged. For example,
when the patients became anxious, they could call on
support from the care providers earlier. One patient sug-
gested that a care provider ‘could snap one’s fingers in

Table 2 Theme, categories and subcategories

Hammervold et al. BMC Health Services Research          (2020) 20:499 Page 5 of 13



Articles 

139 

 

Articles 

138 

front of the patient’s eyes’ when he ‘was falling out’, an
action the care provider [16] declared that she would
not have thought of by herself.
Diversionary activities that stimulated interactions be-

tween the stakeholders emerged as possible restraint
prevention measures, as in the following statement by a
social educator:

When we saw that her gaze started flickering,
and she pulled away, we thought we might help
to pull her back by focusing on something. […]
Many of us had a liking for tea, so we’d bring differ-
ent sorts of good teas, and then we’d sit trying to
identify the scent. Was it fennel? Yes, maybe it was
fennel. Or could it be cardamom? In this way, we
managed to break the pattern that earlier would
have developed into restraint situations or relocation
to a shielded room [16].

In accordance with the purpose of PIRs, the patients
could share their restraint experiences during PIRs, and
the stakeholders could work out how to conduct re-
straint with less strain on the patient if similar situations
arose. As discussed by a nurse:

We noticed that when we were lying on top of her,
holding her, she cried out ‘No, Dad’. And afterwards,
during our talk, it turned out she’d re-traumatised
situations where her father had tied her up in bed
and then abused her. It was the same setting [11].

The nurse said that the information they received in
the PIR initiated them to be more attentive to patients’
earlier experiences with sexual assault, and that they
found mechanical restraint to be less strain for the
woman.
Altogether, the care providers experienced PIRs as

contributing valuable insights into restraint prevention
and handling.
Although PIRs may have been an important know-

ledge source on restraint prevention, the care pro-
viders also experienced professional and ethical
dilemmas regarding to what extent they could dir-
ectly follow the patients’ suggestions within the
framework of professional responsibility. One nurse
quoted a former patient who they considered to be
suicidal:

You know, I’ve been told that ‘You should simply
have let me go’. When we’ve had suicidal patients,
who wish to harm themselves and to escape, they
tend to come up with a solution that I can’t accept.
That is because in my mind, it would not have been
good for the patient [15].

The patients’ suggestions that were considered to be re-
lated to their mental health, psychoses and suicidality
demonstrated that the knowledge that emerged in PIRs
could not be the only basis for actions. There was also a
need for professional and ethical judgment.

Increased professional and ethical awareness
The interviewees presented PIRs as an arena for reflec-
tion on restraint events, which stimulated their profes-
sional and ethical awareness and reflexivity concerning
restraint use. Restraint events raised professional and
ethical challenges in which different, potentially oppos-
ing values were at stake. Consequently, restraint events
affected not only the patients but also the care providers.
PIRs were, therefore, presented as a genuine opportunity
for the persons involved to dwell upon the events to-
gether. As described by one nurse:

So that you don’t just hurry on in a way that turns
it into a forgotten incident. For such, such restraint
incidents—to put it like that—using mechanical re-
straints, they’re obviously pretty strong experiences
for the one who’s exposed to them but also for those
who’re involved in them, aren’t they? They’re life
events for, for the patient in a way and for the staff
when it comes to that [12].

The care providers viewed PIRs as stimulating both
retrospective and prospective reflections. The retrospect-
ive reflections considered the past restraint event and
the care providers’ arguments for the event and their
handling of it. The certainty that restraint violated the
patients’ human rights prompted the care providers to
explore alternative measures. As one nurse said:

But there’s something about taking such a situation
seriously so that it does not become an abuse of
power on our side, but that it is or that it was an
act that was necessary there and then. And then one
can always talk over afterwards what might have
been done differently and why. However, I would say
that on a more general basis, we’re becoming more
conscious about our job, that’s to say the way we ap-
pear, so, yes, in general, there’s more ethical con-
sciousness in our work [14].

The care providers prospectively reflected on how to
apply their new knowledge if similar occasions arose in
the future. The care providers considered PIRs to have
the potential to contribute to more individualised pro-
fessional care by being an arena to hear the patients’
voices and preferences. Such care could decrease re-
straint events not morally or clinically justified.
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Emotional and relational processing
The care providers viewed PIRs as an arena to re-
store their damaged relationships with the patients.
Generally, the care providers described mental strain
related to conduct restraint and acknowledged that
their handling of restraint could infringe upon the
patients’ rights. Furthermore, they described a need
to ‘clear the air’ (participant 15) by giving the pa-
tients explanations and, in some cases, excuses and
justifications for the care providers’ restraint hand-
ling. In addition, contrasts between restraint use and
everyday life in the unit emerged as an issue, espe-
cially for nurses and social educators, according to
those working closest to the patients. One social
educator [14] referred to what she experienced as a
‘peculiar and demanding situation’. One day, she re-
strained a patient, and the next morning, she entered
that patient’s room to offer a cup of coffee. She ar-
gued that taking part in PIRs could decrease her dis-
comfort in such situations.
The care providers stressed PIRs as beneficial for their

processing of restraint events. As one doctor stated:

It may be that health personnel feel it’s a major
intervention, eh, to insert a needle or something like
that, […] so it was important to say how I assessed
the situation and where my perspective or experience
met her [the patient’s] perception of reality in a way.
In any case, afterwards, I felt it was good for my part
[1].

The care providers devoted less discussion to the
benefits of PIRs for the patients’ processing but also
pointed to opportunities for the patients to talk
about their feelings of shame and guilt after acting-
out episodes. Some care providers also mentioned
the possibility of resuming PIRs later if the patients
found something unclear or required elaboration
concerning the issues discussed”. As stated by one
nurse:

Basically, I think it also would be an advantage if
she [the patient] had any questions for me after-
wards or if it was assumed that we had talked, being
able to draw on the talk we had, the debriefing, that
is [12].

Struggling to get hold of the patients’ voices
Half of the care providers expressed that they had expe-
rienced a failure to get hold of the patients’ voices in
PIRs. They told that the patients tended to be passive
and taciturn, as one nurse expressed; Perhaps I thought
the patient would be more verbal [12].

The care providers found that they experienced weak
voices as challenging, since the PIRs did not contribute
to alternative strategies for restraint prevention and
handling.
For example, a doctor said:

The patient was not very responsive. Almost no eye
contact, so it was not possible to discuss the situation
that had triggered the physical intervention etc., it
was difficult to achieve it [17].

A psychologist described a similar experience:

When we brought up what might have been done to
avoid it (restraint), it did not result in much conver-
sation around it. It was more me asking her, and her
not responding [18].

Regarding the care providers’ impression of the patients
as passive, one nurse told that when asking the patient,
she spoke with monosyllables. The care provider tried
therefore to vary between open and closed questions

It was mostly the moderator who asked, and the an-
swers were typically monosyllables. However, we con-
sistently invited her to talk, by asking open-ended
questions, and closed questions [11].

The care providers presented different comprehensions
about how to understand their struggle/failure to elicit
the patients’ voices to deal with patient related condi-
tions, care provider related conditions and structural and
cultural conditions. The conditions are partly imbricated
but will be presented separately.

Patient related conditions
One reason given to help explain what the care pro-
viders perceived as passivity was the patients’ mental
state when they took part in the PIR. Regarding the
stated timeframe for PIRs, per PIR procedure, some care
providers stressed the need to conduct the PIR within
72 h after restraint, but this resulted in some of the pa-
tients not having time to congregate after the restraint
event.
One nurse said:

But he is incapable of explaining things, so I believe
the utility value of talking with him is not very great,
at least the way he is now. He remembers very little
of what happens, at least at present [2].

Consequently, the necessity to assess the patients’ health
conditions before conducting the PIR was emphasised.
As one nurse said:
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There’s not much purpose in having it (a PIR) when
the patient is lying in a room placed in mechanical
restraints or in seclusion compared to when the pa-
tient is sitting in a chair, experiencing oneself as
independent—being seen and heard [3].

Several care providers lifted patients’ difficult feelings
as a possible explanation for the experienced passivity.
One nurse [11] said that he perceived the patient as
embarrassed in the PIR based on lot of hubbub when
he was carried through the ward unit before he was
restrained.
In another example a social educator expressed: “I also

believe quite many (patients) feel some guilt and shame
afterwards” [16].
The care providers considered the patients’ conditions

in PIRs to be characterized by confusion, shame, guilt
and embarrassment. It was therefore challenging to meet
the expectation of equivalence in the PIRs, and the HCP
found themselves struggling to elicit the patients’ voices.

Care provider related conditions
The care providers considered that their struggle to get
hold of patients’ voices could be a result of their lack of
skills regarding how to conduct the encounter in an op-
timal way and insecurity about their personal safety.
Some care providers reported that they received a

minimum of information and training before their
first PIR, which they assumed influenced their com-
munication with the patients. A psychologist [19] de-
scribed a clumsy approach when she conducted one
PIR. She related that she, the nurse and the patient
had different understandings of the restraint event
and thus struggled to handle the situation. Conse-
quently, PIRs became an arena for ‘fighting about the
truth’. Further, moral uncertainty regarding PIRs sur-
faced, where it was seen as a mandatory procedure
based on the risk ‘to rip open old wounds after the
situation had been calmed down’ (doctor, 17).
Finally, PIRs as an arena for potential exposure to vio-

lence from the patients was presented and thus so was
insecurity about the care providers’ personal safety in
the PIR. As one nurse expressed: ‘It’s a bad starting
point for a good conversation when the staff are afraid of
the patient’ [3].
Therefore, PIRs sometimes included numerous care

providers, which resulted in preponderance from the
service in the encounter, an issue that was mentioned as
one explanation for the patients’ passivity.
To increase their security, the care providers proposed

professional reflection, information, education and ‘vol-
ume training’ in conducting PIRs.

Structural and cultural conditions
The care providers presented several aspects that dealt
with structural and cultural conditions that could affect
the patients’ participation in the PIRs.
The arrangement of PIRs as ‘meetings’ which the pa-

tients were expected and told to attend was mentioned
as a possible limiting factor for the patients. One social
educator indicated that this approach could reinforce
the patients’ sense of insecurity:

And maybe it doesn’t suit the patient to have the
conversation at that particular moment. It has
something to do with—I’ve talked to a number of pa-
tients who say that ‘I always become nervous when I
have to walk into some room or other to have a con-
versation’. You raise your shoulders, and you feel a
bit on guard, yes. And that’s not really the best basis
for recognising, sharing and communicating (what
you feel) [16]

She proposed alternatives, such as conducting PIRs by
‘walk and talk’ or ‘sitting together in peace and quiet
with a puzzle while talking’. These alternatives addressed
the patients’ discomfort regarding forms, checklists and
the numerical imbalance putting the patients in a minor-
ity position relative to the care providers.
Another assumed reason for the patients to be taciturn

in PIRs was overly rigid descriptions of who was to take
part in them. The procedures seemed to be followed
strictly, with the patient, doctor or psychologist and at
least one nurse participating. This problem was com-
pounded given the brief timeframe to conduct the PIR.
Some care providers thought that PIRs could have been
even more beneficial to the patients if conducted after a
couple of days, allowing the participating care providers
to build relationships of trust with the patients and in-
crease the patients’ confidence in PIRs.
The care providers explained that the form of PIRs

could hinder dialogue due to the patients’ previous expe-
riences with a sometimes-overwhelming number of
forms mapping them during their stays in services. The
patients’ experiences of not being heard on other issues
during their stay in services were another possible ex-
planation for their passivity. The care providers, there-
fore, suggested also implementing PIRs after involuntary
admissions, seclusion and forced medication to increase
the patients’ confidence in PIRs as an arena for an hon-
est exchange of views followed by changes in care plans.
Some interviewees described PIRs as an arena for con-

frontation and bringing up the patients, which could in-
fluence their participation. PIRs seemed to thus be
marked by an approach focused on institutional rules,
the patients’ deviant behaviour and a belief in the need
for only the patients to learn lessons. The care providers’
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perspectives on the antecedents of the restraint events
were emphasised, and the patients’ deficits were stressed
rather than their experiences and resources. These con-
frontations with the patients are illustrated by the nurse
in the following example:

Then we had a debriefing around the use of re-
straints and a debriefing around threats. It was the
therapist, the patient, the care provider on that day
and those who’d been involved in the incident. Those
who’d been involved in the incident were called in
one by one to report on how they had perceived the
situation and the background to their views [7].

Upbringing was further expressed in the care pro-
viders’ appeals to the patients’ common sense and re-
sponsibility, pointing to the patients’ previous utterances
and behaviour. One nurse exemplified this approach:
“Sure, you may bring up that story [the most recent re-
straint episode] when ‘Yes, what happened then? What
was it you said? What did you sort of promise me?” [3].
The care providers acknowledged that basing PIRs on

a form could negatively affect the patients but claimed
that the form made them more confident in leading PIRs
and further ensured that the right issues were discussed.
In practice, however, some interviewees experienced a

need to seek individual approaches due to the patients’
health conditions and challenges stemming from the
care providers’ shifts and the patients’ individual
preferences.
Finally, the care providers reflected on how to utilise

PIRs’ potential benefits by making their role in PIRs even
more flexible. As one nurse expressed:

It would have been a good thing, I believe, if we
could have shifted focus a bit from what we as pro-
fessionals have a duty to do, more to the effect of it,
listen even more to the patient. And we should be
humbler when it comes to whether we could do it in
a different way [12].

Discussion
This study shows that care providers’ experience and
considerations about PIRs’ have both possibilities and
challenges, as PIRs’ potential to improve the quality of
care may not be fully utilized because the care providers’
struggle to get hold of the patients’ voices. As respon-
siveness from the patients is a central moment in the
caring process, the significance of getting hold to the pa-
tients’ voices in PIRs’ is a critical issue [26]. This condi-
tion is especially true for nurses and social educators
who play key roles in the circumstances leading up to
restraint events, conducting restraint events and taking
care of the patients afterwards. In addition, care

providers have an obligation, based on the moral and
democratic imperatives, to include the perspectives of all
those involved in the health care [27]. In order to under-
stand the tension between PIRs’ potential to improve
care and the challenge to get hold of the patients’ voices,
we will focus on the care providers’ different approaches
that will have an impact on the patients’ given roles in
the PIRs [42]. We will first discuss the results where
PIRs appear beneficial, then how staff struggled to bring
out patients’ voices. Finally, we will discuss how the ten-
sion in results may be reduced in practice [26, 28].

“A Gift to the Ward and Worth Its Weight in Gold When It
Helps”
The results in this study indicate that care providers ex-
perience the PIR procedure as partly fulfilling the inten-
tions of its being a tool to prevent the use of restraint
use in mental health services; this is congruent with pre-
vious studies [11, 43]. The patients’ and care providers’
mutual reflections in PIRs may give an overview of ante-
cedents, restraint implementing and patients’ experi-
ences and considerations regarding alternative measures
in the aftermath. This reflection on action [44] highlights
alternative, more person-centred solutions should a new
crisis occur, and is based on the patients’ personal know-
ledge that is the epistemological base of recovery ori-
ented practices [9]. Consequently, the care providers can
provide improved care to patients in a crisis based on
strengthened professional knowledge and increased
awareness of the moral elements of care such as atten-
tiveness, responsibility, and responsiveness [11, 26, 45].
Originally, PIRs were introduced in S/R prevention

programmes grounded in human-based care philoso-
phies, including full inclusion of patients and their fam-
ilies [1]. That means changed roles for both patients and
care providers [9, 42]. To the patient, that implies a
changed role from passive receiver of care to active
agent. In the frame of personal recovery, a crisis is an ac-
tive space which can contribute to growth [9, 46]. The
care providers’ role will then be to minimise the loss of
the patients’ responsibility such as asking the patient in
the PIR if one could have handled what happened before
the restraint event in another way so that the result
could have been less thorough. Further, the care pro-
viders’ task is to communicate and represent hope dur-
ing crises and support the patients’ identity during and
after the event [9]. Participation in PIRs may with that
promote the patients’ personal recovery processes by
supporting empowerment, hope and identity [9, 13, 18,
20, 21, 47, 48].
Previous studies emphasise the necessity of supportive

environments in PIRs [13, 16, 18, 49]. The care providers
that experienced PIRs as beneficial seemed to perform
an acknowledging, dialogue-oriented approach with the

Hammervold et al. BMC Health Services Research          (2020) 20:499 Page 9 of 13



Articles 

143 

 

Articles 

142 

 

patients. This approach is characterised by the values of
care ethics and a humanising framework that may sup-
port the patients’ human dimensions and thereby sup-
port empowerment processes and strengthen their
voices in PIRs [28, 50].
Care providers’ experiences and views on PIRs’ poten-

tial for emotional and relational processing are in line
with previous studies that suggest PIRs help the care
providers’ deal with emotional and moral stress [10, 11,
13, 49]. As PIRs with the patient mainly focus on the pa-
tients’ experiences and considerations, care providers’
personal needs for defusing after restraint events belongs
to other arenas [1, 11, 51]. From patients’ perspectives,
we have in our review [11] found one small study sug-
gesting PIRs are beneficial regarding patients’ processing
of the restraint incident [47]. Based on the scarce pre-
vailing literature and the patients’ vulnerable and
dependent role in the services, we cannot conclude that
the potential to process is transferable to the patients.
Based on their role as inpatients and actual health con-

dition, the patients are for some time dependent on the
care providers who have professional knowledge and the
ability to help, and with that also power. Consequently, a
power imbalance exists in the patient–care provider re-
lationship, something that becomes further enhanced by
restraint use [26, 52–55]. According to Emerson [56],
power (in this case, the care providers’ power) resides
implicitly in the dependence of others (in this case, the
patients). To achieve more balance in power–depend-
ence relationships, the weaker members’ power should
be increased. Aiming to give the patients increased sta-
tus in PIRs, the care providers should increase their mo-
tivational investment in the goals defined by the patients
[56]. The patients’ personal goals will be individual, but
based on previous studies they may deal with the ser-
vices’ relational, structural and cultural conditions [23,
55, 57, 58]. An assumption for identifying the patients’
goals in the PIRs is a supportive environment in an ‘I–
thou relationship’ ( [59]) where the care providers ac-
knowledge the participants’ roles to be approximate
equal. Equal roles in the relationships in health services
are, however, impossible in practice based on the power
imbalance. A frame of care ethics may nevertheless sup-
port the patients’ participation in PIRs based on the rec-
ognition of the context, the power imbalance and the
moral claim to include everyone’s perspectives in care
[26, 27].

Perhaps I thought the patient would be more verbal
We have not found previous studies that describe the
challenge to elicit patients’ voices in the PIRs. Our re-
sults however indicate that some care providers’ ap-
proaches and statements may reinforce the power–
dependence relationship by an authoritarian approach

that emphasises the patients’ deviant behaviour and defi-
cits rather than their experiences and resources [56, 60].
Further, an appeal by the care providers to the patients’
common sense and responsibility before the restraint
event may result in PIRs becoming an arena for conflict
where the patients are confronted with, − and made re-
sponsible for their previous behaviours and statements.
In light of Foucault, we understand this authoritarian
measure as a disciplining approach [61] that may mobil-
ise the patients’ counter-power and counter-behaviour
[62, 63]. Counter-behaviour can be active resistance due
to a lack of other strategies available to those in
dependent situations [e.g. inpatients] or protest reactions
such as taking a passive role with withdrawal and at-
tempts to evade contact [64]. The last point may be one
of several explanations for the patients’ passivity in PIRs,
as this disciplining approach may contribute to silencing
voices [61]. A disciplining approach in PIRs seems to be
characterised by an ‘I–it relationship’, a subject–object
relationship in which, according to Buber, ‘the object ex-
ists only through being bounded by others’ (( [59]),p.12).
As the patients are vulnerable and mortified during and
after being restrained, they need to be met as unique
subjects with care, respect and empathy [43, 55, 65]. To
ask the patient in the PIR whether one could have han-
dled the situation in another way may consequently be
experienced as blaming and an additional burden [55].
Being met with a disciplining approach in the PIR, and
subsequently detached care, may thus be experienced as
a prolongation of coercive practices that confirm the
identity as patient in a passive role and thus hamper
ones’ personal recovery processes [19].
In order to achieve more balance in the power-

dependence relationship and thus increase the patient’s
power in PIRs, the patient’s preferences regarding point
in time, participants and context for the encounter
should be recognised. In previous studies, inclusion of
family members or peers in PIRs is suggested [13, 21].
The interviewees in this study did not mention that pos-
sibility, even though the community mental health cen-
tre’s procedure suggested a next of kin as participant.
Advocacy can also, by their role, provide a counterbal-
ance, to ensure that the individual’s personal perspec-
tives are represented and heard in the PIR, further
supporting the patients’ empowerment processes [66,
67].
Finally, implementing PIRs in the two participating

services was not based on defined care philosophies as
described in several studies [16, 17, 48, 68]. Even though
some care providers presented values and approaches in
line with human based care philosophies and even strug-
gled to get hold of the patients’ voices in the PIR, the
services’ context seemed still to be characterized on
traditional clinical recovery model’s values, goals and
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working practices [9, 10, 19]. Consequently, to imple-
ment PIR in line with the intentions, presupposes atten-
tion to the structural and cultural conditions in the
services by recognising the power imbalance between
patients and care providers’, and devotes attention to the
necessity of a supportive and recognising context when
conducting PIRs [11, 26, 60].

Methodological considerations
A strength of this study is that we have investigated a
fairly unexplored field of knowledge. In addition to con-
tributing to the knowledge base, this study reveals a
need for more exploration of PIRs. We also consider it
to be a strength that three researchers participated in
the analysis process, comparing the meaning units and
discussing the subthemes and themes. The reference
group’s input to the interview guide and preliminary re-
sults helped nuance the materials and strengthen user
perspectives as experts by experience [33].
The study was conducted by interviewing the care pro-

viders who volunteered to part, suggesting a potential
bias in the study population. The results are context spe-
cific, which means that they show the participating care
providers’ experiences. The core results are, however,
consistent with previous research on the utility value of
PIRs [11, 12, 69]. Repeat interviews or feedback to the
participants were not provided, which could further have
strengthened the results. We only have data on the care
providers’ experiences and considerations from particu-
lar interview situations. The regional ethical committee
did not approve observations of the services, so we have
no observations or information on the restraint episodes
and the patients’ views that could have contributed to
the context. The patients’ perspectives, therefore, could
contribute other considerations and viewpoints that
need to be further explored. None of the authors were
connected to the two participating mental health ser-
vices, which could have been a limitation.

Conclusion
The main study findings are that care providers experi-
ence a tension between PIRs’ potential to improve the
quality of care and their struggle to get hold of the pa-
tients’ voices. To motivate the patients’ active participa-
tion, PIRs should be conducted within the context of a
humanising care approach. A framework of care ethics
may guide the care providers to plan PIRs along with
the patients’ preferences and further conduct PIRs’ in a
collaborative, supportive atmosphere that promotes the
patients ‘personal recovery processes. Studies exploring
the patients’ experiences with PIRs are lacking, thus
there is a need for further research to get hold of their
perspectives. Of pivotal interest is PIRs’ potential for the
patients’ emotional and relational processing and the

possible utility value of support from family members,
peers or advocacy in the encounters. To strengthen the
care providers confidence and communication skills in
the PIRs’ there seems to be a need for education, profes-
sional reflection opportunities and sufficient training.
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Post-incident Reviews after Restraints, – Potential and Pitfalls 
Patients’ experiences and considerations 

 

Submitted Journal of Psychiatric and Mental Health Nurses 2. March 2021 

Accessible summary 
What is known about the subject? 

• Restraint has negative psychological, physical, and relational consequences for mental 

health patients and care providers. 

• Several countries have implemented seclusion and restraint (S/R) reduction programs in 

which Post Incident Reviews (PIRs) including patients and care providers are one of 

several strategies. 

• Existing knowledge indicates that PIRs have a potential to contribute to S/R prevention, 

but patients’ perspectives on PIRs are scarce.  

What the paper adds to existing knowledge? 

• The patients experienced PIRs as variations on a continuum from being strengthened, 

developing new coping strategies, and processing the restraint event to PIRs as 

meaningless, feeling objectified and longing for living communication and closeness.  

• Characteristics of the patients and the care providers and the services’ care philosophies, 

influence patients’ experiences on PIRs as either supporting their personal recovery 

processes or continuation of coercive contexts.  

What are the implications for practice? 

• Patients’ vulnerability in the PIRs must be acknowledged.  

• Trusted persons or advocacy must support the patient in the PIR and thus reduce the 

power-dependence imbalance. 

• The PIR must be conducted in a supportive, non-punishing atmosphere.  
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• Patients must influence planning for the PIR concerning timepoint and participants and 

themes to be discussed. 

• The PIR forms should be extended to support the patients’ empowerment and wellbeing. 

Abstract 

Introduction: Post Incident Reviews (PIRs), including patients, nurses, and other care 

providers, following incidents of restraints are recommended in mental health services. Few 

studies have examined patients’ experiences and considerations concerning PIRs. 

Aim: The study aims to explore patients’ perspectives on PIRs in relation to how they 

experience participation in PIRs and further view PIRs’ potential for care improvement and 

restraint prevention.  

Method: We conducted a qualitative study based on individual interviews. Eight current and 

previous in-patients from two Norwegian mental health services were interviewed.  

Results: The patients experienced PIRs as variations on a continuum from being 

strengthened, developing new coping strategies, and processing the restraint event to at the 

other end of the continuum, PIRs as meaningless, feeling objectified and longing for living 

communication and closeness.  

Discussion: PIRs’ beneficial potential is confirmed in the study. The findings highlight 

however that personal and institutional conditions influence whether patients experience PIRs 

as an arena for recovery promotion or PIRs as continuation of coercive contexts.  

Implications for practice: To promote patients’ active participation in PIRs, we recommend 

their active participation in planning the PIR and further conducting PIRs in a supportive 

atmosphere that include trusted persons, emphasising and acknowledging a dialogical 

approach.  
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Relevance statement 
There is international consensus about the importance of restraint reduction in mental health 

services, based on negative consequences for all involved. Different strategies have been 

implemented aiming at restraint reduction. In this paper, we explore patients’ perspectives on 

one of those strategies, Post Incident Reviews (PIRs) including patients and care providers 

after restraint events. The results add valuable insight to patients’ perspectives regarding 

participation in PIRs, which are scarcely explored in previous studies. The findings support 

previous studies that state PIRs as a useful procedure. However, pitfalls are identified and 

must be considered both on the individual and institutional levels.  

 

Keywords: 

Patients’ experiences, restraints, acute mental health, post incident reviews, nursing, care 
philosophies 

Background 
Although users of mental health services have for decades described experiences of 

dehumanisation after being restrained, physical and mechanical restraint (i.e. belts, restraint 

jackets, straps or physical holding) is still frequently conducted in mental health services in 

western countries (Dumais, Larue, Drapeau, Ménard, & Allard, 2011; Oster, Gerace, 

Thomson, & Muir-Cochrane, 2016; Steinert et al., 2010). Dehumanisation consists of 

psychological consequences such as (re)traumatisation, distress, fear and damaged therapeutic 

relationships, the latter a cornerstone of all treatment and care (Cusack, Cusack, McAndrew, 

McKeown, & Duxbury, 2018; Husum, Legernes, & Pedersen, 2019; Nyttingnes, Ruud, & 

Rugkåsa, 2016). In addition, grave physical consequences and even death are documented 

(Mohr, Petti, & Mohr, 2003; Rakhmatullina, Taub, & Jacob, 2013).  

International development of laws is moving towards a more critical attitude regarding 

coercive measures, especially on people in vulnerable situations, that includes a ban on all 

kinds of such measures (Nations, 2013; United Nations, 2017a). Following the USA, several 
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European countries, Australia, New Zealand, and Canada have implemented seclusion and 

restraint (S/R) reduction programs where rigorous debriefing including patients and care 

providers together is one of several strategies. These programs, mostly implemented in 

services that base their practices on human care philosophies, seem promising regarding S/R 

reduction (Huckshorn, 2004; LeBel et al., 2014)(xxxxxx1). It is however difficult to assess 

how much the different interventions individually contribute to these supposedly promising 

results (Goulet, Larue, & Dumais, 2017) (xxxxxx 1).   

Rigorous debriefing or Post-Incident Reviews (hereinafter referred to as PIRs) 

including patients and health care providers are the focus of this study. A PIR intervention is 

“a complex intervention, taking place after a S/R episode and targeting the patient and 

healthcare team to enhance the care experience and provide meaningful learning for the 

patients, staff, and organisation” (Goulet & Larue, 2016, p.127). The practice and outcomes of 

PIRs are scarcely explored in scientific literature, but studies indicate that PIRs are in line 

with recovery-oriented and reflexive, ethical care cultures in mental health services and have 

a potential for prevention of restraint (Goulet, Larue, & Lemieux, 2018) (xxxxxx 1+2). These 

potentials of PIR are particularly of importance for nurses who often engage in coercive 

practices and are supposed to perform care before and after restraint use. 

In previous research, care providers describe PIRs as useful related to care 

improvement, based on knowledge about new perspectives and solutions, increased ethical 

awareness and opportunities for emotional and relational processing (Bonner & Wellman, 

2010; Goulet et al., 2018; Gustafsson & Salzmann-Erikson, 2016) (xxxxxx 1). The potential 

of PIRs seems however not to be fully utilised, as about half of the multidisciplinary care 

providers (n = 19) in a previous study in the same project (xxxxxx, 2) struggled to get a hold 

of the patients’ voices in the PIRs. The interviewed care providers related this phenomenon to 

the patients’ mental condition and further institutional and cultural conditions (xxxxxx, 2).  
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The patients’ voices about PIRs are weakly represented in scientific studies (xxxxxx 

1). However, findings indicate that patients, although small samples (n = 3/30/10), find PIRs 

useful when coming to reflect on the antecedents and processing traumatic incidents 

afterwards (Bonner & Wellman, 2010; Goulet et al., 2018; Lanthén, Rask, & Sunnqvist, 

2015). Only one pilot study, (n=3), (Goulet et al., 2018) refers to patients’ considerations 

about how practical organisation of PIRs should be performed.  

Lastly, aiming to describe patients’ perspectives on what occurred before, during and 

after a restraint event, Ling, Cleverley, and Perivolaris (2015) conducted audits on patients’ 

charts containing PIR debrief forms (n = 55). The researchers concluded that PIRs by a 

structured written form allows patients and care providers to develop greater understanding of 

restraint events. Further, they concluded that the information collected through PIRs should 

inform treatment and care plans. A limitation in Ling et al.’s study (2015) was however that 

care providers or interpreters in some circumstances helped the patients, or wrote answers to 

the questions, making it more uncertain what the patients’ own voices were expressing. 

Rationale, aims and research questions 
The aspects of those receiving care are thus virtually absent regarding PIRs, therefore, it is our 

vital interest to increase knowledge of PIRs by exploring the patients’ perspectives on 

participation in PIRs in relation to exploiting PIRs’ intentions. 

We ask:  

What are patients’ experiences and considerations about PIRs after restraint events?  

How do patients view PIRs’ potential for care improvement and restraint prevention? 

Methods 
To investigate patients’ experiences and views on PIRs, we performed an explorative 

descriptive study design with a phenomenological hermeneutical approach to get patients’ 

own stories about restraint events and the following PIRs. Consequently, we chose a 
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qualitative design with an inductive approach based on individual interviews. Individual 

interviews were appropriate to reconstruct persons’ previous lived experiences (Mason, 

2018), in this study, patients’ lived experiences with PIRs.  

Setting 
The international movement towards more critical attitudes about coercive measures also 

applies to Norway, where the Civil ombudsman annually reveals disgraceful conditions in 

mental health services and consequently directs reforms (Sivilombudsmannen, 2018). 

Moreover, Norwegian authorities in 2017 legalised evaluation of all kinds of coercion 

together with the patients in mental health services aiming at knowledge development, 

prevention of repeating restraint events and quality improvement (Norwegian Mental Health 

Care Act, 1999).  

We conducted the study in two Norwegian mental health services: one university 

hospital and one community mental health centre that according to Norwegian laws are given 

permission to use coercion based on their emergency and acute services (Norwegian Mental 

Health Care Act, 1999). Both are serving people with serious mental challenges such as 

psychosis and affective disorders, sometimes combined with addiction problems. The two 

services had implemented the PIR procedure some years before Norwegian legislation of 

PIRs in 2017. PIRs were implemented as an isolated intervention, neither as a part of S/R 

reduction program nor connected to defined care philosophies in the services.  

The implementations were inspired by the British NICE guidelines (2015) and The 

Danish Mental Health Care Act, §4, but we did not find that they rely on any theoretical 

perspectives. The procedures were not revised during the study period.  

 

 

 



Articles 

157 

Articles 

156 

7 
 

 

Table 1 illustrates the two services' PIR procedures.  

 

Sample and Recruitment 
Inclusion criteria comprised Norwegian speaking patients above 18 years who had lived 

experiences of participation in minimum one PIR after being restrained. The patients’ 

therapists assessed the patients’ ability to provide informed consent before they were asked to 

participate in the study. Eight persons accepted participation in the period 10/2015–11/2018.  

Five patients were admitted in Service 1 (three different ward units) and three patients were 

admitted in Service 2 (the same ward unit). 

Aiming at broader assessment and understanding of patients’ experiences and 

considerations on PIRs, we would ideally recruit additional participants. We were not allowed 

to present the study to the patients directly, consequently we were dependent on the care 

providers ’efforts in the recruitment process. Despite regular enquiries to the ward units’ 

leaders, no more participants showed up. The feedback from the services was that the restraint 

rate was low (Service 2), they had not conducted PIRs lately, the implementation rates on PIRs 

were difficult to follow, but reportedly low, (< 10% in Service 1), or the patients did not give 

their consent to participate in the study. Given the lack of research concerning patients’ views 
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and experiences, we nevertheless found that it was of vital interest to listen to the perspectives 

from the eight participating patients in order to contribute to extended knowledge about PIRs.   

Participants 
There was a gender imbalance among the study participants, seven women and one male. 

There were no obvious differences in the one interview with the man compared with the 

interviews with the women, nor did we find such in the literature. 

The participants had all experienced several episodes of restraints during their admissions, 

and they had all previous experiences of not being offered PIR afterwards.  

Two had participated in one PIR, one in two PIRs, the others were uncertain about the 

number of PIRs because of confusion with ordinary therapeutic consultations.  

Planning and conducting interviews 
A semi structured interview guide was conducted to ensure that common themes were 

illuminated but based on the study’s design gave room for other issues as well. During the 

development of the interview guide, a draft was presented to an advisory group, at this stage 

two patient consultants in mental health services where the one had multiple personal 

experiences of being restrained. They gave valuable input that contributed to nuancing the 

first author’s preconceptions and consequently expanding the focus of the interviews.  

The interviews were performed by the first author, a trained nurse with considerable 

clinical experiences from mental health services. Five of the interviewees were still inpatients, 

and the interviews took place in their respective ward units. Interviews with the outpatients 

were performed in line with the interviewees’ preferences: the interviewee’s home, in a 

mental health centre and the university. The interviews lasted 15– 90 minutes, mean time 44 

minutes.  

Aiming to get a backdrop for the PIR, the participants were initially asked to speak 

briefly about the restraint event, followed by questions that dealt with point in time, 

participants, and content in the PIR. Further, they were asked about positive and negative 
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experiences regarding PIRs, that included attention to atmosphere, climate for openness and 

practical proceedings. The patients were finally asked how they thought the participating care 

providers experienced the PIR and if they knew how the PIR was documented.    

Analyses 
The first author transcribed the audio-recorded interviews and analysed the interviews using 

NVivo 12 (2016). We found some parts of the stories so extensive and expressive that we 

wanted to present them as an introduction to the results. Therefore, we used elements from 

narrative analysis (Riessman, 2008) combined with Lindseth & Nordberg’s thematic 

structural analysis method (2004). This method is claimed to be well suited to grab “the good 

and bad”, not only what the interviewee says, but also “what they talk about” (Lindseth & 

Norberg, 2004, p.146), whereas our task was to elucidate essential meaning as it is lived in 

human experience.  

Initially, each interview was repeatedly listened to and read as open-mindedly as 

possible to obtain a general impression of the whole. After this naïve reading, thematically 

structured analyses were conducted by identifying meaning units (one or more sentences 

related by their content) and further condensed meaning units. The condensed meaning units 

were then reflected on regarding similarities and differences, and further abstracted to 

subthemes and themes that are close to the participants statements (Lindseth & Norberg, 

2004). To enhance the credibility of the study, the analysis has been conducted by three 

researchers. 

In order to develop a comprehensive understanding of the patients’ experiences and 

considerations with PIRs’, the main themes were reflected on among the authors in relation to 

the naïve reading, the research questions, the study’s context, the advisory group and relevant 

literature (Lindseth & Norberg, 2004). These mutual reflections contributed to revising, 

widening, and deepening the understanding of the findings and contributed to the discussion 

on how the findings may open possibilities for alternative practices. 
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In the whole process, we emphasised presenting the participants’ perspectives as 

faithfully as possible and further formulating results in everyday language as close to the lived 

experience as possible (Lindseth & Norberg, 2004).  

Table 2 illustrates the analysis, indicating the abstraction process from subthemes and 

themes, and lately main themes as a result of the theoretical analysis.  

Table 2 Subthemes, themes and main themes 

 

Ethical considerations 
The Norwegian Social Science Data Service (ref. no.....) assessed and approved the study. The 

Regional Committees on Health Research Ethics (REK) decided that the study did not require 

further ethical approval (………). In line with the Helsinki Declaration, written and oral 

information were provided to the participants, including the participants’ right to withdraw at 

any stage without explanations or consequences, and their consent and confidentiality were 

secured (Declaration of Helsinki, 2013).  

The first author ensured beforehand that discharged participants had the possibility to 

contact professional care providers regarding eventually emotional reactions after the 

interviews.  

Finally, anonymity is preserved in the text, and all names are pseudonyms. 
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Findings 
The participants described the preceding restraint events differently, from indifference to 

variations of physical and psychological infringement. The latter spoke about feeling angry, 

powerless, afraid, and lonely, in addition to experiences with ripped clothes and marks on 

extremities. 

The patients’ feedback on PIRs revealed two main narratives with some overlap: 

(1) Stories about being strengthened, processing the restraint incident, and developing new 

coping strategies and (2) stories about feeling PIRs as meaningless, feeling like an object and 

longing for living communication and closeness.  

The results will be presented with an introductory narrated story that is elaborated with 

themes exemplified by quotations from the patients.  

Stories about PIRs as being strengthened, processing the restraint incident, and 
developing new coping strategies 
Two participants, discharged from respectively Service 1 and Service 2, experienced the PIR 

as mainly supportive, based on being strengthened, processing the restraint incident, and 

developing new coping strategies. They participated both in the encounter together with their 

therapist and contact nurse. Elisabeth (5) had PIR the day after the restraint event, while Hilda 

(8) had PIR at the end of the admission. Elisabeth had been restrained six times and had 

participated in PIRs after the last two incidents. She told about her first PIR:  

(……..) I was able to explain myself without interruptions and give a full briefing of the 
incident (…) no interruption, I was able to talk freely (….)  Being asked directly “What do 
YOU think could have been done to prevent it from happening” felt good (….) they realised 
they had to listen to me, I learnt to give notice earlier (…..) In any case I got a new attitude to 
the help when I realised that they were not out to get me and that they didn’t want me to suffer 
(....) it was as if I simply put it behind me (..) and called it off (…) therefore such talks are 
important; being seen, heard and believed (5)  
 

A central theme in Elisabeth’s story about PIRs was the experience of feeling strengthened by 

being met as a person whose experiences and considerations regarding the restraint incident 

were assessed as significant. After the previous four restraint incidents, care providers had 
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asked if she had comments about what had happened, a question she perceived as so vague 

that she chose not to respond. Elisabeth was therefore initially not interested in participation 

in the PIR. Her doctor formulated however in advance the purpose of PIR, consequently 

Elisabeth had a clear understanding that the aim was to get insight into each other’s 

perspectives and thus prevent new restraint episodes. To Elisabeth, it was nearly a turning 

point that she understood the purpose of PIR and further experienced the encounter as an 

arena where she was “allowed to have a voice and became seen and believed”, consequently, 

she perceived her experiences and views as having been acknowledged. However, even 

though Elisabeth (5) experienced the PIR as mainly positive, she found it inconvenient that 

the nurse responsible for the restraint decision had not participated in the encounter. She and 

the nurse had divergent apprehensions of the preceding circumstances. She proposed therefore 

that waiting a couple of days to include that nurse in the PIR could have ensured her interests 

in a more optimal way.  

Like Elisabeth (5), Hilda was prepared for PIR as she and her contact nurse had 

reflected upon the restraint events several times beforehand. For her, it was appropriate to 

participate in PIR at the end of her admission. She argued that her mental condition then was 

improved, thus she could better use her legitimate right to “declare what you think, what they 

have done wrong and what they might have done differently” (8). 

Both Elisabeth (5) and Hilda (8) highlighted processing the restraint incident as a 

positive aspect of the PIR. Elisabeth told about the possibility to “brief herself through the 

restraint event” that contributed to “putting a full stop” on it. Also, Hilda (8) drew attention to 

the concept “putting a full stop” by saying “you will always carry it with you, but if you’re 

allowed to finish what you want to say, and everybody agrees how it was and what happened, 

you get it over and done with, you call it off pretty soon” (8).  
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Some patients said that the care providers had given them an explanation for 

effectuating restraint measures that contributed to increased understanding of the event.  

For Elisabeth, it was of utmost importance that the care providers acknowledged the 

grievousness of conducting coercion and consequently focused on guarding against such 

practice: 

They did what they thought was best and they meant no harm. And that’s quite true, I guess 
they certainly didn’t.  But it’s not what you want to hear (……) You need them to understand 
that this is a major intervention and something that should not happen. And I believe they 
should be more focused on that, so that it doesn’t happen again (5) 

 
Elisabeth and Hilda both spoke about PIRs as an arena for developing new coping strategies. 

Elisabeth (5) told that she in the PIR learned to ask the care providers for support before 

placing herself in a safe corner in the living room, something that usually initiated the 

restraint incidents. By understanding that the care providers had not wanted to hurt her, she 

became more receptive to help and collaboration with the care providers about other 

strategies. Hilda (8) said that in the PIR they focused on how she could be more active in 

taking initiatives when she struggled, and that she together with the care providers worked out 

a mutual agreement on how to handle situations that might provoke restraint incidents. To 

Hilda, receiving care in the most peaceful seclusion room helped her to calm down and thus 

capable of cooperation, which resulted in fewer restraint episodes.  

Stories about PIRs as meaningless, feeling like an object and longing for living 
communication and closeness.  
Other patients’ experiences varied from indifference to more negative descriptions of their 

participation in the PIRs. They said that they found no meaning in participation in PIRs based 

on previous experiences of no influence in the services and experiences of their needs not 

being met in the PIR. Consequently, they said they did not talk much in the encounter. The 

following compound story represents their experiences:  

I took part in that conversation because I was told to. I guess I was a bit resigned. There’s no point 
in talking about such unpleasantness as it doesn’t help no matter what. Apart from that, PIRs are 
usually very short, just a few minutes really. I think it’s too little, as if they really don’t care that 
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much. Afterwards I was left with a bad feeling; oh – was that it? I could have said I wanted to tell 
my side of it, but they didn’t ask. I was kind of taken aback afterwards (….) it’s almost like a 
survey; it’s what they all ask for. We’re not equal, are we? 

For several patients, the time point for the encounter and participants in the PIR were unclear, 

except from the issue that it was either a doctor or a psychologist who chaired the PIR. Some 

patients had trouble distinguishing PIRs from other therapeutic meetings as they said that they 

were not informed about the aim and purpose of the encounter. They considered participation 

in the PIR as meaningless as they did not trust PIR as an arena for real dialogue, based on 

previous experiences characterised by restrictive environments and lack of influence. Gerda 

expressed: “What I have learnt after 20 years in psychiatry is that what I have to say means 

nothing” (7). Several participants found the organisation and content in the PIR to confirm 

this attitude. They said they had no influence regarding practical arrangement of the 

encounter. Beth (2) said she “showed up in the PIR because she was told to”. Further, several 

patients considered the time point of the PIR as too early after the restraint event, 

consequently they were not mentally capable to reflect as they otherwise could have done.  

Stories about being met like an object dealt with the feeling of fitting into a category in 

a practice that was experienced as manual-based. Gerda said that “When you’re in a place like 

this and you’re under duress, it’s all about following the book and principles, rules and such. 

They don’t grasp that we’re different.” (7) 

Cecilie (3) experienced the PIR like participation in a survey, as all the patients were 

asked the same questions, which she considered wrong as patients are unequal persons. She 

suggested that a real dialogue instead of answering questions from a form would be more 

meaningful to her. Even though Cecilie (3) felt disappointed after the PIR, she appreciated 

however being asked whether she preferred to be physically held or restrained by belts when 

situations got out of control.  
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Beth (2) said that in the PIR she hadn’t mentioned her experience of being talked 

about, not with, when she was restrained, as she considered that issue not to fit in the 

questions asked in the procedure form.  

Some patients described that they were disappointed after the PIR because of the marginal 

timeframe and the form and content in the encounter. By longing for living communication 

and closeness, Cecilie (3) expressed several patients’ experiences when she said she had been 

taken aback when the PIR was rounded off, as she had a need to talk and did not experience 

PIR as a dialogical meeting:  

I would have made more out of it (…) I would have said some more on the issue and wanted to try 
and understand it in a different way. Because, with basis in a question you understand quite a lot, 
but you don’t understand everything, do you? There’s so much more behind the questions (3) 

Daisy (4) said she didn’t talk much in PIRs especially if she perceived the care providers as 

insensitive. Further, she concluded that the care providers didn’t seem to care very much as 

PIRs’ were rounded off so quickly. To accommodate her longing for closeness, she suggested 

that the care providers could sit down and hold her hand both when she was restrained and in 

the PIR. Regarding taciturnity in the encounter, some patients expressed sympathy with the 

care providers regarding the fact that they did not share their experiences, as Daisy expressed: 

To my mind it must be very frustrating to initiate a conversation, and when they ask why do 
you become restless, and what can we do, and when I just sit there, looking like a question 
mark, I don’t know (… ……..) that must be very hard for them, and then, what are they going 
to do? (4) 

 
Discussion  
The findings in this study show that the patients had various experiences of PIRs that can be 

placed on a continuum from mainly positive, via indifference to mainly negative experiences. 

The findings seem however to be mostly about how the PIRs were organised and how the 

patients experienced being met in the encounters and as inpatients incidentally, and less about 

the utility of the PIRs.  
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Related to the definition of PIRs (Goulet & Larue, 2016), the findings of PIRs as beneficial, 

based on being strengthened, developing new coping strategies and processing the restraint 

event, point first and foremost to development of knowledge as an outcome of PIRs. 

Considering PIRs as resulting in new knowledge that contributes to more individualised care 

and thus may prevent repeating restraint events, is in line with care providers’ experiences and 

views on PIRs (Ashcraft & Anthony, 2008; Bonner, Lowe, Rawcliffe, & Wellman, 2002; 

Goulet et al., 2018) (xxxxxx 2). We have however not found previous studies referring to 

patients’ experiences with PIRs as a tool for knowledge development. 

The other aim in the definition of PIRs, enhancing the care experience (Goulet et al., 

2018), is reflected in processing the restraint event in the PIR that is in line with the study of 

Lanthén et al. (2015) where previous patients emphasised PIRs as a way to process the 

restraint experience so as to prevent restraint-related traumas. This topic: PIRs as being 

suitable for processing damaged relationships, as described in studies exploring care 

providers’ experiences of PIRs (Goulet et al., 2018; Gustafsson & Salzmann-Erikson, 2016), 

did not come up as a finding in our study (xxxxxx 2).  

The patients who described participation in PIRs positively, spoke about being 

prepared for the PIR, being motivated by getting information about the aim and purpose of 

PIRs, and further experiences of being met in a supportive atmosphere.  

In light of Buber’s dialogical approach (Buber & Smith, 2004), we understand these 

patients’ experiences as being met in a Subject-Subject relation, and thus in a supportive 

atmosphere, which is described as a premise for PIRs (Azeem, Aujla, Rammerth, Binsfeld, & 

Jones, 2011; Bonner & Wellman, 2010; Goulet et al., 2018). In a frame of personal recovery 

philosophy, the patients’ experiences seem however to support processes like identity, hope 

and empowerment (Leamy, Bird, Le Boutillier, Williams, & Slade, 2011; Slade, 2009). 

Illuminated by personal recovery philosophy (Leamy et al., 2011; Slade, 2009), a 
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comprehensive understanding of these patients’ experiences, is PIRs to be an opportunity to 

support the patients’ personal recovery processes, assuming that the PIR is conducted in a 

supportive environment. This finding is in line with previous studies (Goulet et al., 2018; 

Gustafsson & Salzmann-Erikson, 2016; Ling et al., 2015) (xxxxxx 1). 

In contrast to the positive experiences of PIRs, the findings in this study show that 

several patients struggled to participate actively in the PIRs. We have found this phenomenon 

only in one previous study, where care providers in the same project had trouble getting a 

hold on the patients’ voices in the PIRs (xxxxxx 2).   

In light of Goffman’s theories (1968), experiencing PIRs as meaningless, feeling like 

an object and longing for living communication and closeness, the comprehensive 

understanding of the patients’ experiences can be characterised as continuation of coercive 

contexts as the power dynamics imply that care providers typically exercise a dominant 

influence on planning and conducting the PIRs (Sjöström, 2006). The PIR may then, instead 

of contributing to increasing voluntary treatment and care, amplify a feeling of powerlessness 

and thus increase the use of coercive measures, the opposite of the intentions of PIRs (Goulet 

& Larue, 2016; Huckshorn, 2004).   

To the patients, being restrained is a violation of their autonomy and liberty that often 

results in feeling dehumanised afterwards (Norvoll & Pedersen, 2016; Nyttingnes et al., 2016; 

Wilson, Rouse, Rae, & Kar Ray, 2017). Therefore, there is a need to pay attention to the 

vulnerability to overcome the tensions of PIRs with respect to coercive contexts (Sjöström, 

2006). As dignity and being treated with respect are core values in care (International Council 

of Nurses, 2012), we suggest perspectives from recovery-oriented care philosophies and care 

ethics to support patients’ active participation in PIRs (Slade, 2009; Tronto, 1993). In light of 

these perspectives, the patient’s vulnerability and the power-dependence relationships should 

be considered when planning and conducting the PIRs. According to the participants in this 



Articles 

167 

Articles 

166 

18 
 

study, the timepoint for the PIR should be fixed based on the patients’ mental health condition 

and preferences. In scientific literature, we find both stated timeframes and the necessity of 

individual assessments (xxxxxx 1). We have found one study describing patients’ preferences 

on the time point (Goulet et al., 2018), where PIR one week after the restraint incident was 

suggested.  

The power dynamics in the PIR, as we have pointed out, may suppress the patients’ 

voices, consequently “much of the patients’ agenda will not get aired in the consultation” 

(Greenhalgh, Snow, Ryan, Rees, & Salisbury, 2015, p.3). The predominance of care providers 

in the PIRs was one of several alternative explanations presented by care providers regarding 

their experiences of struggling to get hold of the patients’ voices in PIRs (xxxxxx 2). 

Perspectives from theory of power-dependence relations (Emerson, 1962), may suggest 

strengthening the weaker member, the patient, in the PIRs. The members in power, here: the 

care providers, can, according to Emerson (1962) contribute to achieving more balance in the 

power-dependence relationship towards the other: here, the patients, by increasing their 

motivational investment in the goals and strategies defined and expressed by the other, here: 

the patients in the PIR dialogue, and further documented in care plans or joint crisis plans 

(Henderson et al., 2004). Further, extension of the power network (Emerson, 1962) may 

support the patients in PIRs by advocacy by peers, user consultants, contact nurse or other 

trusted persons (Levy & Payne, 2006; Ridley, Newbigging, & Street, 2018). 

Within a frame of personal recovery philosophy, episodes of acting out or relapses are 

labelled as “crises”, which indicates that the episode may be a learning opportunity (Slade, 

2009). Further, a recovery focus includes minimising the patient’s loss of personal 

responsibility during the crisis (Slade, 2009). The two participating services’ procedures did 

however not include asking the patient whether one could have handled the situation in a 

different way, as suggested in other studies (Ashcraft & Anthony, 2008; Goulet et al., 2018; 
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Ling et al., 2015). Including that question in the PIR form could increase the patients’ 

responsibility, and accordingly support the patients’ empowerment and consequently personal 

recovery processes (Barker, 2012; Leamy et al., 2011; Slade, 2009). To avoid blaming the 

patient, the question about other alternative strategies must however be requested in a 

supportive atmosphere characterised by the “care providers’ genuine presence” (Goulet et al., 

2018, p.218). 

This study did not reveal explicit knowledge about PIRs’ potential for care 

improvement and restraint reduction at the organisational level that is suggested in a previous 

study (Petti, Mohr, Somers, & Sims, 2001). The findings do however point to the importance 

of services’ care philosophies that emphasise patients’ involvement and dialogical and 

collaborative approaches. This is in line with our study where care providers who experienced 

PIRs as beneficial due to potential to improve the quality of care, seemed to perform an 

acknowledging, dialogue-oriented approach in the PIRs (xxxxxx 2).  

Based on Tronto & Fishers’ (1993) responsibility to “take care of”, we address the 

organisational challenges to the services’ managers, that means ensuring that structural and 

cultural conditions have been facilitated which safeguard the care providers’ professional and 

moral competence and thus provide patients’ optimal treatment and care.  

Methodological considerations 
The strength of the study is that it explicitly sought perspectives on PIRs from persons who 

had first-hand experience of PIRs’ after restraint events. In addition to contributing to the 

existing knowledge base, the study reveals a need for more explorations of how to support 

patients to participate actively in PIRs. Even though the interviews were conducted in a period 

of over three years, we consider the study’s dependability to be maintained. The services’ PIR 

procedures and the study’s interview guide were unchanged during the period. As PIRs 

involve different persons, neither the PIRs nor the interviews would be identical even if 

conducted in a short period of time (Blaikie & Priest, 2019).  
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Despite our desire for additional study participants, we considered the eight 

interviewees to contribute to sufficient information power based on their being highly specific 

for the study aim and that the dialogues were strong (Malterud, Siersma, & Guassora, 2016). 

We don’t exactly know the reasons why we failed to recruit more study participants. Getting 

access to services who would give permission for the empirical part of the study was a 

challenge as several services were contacted before the two participating services permitted 

the study. 

Further, care providers’ eventual assessments of the patients as vulnerable, also raises 

the problem of gatekeeping, that is feeling obligated to protect the patients against issues that 

may threaten their well-being (Carlsson, Blomqvist, & Jormfeldt, 2017; Witham, Beddow, & 

Haigh, 2015). We will anyway emphasise the importance of giving ear to the few with 

experiences of PIRs and recommend further studies to include more patients’ voices.  

The criterion of credibility of the study pertains to the authors’ thorough knowledge of 

structures and cultures in mental health services. Credibility was further strengthened as the 

first author discussed results with co-authors and research groups, which were further 

confirmed by the advisory group.  

 

Conclusion and implications for practice 
The findings in this study support previous studies that find PIRs potentially helpful to both 

patients and care providers. However, first and foremost, the findings support the importance 

of conducting PIRs in supportive environments that emphasise collaboration and an 

acknowledging dialogue to elicit the patients’ voices in the PIRs.  

As several settings seem to affect patients’ experiences of PIRs, attention must be 

directed to both individual and structural conditions in the services. The pitfalls of conducting 

PIRs must be highlighted, consequently PIRs should be conducted in a frame of human care 

philosophies that recognises the power-dependence relationship and the patients’ vulnerability 
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after restraint events. To support the patients’ engagement for participation in PIRs, they 

should receive tailored information about the aim and purpose of the encounter.  

As the patients had individual views on when and how the PIR should be conducted, 

they should influence the planning for the PIR: the time for the encounter, whom to 

participate and themes to be taken up. Trusted persons or advocacy may provide a 

counterbalance and support the patient in the PIR.  

The PIR form in the services should be critically assessed, by (1) paying attention to 

the patients’ motivation and capacity to take some responsibility for preventing new restraint 

events and (2) adding a concluding question about whether the patient needs to talk about 

something they have not mentioned in the PIR. 

More studies are however essential to acquire knowledge of how to support patients’ 

active participation in PIRs.        
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Intervju med helsepersonell: 

 

Alder. Utdanning? Arbeidserfaring innen psyk. 
helsetjeneste? Erfaringer med tvangsmidler? Erfaringer 
med ettersamtale? 

 

1. Kan du kort fortelle hva som skjedde da pasienten ble 
holdt/lagt i belte? 

2. Når ble ettersamtalen avholdt og hvem var med på den? 
3. Kan du fortelle om innholdet i ettersamtalen? 
4. Hvordan opplevde du ettersamtalen? Positive erfaringer? Negative 

erfaringer? 
(Her vil jeg høre etter opplevelse om atmosfære, muligheter for 
åpenhet, praktisk avvikling av ettersamtalen etc) 

5. Hvordan tror du ettersamtalen ble opplevd av pasienten som var 
med? 

6. Dokumentasjon av samtalen?  
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Appendix 1 - Interview guides patients and 
care providers 
 

Interview guide 
Intervju med pasienten: 

 

Alder. Første gang innlagt? Pasientens begrunnelse for 
innleggelsen. Erfaringer med tvangsmidler? Erfaringer 
med ettersamtale? 

 

1. Kan du kort fortelle om episoden hva som 
skjedde sa du ble holdt/lagt i belte? (Antatt årsak, 
opplevelse av tiltaket (inklusiv eventuelle skader 
som følge av inngrepet), oppfølging etterpå?) 

2. Når ble ettersamtalen avholdt og hvem var med på den? 
3. Kan du fortelle om innholdet i ettersamtalen? 
4. Hvordan opplevde du ettersamtalen? Positive erfaringer? 

Negative erfaringer? (Her vil jeg høre etter opplevelse om 
atmosfære, muligheter for åpenhet, praktisk avvikling av 
ettersamtalen etc) 

5. Hvordan tror du ettersamtalen ble opplevd av personalet som var 
med? 

6. Dokumentasjon av samtalen?  
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Du blir spurt om å delta fordi du har erfaring med mekaniske 
tvangsmidler og/eller holding og har hatt en samtale med helsepersonell 
om hendelsen i etterkant.  

Hva innebærer deltakelse i studien? 
Dersom du sier ja til å delta i studien, vil dette innebære et intervju med 
undertegnede om dine erfaringer med samtalen etter beltelegging 
og/eller holding. 

Dette intervjuet vil avholdes i løpet av 2 uker etter at du eventuelt har 
sagt ja til å delta. 

Det beregnes at intervjuet vil vare om lag 45 minutter. Samtalen vil bli 
tatt opp på bånd om du godkjenner dette. 

Hva skjer med informasjonen om deg?  

Forskeren vil ikke kjenne din identitet før du eventuelt samtykker til 
deltakelse. 

Alle personopplysninger vil bli behandlet konfidensielt. 

Samtalene slettes når de er skrevet ned. Intervjuene lagres på 
universitetets database. Informasjonen som registreres om deg skal kun 
brukes slik som beskrevet i hensikten med studien. 

Alle opplysningene vil bli behandlet uten navn og fødselsnummer 
eller andre direkte gjenkjennende opplysninger. Intervjuet vil bli 
registrert som «pasient n», der n er nummer i rekken, alder og 
avdelingens navn. 

Personidentifiserende opplysninger vil ikke deles med helseforetaket 
eller noen andre.  

Det vil ikke være mulig å identifisere deg i resultatene av studien når 
disse publiseres. 
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Appendix 2 - Participation information letter 
patients 

Forespørsel til pasient om deltakelse i 
forskningsprosjektet 

 

«Samtaler etter bruk av mekaniske tvangsmidler og 
holding – 
En kvalitativ studie om pasienter og personal sine 
erfaringer» 

Bakgrunn og formål 
Dette er et spørsmål til deg om å delta i en doktorgradsstudie for å 
undersøke hvilke erfaringer pasienter og helsepersonell har med samtale 
etter bruk av mekaniske tvangsmidler og holding. (Regulert i Lov om 
psykisk helsevern § 4.8.) 

Bakgrunnen for studien er at forskning viser at mekaniske tvangsmidler 
og holding kan føre til både fysiske og psykiske skader for pasientene og 
belastninger for personalet. Derfor er det behov for mer kunnskap om 
hvilke erfaringer både pasienter og personal har, og om en planlagt og 
systematisk samtale etterpå kan bidra til andre erfaringer. 

Studien er planlagt gjennomført ved Helse Bergen Psykiatrisk klinikk 
Sandviken og Jæren DPS. 

Det tilstrebes å innhente erfaringer fra pasienter og helsepersonell som 
har hatt en felles samtale etter anvendelse av mekaniske tvangsmidler 
og/eller holding. 
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Studien er planlagt gjennomført ved Helse Bergen Psykiatrisk klinikk 
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og/eller holding. 
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Samtykke til deltakelse i studien 
 
 

 

Jeg har mottatt informasjon om studien, og er villig til å delta  
 
 

----------------------------------------------------------------------------------------------
------------------ 

(Signert av prosjektdeltaker, dato) 
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Universitetet i Stavanger ved administrerende direktør er 
databehandlingsansvarlig. 

Prosjektet skal etter planen avsluttes i løpet av 2017. Opptak slettes og 
intervju oppbevares fortsatt som anonymisert, eventuelt slettes.  

Frivillig deltakelse 
Det er frivillig å delta i studien, og du kan når som helst trekke ditt samtykke 
uten å oppgi noen grunn. Dette vil ikke få konsekvenser for din videre 
behandling. Dersom du trekker deg, vil alle opplysninger om deg slettes. 
 
 
Dersom du ønsker å delta i studien, gir du beskjed til din kontaktperson i 
avdelingen 
 
……………………………………………………..,  
 
Jeg vil ta kontakt med deg når du har underskrevet samtykke om å delta. 
 
Dersom du har spørsmål til studien, er du velkommen til å ta kontakt med 
prosjektleder Unn Hammervold, tlf. 909 36 740. 
 
Studien er forelagt Regional Etisk Komité, Bergen og godkjent av 
Personvernombudet for forskning, Norsk samfunnsvitenskapelig datatjeneste 
AS. 
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Universitetet i Stavanger ved administrerende direktør er 
databehandlingsansvarlig. 

Prosjektet skal etter planen avsluttes i løpet av 2017. Opptak slettes og 
intervju oppbevares fortsatt som anonymisert, eventuelt slettes.  

Frivillig deltakelse 
Det er frivillig å delta i studien, og du kan når som helst trekke ditt samtykke 
uten å oppgi noen grunn. Dette vil ikke få konsekvenser for din videre 
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……………………………………………………..,  
 
Jeg vil ta kontakt med deg når du har underskrevet samtykke om å delta. 
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prosjektleder Unn Hammervold, tlf. 909 36 740. 
 
Studien er forelagt Regional Etisk Komité, Bergen og godkjent av 
Personvernombudet for forskning, Norsk samfunnsvitenskapelig datatjeneste 
AS. 
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Du blir spurt om å delta fordi du har erfaring med mekaniske 
tvangsmidler og/eller holding og har hatt en samtale med pasient om 
hendelsen i etterkant.  

 

Hva innebærer deltakelse i studien? 
Dersom du sier ja til å delta i studien, vil dette innebære: 

Intervju med undertegnede om dine erfaringer med systematisk samtale 
med en pasient som har vært beltelagt eller holdt. 

Dette intervjuet vil avholdes i løpet av 2 uker etter at du eventuelt har 
sagt ja til å delta. 

Det beregnes at intervjuet vil vare om lag 45 minutter. Samtalen blir tatt 
opp på bånd om du godkjenner dette. 

Hva skjer med informasjonen om deg?  

Alle personopplysninger vil bli behandlet konfidensielt. 

Samtalene slettes når de er skrevet ned. Intervjuene lagres på 
universitetets database. Informasjonen som registreres om deg skal kun 
brukes slik som beskrevet i hensikten med studien. 

Alle opplysningene vil bli behandlet uten navn og fødselsnummer eller 
andre direkte gjenkjennende 

opplysninger. En kode knytter deg til dine opplysninger til en 
informantliste med ditt navn og mailadresse. 

Det er kun prosjektleder som har adgang til informantlisten og som kan 
finne tilbake til deg. Listen slettes når studien avsluttes. Det vil ikke være 
mulig å identifisere deg i resultatene av studien når disse publiseres. 
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Appendix 3 - Participation information letter 
care providers letter 

Forespørsel til helsepersonell om 
deltakelse i forskningsprosjektet 

 
«Samtaler etter bruk av mekaniske tvangsmidler og 
holding – 

En kvalitativ studie om pasienter og personal sine 
erfaringer» 

Bakgrunn og formål 
Dette er et spørsmål til deg om å delta i en doktorgradsstudie der 
hensikten er å undersøke hvilke erfaringer pasienter og helsepersonell 
har med samtale etter bruk av mekaniske tvangsmidler og holding. 
(Regulert i Lov om psykisk helsevern § 4.8.) 

Bakgrunnen for studien er at forskning viser at mekaniske tvangsmidler 
og holding kan føre til både fysiske og psykiske skader for pasientene og 
belastninger for personalet. Derfor er det behov for mer kunnskap om 
hvilke erfaringer både pasienter og personal har, og om en planlagt og 
systematisk samtale etterpå kan bidra til andre erfaringer. 

Studien er planlagt gjennomført ved Helse Bergen Psykiatrisk klinikk 
Sandviken og Jæren DPS. 

Det tilstrebes å innhente erfaringer fra pasienter og helsepersonell som 
har hatt en felles samtale etter anvendelse av mekaniske tvangsmidler 
og/eller holding. 
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Universitetet i Stavanger ved administrerende direktør er 
databehandlingsansvarlig. 

Prosjektet skal etter planen avsluttes i løpet av 2017. Opptak slettes og 
intervju oppbevares fortsatt som anonymisert, evnt. slettes.  

Frivillig deltakelse 
Det er frivillig å delta i studien, og du kan når som helst trekke ditt samtykke 
uten å oppgi noen grunn. Dette vil ikke få konsekvenser for deg. Dersom du 
trekker deg, vil alle opplysninger om deg bli slettet.  
 
Som forsker her jeg en uavhengig rolle i avdelingene. Det vil si at jeg ikke er 
representant fra ledelsen eller noen organisasjon. 
Jeg har underskrevet taushetsplikten ved sykehuset. Undersøkelsen 
anonymiseres og vil bli behandlet konfidensielt gjennom hele prosessen 
Prosjektet er forelagt Regional komite for medisinsk etikk og godkjent av 
Personvernombudet for forskning, Norsk samfunnsvitenskapelig datatjeneste 
AS. 
 
Dersom du ønsker å delta eller har spørsmål til studien, ta kontakt med Unn 
Hammervold, tlf. 909 36 740 eller veileder Hildegunn Sagvaag, tlf. 51834236. 
 

 

Samtykke til deltakelse i studien 
 
 

 

Jeg har mottatt informasjon om studien, og er villig til å delta  
 
 

----------------------------------------------------------------------------------------------
------------------ 

(Signert av prosjektdeltaker, dato) 
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Appendix 4 - Ethical approval letters 
 

Region: Saksbehandler: Telefon:  Vår dato: Vår referanse:

REK sør-øst Gjøril Bergva 22845529  05.02.2014 2013/2359/REK sør-øst
D

 Deres dato: Deres referanse:

 10.12.2013
 

Vår referanse må oppgis ved alle henvendelser

Besøksadresse:
Gullhaugveien 1-3, 0484 Oslo  

Telefon: 22845511
E-post: post@helseforskning.etikkom.no
Web: http://helseforskning.etikkom.no/

 
All post og e-post som inngår i
saksbehandlingen, bes adressert til REK
sør-øst og ikke til enkelte personer

 
Kindly address all mail and e-mails to
the Regional Ethics Committee, REK
sør-øst, not to individual staff

 
Til: Unn Elisabeth Hammervold

2013/2359  Samtaler etter bruk av mekaniske tvangsmidler og holding – En kvalitativ studie om
pasienter og personal sine erfaringer

Vi viser til søknad om forhåndsgodkjenning av ovennevnte forskningsprosjekt. Søknaden ble behandlet av
Regional komité for medisinsk og helsefaglig forskningsetikk (REK sør-øst) i møtet 15.01.2014.
Vurderingen er gjort med hjemmel i helseforskningsloven § 10, jf. forskningsetikklovens § 4.

 Universitetet i StavangerForskningsansvarlig:
 Unn Elisabeth HammervoldProsjektleder:

Prosjektomtale (revidert av REK):
I 2009 ble det gjort vel 6000 vedtak om mekaniske tvangsmidler og holding i norsk psykisk helsevern.
Internasjonale publikasjoner viser til dels alvorlige fysiske og psykiske skader hos pasienter etter bruk av
tvangsmidler. Det er etablert rutiner for samtaler med personell etter bruk av tvang, men kun tilfeldig for
pasienter. Denne studiens hensikt er å få kunnskap om erfaringer med ettersamtaler hos pasienter og
personal etter anvendelse av mekaniske tvangsmidler og holding. Videre utforskes om disse erfaringene
bidrar til endring av praksis. Det vil anvendes kvalitativ metode der innlagte pasienter og helsepersonell
som var involvert i samme tvangsepisode intervjues.

Vurdering
Slik komiteen oppfatter prosjektet, er hensikten å få kunnskap om selve ettersamtalen, med fokus på
pasientenes og personalets positive og negative erfaringer. Det fremgår av søknaden at prosjektet kan bidra
til fagutvikling og mulig endring av praksis. Komiteen vurderer at prosjektet, slik det er presentert i søknad
og protokoll, ikke vil gi ny kunnskap om helse og sykdom som sådan. Prosjektet faller derfor utenfor REKs
mandat etter helseforskningsloven. Det kreves ikke godkjenning fra REK for å gjennomføre prosjektet.
Prosjektet kommer inn under de interne regler som gjelder ved forskningsansvarlig virksomhet. Det er
institusjonens ansvar å sørge for at prosjektet følger gjeldende reguleringer for behandling av
helseopplysninger. Ettersom prosjektet forutsettes gjennomført i samsvar med gjeldende reguleringer, vil
dette ikke være til noe hinder for at resultatene kan publiseres.

Vedtak
Prosjektet faller utenfor helseforskningslovens virkeområde da det ikke oppfyller formålet, jf. § 2. Det
kreves ikke godkjenning fra REK for å gjennomføre prosjektet.

Vi ber om at alle henvendelser sendes inn med korrekt skjema via vår saksportal:
http://helseforskning.etikkom.no. Dersom det ikke finnes passende skjema kan henvendelsen rettes på e-post
til: .post@helseforskning.etikkom.no
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Vennligst oppgi vårt referansenummer i korrespondansen.

Klageadgang
Du kan klage på komiteens vedtak, jf. forvaltningslovens § 28 flg. Klagen sendes til REK sør-øst.
Klagefristen er tre uker fra du mottar dette brevet. Dersom vedtaket opprettholdes av REK sør-øst, sendes
klagen videre til Den nasjonale forskningsetiske komité for medisin og helsefag for endelig vurdering.

Med vennlig hilsen

Finn Wisløff 
Professor em. dr. med.
Leder

Gjøril Bergva
Rådgiver

Kopi til: ; Universitetet i Stavanger ved øverste administrative ledelse:hildegunn.sagvaag@uis.no
post@uis.no
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Region: Saksbehandler: Telefon:  Vår dato: Vår referanse:

REK vest Arne Salbu 55978498  30.09.2014 2014/1375/REK vest
 Deres dato: Deres referanse:

 19.08.2014
 

Vår referanse må oppgis ved alle henvendelser

Besøksadresse:
Armauer Hansens Hus (AHH),
Tverrfløy Nord, 2 etasje. Rom
281. Haukelandsveien 28

 
Telefon: 55975000
E-post: rek-vest@uib.no
Web: http://helseforskning.etikkom.no/  

All post og e-post som inngår i
saksbehandlingen, bes adressert til REK
vest og ikke til enkelte personer  

Kindly address all mail and e-mails to
the Regional Ethics Committee, REK
vest, not to individual staff

 
Unn Elisabeth Hammervold
Institutt for helsefag

2014/1375  Samtaler etter bruk av mekaniske tvangsmidler og holding - En kvalitativ studie om
pasienter og personal sine erfaringer

 Universitetet i StavangerForskningsansvarlig institusjon:
 Unn Elisabeth HammervoldProsjektleder:

Vi viser til søknad om dispensasjon fra taushetsplikt i ovennevnte prosjekt. Søknaden ble behandlet av
Regional komité for medisinsk og helsefaglig forskningsetikk (REK vest) i møtet 11.09.2014. Vurderingen
er gjort med hjemmel i helsepersonelloven § 29 første ledd og forvaltningsloven § 13 d første ledd.

Prosjektomtale
Innenfor psykisk helsevern blir bruk av tvangsmidler regulert i Lov om psykisk helsevern (1999) § 4.8.
Brukere av psykiske helsetjenester rapporterer om ulike erfaringer med tvangsmidler, - fra at de forebygger
skader og redder liv, til at de medfører betydelige fysiske og psykiske tilleggsbelastninger. Systematiske
samtaler etter bruk av tvang er tiltak enkelte helseforetak gjennomfører. Man vet lite om hvordan slike
ettersamtaler påvirker tilleggsbelastninger og i denne studien vil vi innhente erfaringer ved systematiske
ettersamtaler. Vi vil undersøke pasienters og helsepersonells erfaringer med sikte på å utvikle kunnskap som
kan få konsekvenser for praksis. Fokus på erfaringer gjør kvalitativ metode relevant og analyse og
fortolkning vil skje innenfor en hermeneutisk tradisjon. Datasamlingen vil være deltakende observasjon,
fokusgruppeintervju og semistrukturerte dybdeintervju med pasienter og personal som har hatt
ettersamtaler etter bruk av mekaniske tvangsmidler og holding.

Vurdering

Dette prosjektet gjelder organiserte ettersamtaler med pasienter etter bruk av tvangsmidler i psykisk
helsevern (phvl. § 4-8-tiltak). Man ønsker å hente inn erfaringer ved systematisk bruk av ettersamtaler. Man
vil også undersøke pasienters og helsepersonell sine erfaringer med sikte på å utvikle ny relevant kunnskap.

Metode vil blant annet være deltakende observasjon, og det er  i prosjektet som skalalene dette elementet
vurderes av komiteen. Prosjektet er tidligere vurdert til å falle utenfor helseforskningslovens område av en
annen REK-komité. Spørsmålet for REK vest er nå om det er grunnlag for å gi dispensasjon fra
taushetsplikten etter helsepersonelloven § 29 b: med andre ord gjøre unntak fra kravet om samtykke fra
pasientene. For dette stilles som vilkår at «behandlingen av opplysningene er av vesentlig interesse for
samfunnet og hensynet til pasientens integritet og velferd er ivaretatt».

Psykiatriske pasienter i institusjon og der mange vil være under tvunget vern, er å anse som en svært sårbar
gruppe. I søknaden vurderes at mange av pasientene vil være uten samtykkekompetanse. Å kunne reservere
seg fra deltakelse (dvs bli observert), anses derfor ikke som realistisk. I tillegg gjøres gjeldende den
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utfordring en stadig utskiftning av pasientpopulasjonen i avdelingene representerer.

Vurderingen av om unntak fra samtykkekravet bør gis, må hensynta at gruppen er svært sårbar. Kravene til
samfunnsinteresse og ivaretakelse av integritet skjerpes her. Komiteen mener generelt det er viktig å
framskaffe kunnskap omsider ved bruk av tvang innen psykisk helsevern.  Vanskene med å innhente
samtykke anerkjennes også. I dette prosjektet har komiteen likevel vurdert at betydningen av metoden
deltakende observasjon ikke er tilstrekkelig godtgjort til å forsvare avvik fra samtykkekravet. Det er således
ikke selve tvangsbruken som skal undersøkes, men bruken av ettersamtaler. Koblingen til betydningen av
«konteksten» der disse finner sted blir da mindre sterkt. I lys av de sterke grunner som må være oppfylt for
gjøre unntak fra samtykkekravet, har komiteen konkludert med at bruk av deltakende observasjon neppe kan
generere kunnskap av en slik viktighet at dispensasjon kan rettferdiggjøres. Søknaden må derfor avslås.

Vedtak
REK vest avslår søknad om dispensasjons fra taushetsplikten etter helsepersonelloven § 29, for dette
prosjektet.

Klageadgang
Du kan klage på komiteens vedtak, jf. forvaltningslovens § 28 flg. Klagen sendes til REK vest. Klagefristen
er tre uker fra du mottar dette brevet. Dersom vedtaket opprettholdes av REK vest, sendes klagen videre til
Den nasjonale forskningsetiske komité for medisin og helsefag for endelig vurdering.

Med vennlig hilsen

Ansgar Berg 
Prof. Dr.med
Komitéleder

Arne Salbu
rådgiver

Kopi til: hildegunn.sagvaag@uis.no  
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Unn Elisabeth Hammervold

Institutt for helsefag Universitetet i Stavanger

Ullandhaug

4036 STAVANGER

Vår dato: 15.10.2014                         Vår ref: 39122 / 3 / MSS                         Deres dato:                          Deres ref: 

TILBAKEMELDING PÅ MELDING OM BEHANDLING AV PERSONOPPLYSNINGER

Vi viser til melding om behandling av personopplysninger, mottatt 25.06.2014. Meldingen gjelder

prosjektet:

Personvernombudet har vurdert prosjektet, og finner at behandlingen av personopplysninger vil være

regulert av § 7-27 i personopplysningsforskriften. Personvernombudet tilrår at prosjektet gjennomføres.

Personvernombudets tilråding forutsetter at prosjektet gjennomføres i tråd med opplysningene gitt i

meldeskjemaet, korrespondanse med ombudet, ombudets kommentarer samt personopplysningsloven og

helseregisterloven med forskrifter. Behandlingen av personopplysninger kan settes i gang.

Det gjøres oppmerksom på at det skal gis ny melding dersom behandlingen endres i forhold til de
opplysninger som ligger til grunn for personvernombudets vurdering. Endringsmeldinger gis via et eget
skjema, http://www.nsd.uib.no/personvern/meldeplikt/skjema.html. Det skal også gis melding etter tre år

dersom prosjektet fortsatt pågår. Meldinger skal skje skriftlig til ombudet.

Personvernombudet har lagt ut opplysninger om prosjektet i en offentlig database,

http://pvo.nsd.no/prosjekt. 

Personvernombudet vil ved prosjektets avslutning, 31.12.2017, rette en henvendelse angående status for

behandlingen av personopplysninger.

Vennlig hilsen

Kontaktperson: Marie Strand Schildmann tlf: 55 58 31 52

Vedlegg: Prosjektvurdering

39122 Samtaler etter bruk av mekaniske tvangsmidler og holding - En kvalitativ
studie om pasienter og personal sine erfaringer

Behandlingsansvarlig Universitetet i Stavanger, ved institusjonens øverste leder
Daglig ansvarlig Unn Elisabeth Hammervold

Katrine Utaaker Segadal
Marie Strand Schildmann
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Personvernombudet for forskning

Prosjektvurdering - Kommentar
Prosjektnr: 39122

Formålet med prosjektet er å undersøke hvordan systematiske ettersamtaler mellom pasient og helsepersonell
påvirker de involverte parter sin erfaring med, og forståelse av bruk av mekaniske tvangsmidler og holding.

Datamaterialet innhentes gjennom personlige intervju og gruppeintervju. Det er planlagt intervju med pasienter
og helsepersonell ved helseforetak hvor planlagt og systematisk samtale med pasient om episode der mekanisk
tvangsmiddel og/eller holding ble anvendt er utvalgskriteriet. En vil rekruttere pasienter og helsepersonell som
har vært involvert i de samme hendelsene/situasjonene. Dette fremgår også på tilfredsstillende måte i
informasjonsskrivet til de som forespørres.

Rekruttering skjer via helseforetaket. Personvernombudet legger til grunn for sin vurdering, jf. epost fra
prosjektleder den 01.10.2014, at utelukkende samtykkekompetente pasienter rekrutteres. Behandlende
lege/helsepersonell vurderer samtykkekompetansen før forespørsel om deltakelse i prosjektet formidles til den
enkelte.

Informasjonsskriv mottatt den 07.08.2014 er tilfredsstillende utformet, men vi anbefaler at det i
informasjonsskriv til pasienter tilføyes at personidentifiserende opplysninger ikke deles med helseforetaket eller
noen andre. Det kan også med fordel påføres at "forsker kjenner ikke din identitet før du eventuelt samtykker til
deltakelse".

Revidert informasjonsskriv skal sendes til personvernombudet@nsd.uib.no før utvalget kontaktes.

Det gjennomføres personlig intervju og fokusgruppeintervju med helsepersonell 2-3 ganger. Etter
fokusgruppeintervju gjennomføres en påfølgende samtale. Dette gjentas etter ett år, muligens også etter to år.
Det gjennomføres kun ett intervju med pasient og det registreres ikke direkte personidentifiserende
opplysninger i den forbindelse. Intervjuene knyttes til et løpenummer, samt opplysninger om alder og
avdelingens navn.

Beskrevet observasjonsstudie ved helseforetaket utgår fra prosjektopplegget, da REK ikke fant å kunne gi
dispensasjon fra taushetsplikten. En legger opp til alternativt å gjennomføre observasjon av selve ettersamtalen
mellom pasient og helsepersonell, basert på samtykke fra den enkelte. Dette er imidlertid ikke tatt stilling til på
nåværende tidspunkt, og vår vurdering av prosjektopplegget omfatter derfor ikke en observasjonsstudie.
Dersom observasjonsdelen skal gjennomføres må det sendes endringsmelding til oss om dette.

Det er ombudets vurdering at det behandles sensitive personopplysninger om helseforhold, jf.
personopplysningsloven § 2, punkt 8 c). 

Det legges til grunn for vår vurdering at helsepersonell i forbindelse med personlig intervju kun uttaler seg om
egen opplevelse av ettersamtalen og hvordan man tror pasienten opplevde denne. Andre opplysninger om
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pasienten (f.eks. atferd, diagnose etc.) utleveres ikke. I forbindelse med gruppeintervju vil det ikke diskuteres
enkeltsaker eller konkrete hendelser.

Personvernombudet legger til grunn at forsker etterfølger Universitetet i Stavanger sine interne rutiner for
datasikkerhet.

Forventet prosjektslutt er 31.12.2017. Ifølge prosjektmeldingen skal innsamlede opplysninger da anonymiseres.
Anonymisering innebærer å bearbeide datamaterialet slik at ingen enkeltpersoner kan gjenkjennes. Det gjøres
ved å:
- slette direkte personopplysninger (som navn/koblingsnøkkel)
- slette/omskrive indirekte personopplysninger (identifiserende sammenstilling av bakgrunnsopplysninger som
f.eks. bosted/arbeidssted, alder og kjønn)
- slette lydopptak
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Dialog med NSD som gjelder pasient deltaker utenfor 
inklusjonskriteriene 

Fra: Jørgen Wincentsen <Jorgen.Wincentsen@nsd.no>  
Sendt: fredag 13. desember 2019 13.32 
Til: Unn Hammervold <unn.hammervold@uis.no> 
Emne: SV: Spørsmål meldeskjema 39122. 

 

Hei Unn 

Dersom rekruttering og samtykke til deltakelse fra pasienten ble 
gjennomført slik du beskriver det, har ikke vi noen innvendinger mot at 
du kan bruke data fra dette intervjuet i publikasjonen.  

 

Vennlig hilsen, 

Jørgen Wincentsen – Rådgiver | Adviser 

Seksjon for personverntjenester | Data Protection Official 

T: (+47) 55 58 32 29 

NSD – Norsk senter for forskningsdata AS | NSD – Norwegian Centre 
for Research Data 

Harald Hårfagres gate 29, NO-5007 Bergen 

T: (+47) 55 58 21 17 

postmottak@nsd.no     www.nsd.no 


