
Abstract 

 

Physical Restraints are a common way for fall prevention for elderly patients in Hong Kong due 

to its convenience. However, application for the sole purpose of fall prevention has not been 

shown to be effective; has led to increased rates of complications and length of hospital stay; 

and may have negatively affected patient autonomy and dignity. Therefore, this essay aimed to 

highlight the application of restraint on fall prevention, 1) the possible challenges of patient 

autonomy, 2) its lack of efficacy and its many downsides, and 3) highlight the possible scenarios 

that led to overuse of physical restraints and offer some possible solutions for restraint 

reduction. 
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Introduction 
 

Falls are a common complaint in elderly patients. Incidence of Hong Kong hospital 

admission for falls had steadily increased throughout the 10 years (1), and falls in 

elderly are associated with increased rate of recurrent falls (2), increased healthcare 

cost compared to non-fallers (2), and a myriad of complications such as prolonged 

hospital stay, prolonged immobility, and increased mortality (2-4). Physical restraints are 

equipment aimed at limiting physical movement of the patients in-hospital (1), but do not 

include situations where the patients are guided away from dangerous situations (5). 

Frontline health workers opted to use it as a “safe” and “low maintenance” way of fall 

prevention (6), mostly as a form of last resort (7). However, there are limited evidence 

that demonstrated its effectiveness in fall prevention (4, 8, 9). Despite efforts to reduce 

physical restraints, local restraint prevalence in long term care facilities are still higher 

than our international peers (10), and still remains commonplace in some institutions 

(9). This essay aims to show that physical restraints in elderly patients with high risk of 

fall neither help reduce fall risk, improve patient care outcomes, nor is an ethical choice. 

Subsequently, this essay would also point out possible solutions to hurdles on restraint 

reduction. 

 

Physical Restraint in Hong Kong and its Concerns on Patient Autonomy 

 

In Hong Kong, fall risk assessments are usually conducted by nurses using instruments 

such as the Morton Fall Scale (9). Subsequently, physical restraints would be given to 

these patients should the nurse deem them to have a high fall risk without other 
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alternatives of fall prevention(7). This arrangement meant that restraint application is 

more a clinical decision rather than shared care decision, leading to decreased 

autonomy of the patient. 

 

Patients oftentimes are forced to be restrained in an undignified manner (9), carrying 

out private matters such as toileting at an uncomfortable position until they are 

reassessed at a time determined by clinical staff (7), usually once per shift by a member 

of the clinical management team (7). As a result, elderly patients have reported of being 

disrespected, fearful and undignified from these experiences (11), and suffered from 

discomfort from pressure sores, urinary and fecal incontinence from prolonged 

immobilization (12). 

 

Although patients can refuse physical restraints if they are mentally competent, many 

patients with high fall risks have concomitant comorbidities that result in delirium or 

cognitive decline (9). It is difficult for these patients to voice out their disagreements in a 

convenient way, thus leaving the decision of physical restraint unchecked. Furthermore, 

physical restraints had been shown to increase risk of delirium and clinical decline (13), 

potentially trapping the patient in a vicious cycle of physical restraint use. 

 

In recognition of possible ethical concerns and its clinical efficacy, there had been a 

general approach to shy away from physical restraints clinically, with some jurisdiction 

rendering physical restraints illegal in in-patient settings (5). However, it still remained 

commonplace in in-patient settings locally (9). 
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No Beneficence in Fall Prevention. 

 

The mechanisms of restraints for fall prevention are simple. By limiting movement, 

patients are less likely to put themselves in a dangerous situation. Therefore, reducing 

fall risk.  However, most studies showed that fall rates did not differ in patients with or 

without physical restraints (14), possibly due to patients attaining fall by their attempts in 

fighting off the restraints (15) or from delirium partially contributed by prolonged 

immobilization when they are released from their restraints (16). 

 

Moreover, a study on restraint removal programs showed rates of falls and minor 

injuries due to fall decreased in settings with most restraint removal compared to those 

with the least (17). Injuries from restraints occurred during transfer from an ambulatory 

position (17). Reasons for these injuries were due to a consortium of factors such as 

delirium, poor judgement by the patient, and reduced motor functioning from prolonged 

immobilization (16, 17). The scientific community had such consensus on this issue that 

recent clinical guideline no longer endorse the use of physical restraints solely for fall 

prevention (4, 9). 

 

Moreover, local convalescent hospitals had initiated restraint-reduction programs more 

than 10 years ago (9, 18). The program demonstrated lower length of stay with no 

change in fall incidence (18), indicating that physical restraints do not serve its purpose 

of fall prevention. 
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Many Maleficence and No Time Saved 

 

A possible argument for physical restraints is its convenience and the perceived lower 

risk of complications compared to patients without restraints. Physical restraints could 

be applied with minimal additional resources, whereas methods such as muscle 

strengthening exercises and antiresorptive medication for osteoporosis require time. 

Therefore, using physical restraints could serve as a bridge to other interventions that 

would prevent patients from further falls, thus reducing workload and avoiding 

complications of falls.  

 

However, physical restraints are not a benign form of intervention. The use of restraints 

was associated with higher rates of pressure sores (13), serious injuries from falls (12), 

and could result in death from asphyxiation (9).   

 

Prolonged immobility brought on by physical restraints were associated with higher 

rates of complications such as pneumonia and deep vein thrombosis (19). Moreover, 

physical restraints are associated with sarcopenia in elderly adults (20), and sarcopenia 

is a powerful predictor of further falls and risk of fracture (21). Therefore, physical 

restraints may paradoxically lead to increased rates of fractures. 
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In addition, physical restraints also resulted in higher rates of delirium, more functional 

decline and poorer self-care (13, 18, 20) amongst elderly patients, partially due to a 

combination of comorbidities associated with physical restraints. 

 

These overall side effects help contribute to higher length of stay in patients with 

restraints, and more time expended per hour of admission adjusted for comorbidities in 

acute hospital settings (16, 18). Therefore, physical restraints were neither a safe, nor 

time-saving method of patient care.  

 

How could we better manage falls without restraints? 

 

With the inherent downsides of physical restraints and previous trials, physical restraint 

reduction programs seemed to be an obvious evidenced-based solution to tackle the 

problem (17). However, there remained some practical obstacles that prevented its use. 

 

In terms of fall risk assessment, the Morse Fall Scale, commonly used in Hong Kong 

(9), had shown to have a low specificity relative to other clinical scales in an acute 

hospital setting (22). Therefore, blind reliance on fall risk assessment tools could have 

led to unfair characterization of “high fall risk”, thus necessitate the use of unnecessary 

fall prevention methods, including physical restraints. The use of alternative scales or 

relying on clinical judgement by experienced nurses may provide a more accurate 

approach on fall risk assessment (8). 
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During shift change and in late evenings, restraint use increased due to decreased 

staffing levels (23). Physical restraints could be used in a way to reduce workload and 

uncertainty at times of staff shortages (6, 23), thus may provide cover possible 

medicolegal consequences related to fall injuries in elderly patients (24).  Although local 

guidelines recommend doctors and nurses to reassess restraint use in each shift (7), 

doctors are often preoccupied in other clinical duties, thus the duty of restraint 

reassessment effectively falls on nurses. Moreover, there are no strict guidelines on 

consulting other allied health professionals in restraint application (7). Therefore, nurses 

could not conduct evidence-based methods of fall prevention, such as medication 

review (4, 25), which maybe under the purview of other health professionals.  All the 

above factors, it shifts the legal and ethical duty towards the nursing staff, further 

exacerbating a conservative approach to restraint use. A multidisciplinary team that 

assesses restraint use may help reduce improper use of restraints, suggest alternative 

methods of fall prevention that are more effective and avoid complications from physical 

restraints (24). 

 

As there are currently no specific pathway for patients to refuse restraints after they are 

applied (7), use of physical restraints becomes a clinical decision, thus disempowering 

patient autonomy. Moreover, the lack of clear guidance on opting out also 

disincentivizes nurses to respect patient’s wishes for opting out in fear of causing fall 

injuries. Therefore, communication with patients in these situations is important to find a 

middle ground. Nurse-led shared care with patients helps to express a patient's 

autonomy by providing in depth knowledge and context to particular nursing encounters 
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(26). The addition of nurse-led shared care for opting out on physical restraints is 

needed to respect patient autonomy and to protect staff from medicolegal issues 

surrounding restraint application. 

 

Conclusion 

 

Physical restraints are a commonly used method of fall risk prevention for elderly 

patients in hospital settings (9). However, its efficacy in fall prevention is questionable 

and application of physical restraints restricts autonomy of the patient, results in longer 

hospital stays and increased rates of comorbidities such as fall related injuries, and 

delirium. Improper fall risk assessments, lack of resources, and fear of medico legal 

consequences are potential reasons contributing to physical restraint use. Therefore, 

proper fall risk assessment multidisciplinary approach on restraint reduction, and shared 

decision making on restraint application should be applied to provide a safer and more 

ethical choice towards fall prevention in hospital settings. 

 
 

10 
 



References 
 
1.​ Tang CTL, Sing C-W, Kwok TCY, Li GHY, Cheung C-L. Secular trends in fall-related 
hospitalizations in adolescents, youth and adults: a population-based study. The Lancet 
Regional Health - Western Pacific. 2021;12:100183. 
2.​ Chu L, Chi I, Chiu A. Falls and fall-related injuries in community-dwelling elderly persons 
in Hong Kong: a study on risk factors, functional decline, and health services utilisation after 
falls. Hong Kong Medical Journal. 2007;13(1):8-12. 
3.​ Sylliaas H, Idland G, Sandvik L, Forsen L, Bergland A. Does mortality of the aged 
increase with the number of falls? Results from a nine-year follow-up study. European Journal of 
Epidemiology. 2009;24(7):351-5. 
4.​ Montero-Odasso M, van der Velde N, Martin FC, Petrovic M, Tan MP, Ryg J, et al. World 
guidelines for falls prevention and management for older adults: a global initiative. Age and 
Ageing. 2022;51(9):afac205. 
5.​ Atee M, Burley CV, Ojo VA, Adigun AJ, Lee H, Hoyle DJ, et al. Physical restraint in older 
people: an opinion from the Early Career Network of the International Psychogeriatric 
Association. International Psychogeriatrics. 2024;36(11):995-1006. 
6.​ Lao Y, Chen X, Zhang Y, Shen L, Wu F, Gong X. Critical care nurses' experiences of 
physical restraint in intensive care units: A qualitative systematic review and meta-synthesis. J 
Clin Nurs. 2023;32(9-10):2239-51. 
7.​ Hospital Authority. Guidelines for the Use of Physical Restraint. In: Safety). CQ, editor. 
Version 2 ed. Hospital Authority2021. 
8.​ Morris ME, Webster K, Jones C, Hill AM, Haines T, McPhail S, et al. Interventions to 
reduce falls in hospitals: a systematic review and meta-analysis. Age Ageing. 2022;51(5). 
9.​ Luk JK, Chan TY, Chan DK. Falls prevention in the elderly: translating evidence into 
practice. 2015(1024-2708 (Print)). 
10.​ Lam K, Kwan JSK, Wai Kwan C, Chong AML, Lai CKY, Lou VWQ, et al. Factors 
Associated With the Trend of Physical and Chemical Restraint Use Among Long-Term Care 
Facility Residents in Hong Kong: Data From an 11-Year Observational Study. Journal of the 
American Medical Directors Association. 2017;18(12):1043-8. 
11.​ Strumpf NE, Evans LK. Physical restraint of the hospitalized elderly: perceptions of 
patients and nurses. Nurs Res. 1988;37(3):132-7. 
12.​ Evans D, Wood J, Lambert L. Patient injury and physical restraint devices: a systematic 
review. J Adv Nurs. 2003;41(3):274-82. 
13.​ Berger S, Grzonka P, Amacher SA, Hunziker S, Frei AI, Sutter R. Adverse events related 
to physical restraint use in intensive care units: A review of the literature. Journal of Intensive 
Medicine. 2024;4(3):318-25. 
14.​ Abraham J, Hirt J, Richter C, Köpke S, Meyer G, Möhler R. Interventions for preventing 
and reducing the use of physical restraints of older people in general hospital settings. 
Cochrane Database of Systematic Reviews. 2022(8). 
15.​ Shorr RI, Guillen MK, Rosenblatt LC, Walker K, Caudle CE, Kritchevsky SB. Restraint 
Use, Restraint Orders, and the Risk of Falls in Hospitalized Patients. Journal of the American 
Geriatrics Society. 2002;50(3):526-9. 
16.​ Spennato U, Lerjen N, Siegwart J, Mueller B, Schuetz P, Koch D, et al. Prevalence, Risk 
Factors and Outcomes Associated with Physical Restraint in Acute Medical Inpatients over 4 
Years—A Retrospective Cohort Study. Geriatrics [Internet]. 2023; 8(1). 
17.​ Capezuti E, Strumpf NE, Evans LK, Grisso JA, Maislin G. The Relationship Between 
Physical Restraint Removal and Falls and Injuries Among Nursing Home Residents. The 
Journals of Gerontology: Series A. 1998;53A(1):M47-M52. 

11 
 



18.​ Kwok T, Bai X, Chui MYP, Lai CKY, Ho DWH, Ho FKY, et al. Effect of Physical Restraint 
Reduction on Older Patients’ Hospital Length of Stay. Journal of the American Medical Directors 
Association. 2012;13(7):645-50. 
19.​ Funayama M, Takata T. Psychiatric inpatients subjected to physical restraint have a 
higher risk of deep vein thrombosis and aspiration pneumonia. General Hospital Psychiatry. 
2020;62:1-5. 
20.​ Chou MY, Hsu YH, Wang YC, Chu CS, Liao MC, Liang C-K, et al. The Adverse Effects of 
Physical Restraint Use among Older Adult Patients Admitted to the Internal Medicine Wards: A 
Hospital-Based Retrospective Cohort Study. The Journal of nutrition, health and aging. 
2020;24(2):160-5. 
21.​ Yeung SSY, Reijnierse EM, Pham VK, Trappenburg MC, Lim WK, Meskers CGM, et al. 
Sarcopenia and its association with falls and fractures in older adults: A systematic review and 
meta-analysis. Journal of Cachexia, Sarcopenia and Muscle. 2019;10(3):485-500. 
22.​ Kim YJ, Choi K-O, Cho SH, Kim SJ. Validity of the Morse Fall Scale and the Johns 
Hopkins Fall Risk Assessment Tool for fall risk assessment in an acute care setting. Journal of 
Clinical Nursing. 2022;31(23-24):3584-94. 
23.​ Välimäki M, Lam YTJ, Hipp K, Cheng PYI, Ng T, Ip G, et al. Physical Restraint Events in 
Psychiatric Hospitals in Hong Kong: A Cohort Register Study. Int J Environ Res Public Health. 
2022;19(10). 
24.​ Sharifi A, Arsalani N, Fallahi-Khoshknab M, Mohammadi-Shahbolaghi F. The principles 
of physical restraint use for hospitalized elderly people: an integrated literature review. Syst Rev. 
2021;10(1):129. 
25.​ Leung PB, Alexander JT, Ouchida KE. Falls Prevention for Older Adults. JAMA. 
2024;331(16):1409-10. 
26.​ Moser A, Houtepen R, Widdershoven G. Patient autonomy in nurse-led shared care: a 
review of theoretical and empirical literature. Journal of Advanced Nursing. 2007;57(4):357-65. 
 

12 
 


