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OBJECTIVES: To determine the prevalence, types, fre-
quency, and duration of restraint use in older adults
receiving home nursing care and to determine factors
involved in the decision-making process for restraint use
and application.

DESIGN: Cross-sectional survey of restraint use in older
adults receiving home care completed by primary care
nurses.

SETTING: Homes of older adults receiving care from a
home nursing organization in Belgium.

PARTICIPANTS: Randomized sample of older adults
receiving home care (N = 6,397; mean age 80.6; 66.8%
female).

MEASUREMENTS: For each participant, nurses com-
pleted an investigator-constructed and -validated question-
naire collecting information demographic, clinical, and
behavioral characteristics and aspects of restraint use. A
broad definition of restraint was used that includes a range
of restrictive actions.

RESULTS: Restraints were used in 24.7% of the partici-
pants, mostly on a daily basis (85%) and often for a long
period (54.5%, 24 h/d). The most common reason for
restraint use was safety (50.2%). Other reasons were that
the individual wanted to remain at home longer, which
necessitated the use of restraints (18.2%) and to provide
respite for the informal caregiver (8.6%). The latter played
an important role in the decision and application process.
The physician was less involved in the process. In 64.5%
of cases, there was no evaluation after restraint use was
initiated.

CONCLUSION: Use of restraints is common in older
adults receiving home care nursing in Belgium. These
results contribute to a better understanding of the com-
plexity of use of restraints in home care, a situation that
may be even more complex than in nursing homes and
acute hospital settings. J Am Geriatr Soc 2017.
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Restraint use in older adults is complex. Evidence from
acute and this is not a good adaptation. By residential

setting we mean the nursing homes settings shows that
restraint use has many negative consequences. Patients
experience physical (e.g., incontinence, decubitus ulcers,
falls), psychological (e.g., depression, anger), and social
(e.g., social isolation) consequences.1,2 The use of restraints
also affects the family (e.g., idea of finality, denial) and
healthcare workers (e.g., inner conflicts and mixed emotions
such as frustration, guilt).3 Restraints are still frequently
used in many countries in hospitals4–6 and nursing homes.7–9

In Belgian hospitals, 35% of nurses indicated that fewer
than 10% of patients had been restrained during the previ-
ous week, 25% that 10% to 19% had been restrained, and
15% that 20% to 69% had been restrained.10 In Belgian
nursing homes, physical restraints are used at least once in
47.5% of the residents, with prevalence rates at the unit
level varying from 5% to 90%.11

Research on restraint use in home care is scarce. In
two studies on community-dwelling older persons with
cognitive impairment, the prevalence of physical restraint
use was 9.9% (range 3.4–19.8% across several countries
assessed)12 and 7%.13 Another study used a self-report
survey of home care nurses and found that almost 80% of
these nurses had used physical restraints at least once.14 In
Belgium, there are no prevalence studies on restraint use in
home care; only one qualitative study is available.15 That
study not only provided evidence of the use of restraints,
but also suggested that the subject of restraint use in home
care may be more complex than in nursing homes and
hospitals. Their findings revealed that nurses are unclear
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about the concept of restraint use in home care and that
there are many unanswered questions about related ethical
and legal responsibilities.

In Belgium, there is no specific legislation regulating
the use of (physical) restraints in any setting, but restrain-
ing or isolating an individual is considered deprivation of
freedom and is forbidden. Belgian law clearly defines who
may deprive a person’s freedom. A judge can decide about
a forced admission to a healthcare facility. In the context
of providing healthcare, only nurses and medical doctors
may apply restraints.

Because of the global demographic shift toward an
aging population, an increasing percentage of frail older
people will receive in-home care. Healthcare workers will
increasingly be confronted with the possibility of restraint
use in home care and will have to assess the associated
implications.

Understanding of the use of restraints in home care
will enhance support of healthcare workers. When using
the term “restraint,” a range of restrictive actions that
limit an individual’s freedom is included.

The main objective of this study was to acquire more
detailed data on restraint use in home care, which will aid
in the development of an evidence-based practice guideline
that will inform healthcare professionals on how to avoid
or reduce restraint use in home care. More specifically, the
goal was to answer the following research questions: What
are the prevalence, types, frequency, and duration of
restraint use in older adults receiving home care? What
factors underlie the decision-making process and applica-
tion of restraints in home care (e.g., reasons, involved per-
sons, permission, documentation in the record, evaluation
of restraint outcomes)?

METHODS

Design

A cross-sectional survey was conducted with home care
nurses caring for individuals aged 60 and older in Wit-
Gele Kruis. The nurses assessed restraint use of their
patients.

Study Setting and Sample

Study Setting

The Wit-Gele Kruis is a nonprofit organization that pro-
vides person-centered nursing care at home in Flanders
(Belgium). Professional home care nursing is part of the
social security system in Belgium and is financed by the
National Institute for Health and Disability Insurance. In
Belgium, health insurance is mandatory and guarantees
reimbursement for individuals who need home care nurs-
ing.15 The Wit-Gele Kruis comprises five autonomous
provincial organizations and is spread over 102 divisions.
Of these, all but one contributed older adults to the study.

Sample

To select the study subjects, each provincial organization
created a database of all adults aged 60 and older

receiving home care from the Wit-Gele Kruis during the
month of March 2013. No other inclusion or exclusion
criteria were specified. Eight thousand subjects (17.5%)
were randomly selected from 45,700 older adults in the
database using a randomization algorithm.

Questionnaire

Development

A new questionnaire for use by clinical home care nurses
was developed based on findings in published literature14

and insights from a previous qualitative study on restraint
use in home care.15 That study suggested relevant items to
be included, for example, a list of the types of restraints
used, the reasons for using restraints in home care, and the
persons involved in the decision-making process. The
source of the data derives from a combination of informa-
tion retrieved from electronic health records and the ques-
tionnaire that the nurses completed based on their
knowledge of individuals under their care.

Experts iteratively assessed content validity of the
questionnaire until consensus was reached. First, the ques-
tionnaire was presented to the nursing directors of the five
provincial organizations. Based on their recommendations,
the questionnaire was adapted by the research team and
evaluated again by the nursing directors and two interna-
tional researchers with expertise in restraint use in the
elderly. Finally, clinical nurses of one division assessed the
clarity, completeness, and comprehensiveness of the ques-
tionnaire, as well as the procedure for data collection
and the cover letter with instructions, and adjusted
accordingly.

Variables

The questionnaire consisted of items sampling participant
demographic and clinical variables and variables concern-
ing use of restraints.

Demographic and Clinical Variables. For the demo-
graphic and clinical variables, existing validated scales
from the Resident Assessment Instrument (RAI) (e.g., Cog-
nitive Performance Scale for home care) were used in the
questionnaire.16–18 Data related to age, sex, and care
dependency (based on Belgian Activity of Daily Living
Evaluation Scale—Katz Index scores)19 were extracted
from participants’ records. The degree of an individual’s
dependence on care is subdivided into four categories (0,
A, B, C), and reimbursement is based on his or her indi-
cated category. This ranges from physically independent
(0) to physically dependent for all daily activities (C)
(Table 1).20

Other variables measured were the individual’s living
situation (alone vs with another), hospitalization in the
past 3 months, polypharmacy (taking ≥5 different medica-
tions), number of falls during the previous 6 months, and
fall risk (estimation of the risk of falling according to the
nurse’s clinical judgment).21 Cognitive function was
assessed using the Cognitive Performance Scale for home
care.16–18 A score of 2 or more on this scale indicates cog-
nitive impairment.22 Behavioral symptoms (Table 1) were
measured using a 4-point scale from the RAI23 and divided
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into three categories: no behavioral problems, one or more
behavioral problems less than daily, and one or more
behavioral problems daily. Finally, the presence of infor-
mal care (yes/no) was evaluated, and the well-being and
perceived support of the informal caregiver were assessed
using six questions adapted from the RAI (Table 1).23

Restraint Variables. No consistent definition of
restraint use can be found in the available literature. For
the present study, therefore, restraint use was defined
broadly to include not only devices, but also other restric-
tive actions, as described below. This definition was based
on the results of a qualitative study of restraint use in
home care in Belgium15 and on the definition from another

study.24 To ensure that all types of restraints were sam-
pled, any other actions that healthcare workers or informal
caregivers performed that restricted the individual’s free-
dom in some way (e.g., adaptation of the house, removal
of aids such as a walker) were included in the definition
(Table 2). In the context of this liberal definition of
restraint use, nurses were asked (in the questionnaire) how
many times they had observed or used each type of
restraint during the past month.

For the assessment, the frequency of restraint use in the
past month was categorized as once a month, more than
once a month but not daily, or daily. The duration of
restraint use was estimated using six categories ranging from
less than 30 minutes a day to 24 hours a day (Table 2).

The various categories of persons involved included the
initiator (person requesting restraints), the persons involved
in the decision-making process (those making the final deci-
sion), and the person executing the restraints. Examples of
the various categories of involved persons are informal care-
giver, nurse, nurses’ aide, domestic aide, physician (general
practitioner), and multidisciplinary team. The nine reasons
for using restraints were requested by the individual;
requested by the informal caregiver; ensuring the safety of
the individual; protecting the environment from damage or
disruption by the individual; respite for informal caregivers;
absence of the informal caregiver; absence of professional
help; the individual wanted to remain at home longer,
which necessitated the use of restraints; and desire to delay
admission to a nursing home. Multiple types of answers
were acceptable for the variables “frequency,” “reasons,”
and “persons involved.”

Participant permission to use restraints: oral and writ-
ten permission, oral permission, no permission requested,
regardless of ability to do so, cognitively or physically
unable to give permission. Permission of the family: indi-
vidual written permission given, oral permission given, no
permission requested, and refused to grant permission.

A 4-point Likert scale was used to assess the frequency
of restraints documented in the medical record (never,
sometimes, regularly, always) and to assess restraint out-
comes (never, daily, weekly, monthly).

Data Collection

Each questionnaire was identified using a unique label con-
taining basic information (participant number, name,
address) and the name of the primary nurse. This primary
nurse completed the questionnaire with input from col-
leagues during weekly discussions. The nurses had 2 weeks
to complete the questionnaire. There were no incentives
(financial or otherwise) for nurses to participate. Nurses
and head nurses received a cover letter containing a
description of the study objectives and detailed instructions
on how to complete the questionnaire. All questionnaires
were scanned using automatic data extraction, and the
data were anonymized.

Analysis

The database was assessed for missing data, correct data-
base coding, and extreme values (outliers). Data were ana-
lyzed using descriptive statistics using SAS version 9.3

Table 1. Demographic and Clinical Characteristics of
Sample (N = 6,397)

Characteristic Value

Age, mean � SD (n = 6,375) 80.6 � 7.8
Female, n (%) (n = 6,388) 4,268 (66.8)
Care dependence category, n (%) (n = 6,368)a

0 3,341 (52.5)
A 1,669 (26.2)
B 1,094 (17.2)
C 264 (4.1)

Living alone, n (%) (n = 6,285) 2,917 (46.4)
Informal caregiver, n (%) (n = 5,978)b 4,186 (70.0)
Well-being and perceived support of informal caregiver, n (%)
Is able to care for the patient in the future
(n = 4,062)

3,469 (85.4)

Expresses feeling of sadness, anger, depression
(n = 3,636)

643 (17.7)

Is upset by disease or condition of the patient
(n = 3,580)

471 (13.2)

Is dissatisfied with the support of family/friends
(n = 3,576)

245 (6.9)

Is dissatisfied about the professional support
(n = 3,557)

106 (3.0)

≥ 5 medications, n (%) (n = 5,750) 3,190 (55.5)
Participant hospitalized within previous 3 months, n (%)
(n = 6,057)

1,121 (18.5)

Cognitive impairment, n (%) (n = 5,867) 1,730 (29.5)
Behavioral symptoms, n (%) (n = 6,397)
Wandering 441 (6.9)
Verbal violence 377 (5.9)
Physical violence 144 (2.3)
Socially inappropriate or disruptive behavior 220 (3.4)
Public undressing or inappropriate sexual behavior 66 (1)
Resisting care 477 (7.5)

Behavioral problems, n (%) (n = 5,711)
No 5,342 (93.5)
<Daily 179 (3.1)
Daily 190 (3.3)

Falls, n (%)
Fall within past 6 months (n = 6,067) 1,841 (30.3)
Estimated risk of falling by nurse (n = 6,282) 3,670 (58.4)

N differs for each variable depending on how many nurses completed the

answer for that variable.
aDefined according to Steeman et al.20: Category 0, physically indepen-

dent; Category A, physically dependent on help for bathing, dressing,

transferring, or using the toilet; Category B, physically dependent on help

for bathing, dressing, transferring, using the toilet, maintaining continence,

or feeding; Category C, physically dependent on help for bathing, dress-

ing, transferring, using the toilet, maintaining continence, and feeding.
bInformal care is described as “the mutual, self-evident, unpaid, non-orga-

nized help within families and a social network.”31
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(SAS Institute, Inc., Cary, NC). Categorical data were
expressed as number of cases and percentages. Continuous
data were expressed as means with standard deviations.
Percentages were calculated based on the actual number of
answers.

Ethical Approval

The Medical Ethics Committee of the Leuven University
Hospitals approved the study and procedures (no.
B322201317586). According to Belgian law and the Dec-
laration of Helsinki, no informed consent of participants
or family members was necessary because the study used
anonymous data and did not influence the daily care that
participants received.

RESULTS

Sample

Of 8,000 questionnaires sent out to nurses, 7,688 were
returned. Of these, 972 were not completed for various
reasons, leaving 6,716 questionnaires for analysis (Fig-
ure 1). Questions on restraint use start with question 8 of
the questionnaire: “Which restraints were used in the past
month?” When this question was left blank (n = 319), the
entire questionnaire was excluded from further analysis
because the data were meaningless for study objectives.
Thus, of the 8,000 questionnaires, 6,397 (80%) were
available for analysis (Figure 1).

The mean age of these 6,397 patients was
80.6 � 7.8 (Table 1); 66.8% were female, 46.4% lived
alone, and 47.5% were dependent in some level of care
(categories A-C). In 70% of cases, there was an informal
caregiver involved. More than half of the patients
(55.5%) were taking more than five different medica-
tions (polypharmacy), and 18.5% had been hospitalized
during the past 3 months. Almost one-third (29.5%) had
cognitive impairment, and 6.4% had behavioral prob-
lems. One-third had fallen during the past 6 months,
and 58.4% had a high fall risk, as estimated by the
nurses.

Prevalence and Types of Restraints

Using a broad definition of restraint, it was determined
that restraints were used in 1,577 participants (24.7%,
95% confidence interval (CI) = 23.6–25.7%). The most
common types of restraints were bed against the wall
(39,0%) and adaptation of the house (25.8%). The least
common types of restraints were the nursing blanket
(0.2%) and the ankle and wrist ties and the sleeping bag
(both 0.7%). (Table 2).

Frequency and Duration of Use

Most restraints were used daily (87.9%). More than half
of the patients (54.5%) were restrained for 24 hours per
day 7 days per week and 27% for more than 7 hours a
day (Table 2).

Reasons for Use

The main reasons reported for using restraints were the
safety of the participant (50.2%); request of the informal
caregiver (31.9%); participant request (18.7%); participant
wanted to remain at home longer, which necessitated the

Table 2. Types, Reasons, Frequency, and Duration of
Restraint Use

Characteristics of restraints n (%)

95%

Confidence

Interval

Type of restraint (n = 1577)
Bed against wall 615 (39.0) 36.6–41.5
Adaptation of house 406 (25.8) 23.6–28.0
Bedrails 380 (24.1) 22.0–26.3
Tilted chair or geriatric chair 255 (16.2) 14.4–18.1
Brakes on wheelchair 220 (14.0) 12.3–15.8
Locking house 208 (13.2) 11.6–15.0
Electronic supervision 178 (11.3) 9.8–12.9
Removal of aids (e.g., walker) 169 (10.7) 9.2–12.3
Chair against table 150 (9.5) 8.1–11.1
Gloves 110 (7.0) 5.8–8.3
Appropriate clothing 83 (5.3) 4.2–6.5
Over-chair table 75 (4.8) 3.8–5.9
Forced or camouflaged medication
administration

73 (4.6) 3.6–5.8

Belts 41 (2.6) 1.9–3.5
Separation in a room without
locking the door

40 (2.5) 1.8–3.4

Locking the room 37 (2.4) 1.7–3.2
Restraints during activities of daily
living

38 (2.4) 1.7–3.3

Restraint vest 13 (0.8) 0.4–1.4
Sleeping bag 11 (0.7) 0.3–1.2
Ankle and wrist ties 11 (0.7) 0.3–1.2
Nursing blanketa 3 (0.2) 0.04–0.55
Other 47 (3.0) 2.2–3.9

Reason for restraint (n = 1,577)
Safety of patient 791 (50.2) 47.7–52.7
Request of informal caregiver 503 (31.9) 29.6–34.3
Request of patient 295 (18.7) 16.8–20.7
Patient wanted to remain at home
longer, which necessitated use of
restraint

287 (18.2) 16.3–20.2

Respite for the informal caregiver 136 (8.6) 7.3–10.1
Protecting environment from
damage or disruption by patient

125 (7.9) 6.6–9.4

Desire to delay an admission to
nursing home

120 (7.6) 6.3–9.0

Absence of the informal caregiver 105 (6.7) 5.5–8.0
Absence of professional help 34 (2.2) 1.5–3.0
Other 43 (2.7) 2.0–3.7

Frequency of restraint (n = 1,285)
Once a month 77 (6.0) 4.8–7.4
>Once a month but not daily 78 (6.1) 4.8–7.5
Daily 1,130 (87.9) 86.0–89.7

Duration of restraint (n = 1,157)
<30 minutes 123 (10.6) 8.9–12.5
<30–59 minutes 24 (2.1) 1.3–3.1
1–2 hours 30 (2.6) 1.8–3.7
3–6 hours 38 (3.3) 2.3–4.5
>7 hours 312 (27.0) 24.4–29.6
24 hours per day 630 (54.5) 51.5–57.3

aA nursing blanket is used to tightly cover someone to restrict his or her

movements.
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use of restraints (18.2%); and to give the informal care-
giver respite (8.6%) (Table 2).

Persons Involved with Restraint Use

The informal caregiver (55.3%), nurse (37.2%), and the
older adult (24.9%) most frequently asked for use of
restraints. In 11.9% of the cases, the physician was the ini-
tiator. The informal caregiver (62%), older adult (42.9%),
and nurse (39.2%) were most commonly involved in the
decision to use restraints. Again, the physician was less fre-
quently involved in the decision (16.2%) (Table 3).

Informal caregivers (60.7%) and nurses (42.2%) most
often executed the restraints. Nursing aides (7.9%) and
physicians (4.1%) did so less frequently (Table 3).

Permission

For most of the participants, the families (86.6%) or the
participants (67%) themselves gave permission to use
restraints (Table 4).

Documentation and Evaluation of Restraint Use

Use of restraints was always (19.4%), regularly (10.3%),
or sometimes (20%) documented in the medical record. In
50.3% of cases, there was no documentation. In 64.5%,
restraint use was not evaluated (Table 4).

DISCUSSION

In the present study, one in four older persons receiving
home care was being restrained to some degree, mostly on
a daily basis and often for a long time. Comparing these
results with those reported in the literature is difficult
because of differences between studies in the definition of
what constitutes restraint,12,13,25 study population,12,13

and methodology.14 The broad definition of restraints used
might partly explain the high prevalence of restraint use
observed. At the start of the study, there was a lack of
clarity about the definition of restraints in the literature.
Based on the results of a qualitative study,15 a less-conser-
vative definition of restraints was chosen, one that includes
not only physical devices to control behavior, but also

Figure 1. Study flowchart.
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other restrictive actions intended to limit the free move-
ment of older persons being cared for at home (e.g., adap-
tation of the house, removal of aids). Finding an
appropriate definition for restraints is a challenge for
researchers in this field. International consensus was
recently reached on a research definition of physical
restraint in older persons in clinical care settings.26 The
phrase “involuntary treatment,” which includes three cate-
gories (physical restraints, psychotropic medication, non-
consensual care) was subsequently introduced.13 Further
research is necessary to determine whether this classifica-
tion is more suitable for research on restraints in home
care.

Another reason for the high prevalence of restraint use
in the current study may be related to informal caregivers.
Informal caregivers affect prevalence through their role as
initiators, their implicit involvement in the decision-
making and application processes, and their reasons for
applying restraints. Using restraints specifically at the
request of the informal caregiver and to give the informal

caregiver respite—two reasons also mentioned in the previ-
ous study to explain why restraints are used in home
care15—strongly suggest that burden placed on the infor-
mal caregiver plays a role in deciding whether restraints
should be used. The prominent role of informal caregivers
in home care may pose some challenges. Research indi-
cates that informal caregivers have less knowledge about
the negative consequences of restraint use than professional
home care workers27 and a more-positive perception of its
use.15,28 Their role could also explain why most informal
caregivers of older adults who are not cognitively impaired
also give permission to use restraints. Consistent with previ-
ous studies, the current study findings demonstrated that
physicians play a rather limited role in the decision-making
and application processes for restraint use.14,15

Consistent with similar studies performed in other
settings,1,29,30 safety was the most common reason for
using restraints in home care. Given the evidence that
restraint use is associated with many negative conse-
quences,1 it is doubtful to what extent using restraints
guarantees the safety of older adults. Other important rea-
sons for restraint use were to help the individual remain at
home longer, which necessitates the use of restraints, and
the desire to delay admission to a nursing home. Nurses
must be alert to these possibilities and always confirm the
desire of the older adults in their care and determine that
the decision represents a well-conducted, informed deci-
sion-making process that includes identifying other less-
restrictive ways of achieving the goal.

In half of the cases, there was no documentation of
restraint use in the medical record. Moreover, in more
than six of 10 cases, no evaluation of restraint use or its
outcome was documented. The important role of informal
caregivers could have contributed to these results. Never-
theless, it is ultimately the nurse’s responsibility to evaluate
the individual’s situation and whether the use of restraints
is warranted, to look for less-restrictive measures, and to
strive to prevent or decrease restraint use. Moreover, all
relevant data about this process need to be documented
carefully in the medical record. The lack of a clear defini-
tion of restraints and of a restraint policy in the home care
organization may have prevented nurses from assuming
their responsibility in this process.15 Moreover, the lack of
knowledge and the insufficient awareness of the nurses
about restraint use and its negative consequences15 could
have influenced the whole process (e.g., prevalence, kind

Table 3. Persons Involved with Initiating, Decision-Making, and Execution of Restraints (n = 1,577)

Person

Initiator Decision-Maker Execution

n (%) 95% CI n (%) 95% CI n (%) 95% CI

Patient 393 (24.9) 22.8–27.1 677 (42.9) 40.5–45.4 n/a n/a
Informal caregiver 872 (55.3) 52.8–57.8 977 (62.0) 59.5–64.4 957 (60.7) 58.2–63.1
Nurse 587 (37.2) 34.8–39.7 618 (39.2) 36.8–41.6 666 (42.2) 39.8–44.7
Nursing aide 45 (2.9) 2.11–3.8 51 (3.2) 2.4–4.2 125 (7.9) 6.6–9.4
Domestic aide 27 (1.7) 1.1–2.5 29 (1.8) 1.2–2.6 65 (4.1) 3.2–5.2
Physician 187 (11.9) 10.3–13.6 255 (16.2) 14.4–18.1 65 (4.1) 3.2–5.2
Multidisciplinary team 88 (5.6) 4.5–6.8 85 (5.4) 4.3–6.6 62 (3.9) 3.0–5.0
Other 32 (2.0) 1.4–2.8 25 (1.6) 1.0–2.3 61 (3.9) 3.0–4.9

CI = confidence interval.

Table 4. Permission, Documentation, and Evaluation
of Restraint Use

Restraint use n (%)

Permission
Patient (n = 1,209)

oral and written permission 47 (3.9)
oral permission 763 ( 63.1)
no permission requested, regardless of
ability to do so

134 (11.1)

cognitively or physically unable to give permission 265 (21.9)
Family (n = 958)

Written permission 62 (6.5)
Oral permission 767 (80.1)
No permission requested 127 (13.3)
Refusal 2 (0.2)

Documentation (n = 1,193)
Never 600 (50.3)
Sometimes 239 (20.0)
Regular 123 (10.3)
Always 231 (19.4)

Evaluation of restraint outcome (n = 1,179)
Never 760 (64.5)
Daily 74 (6.3)
Weekly 72 (6.1)
Monthly 273 (23.2)
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of initiators, involvement in the decision-making process,
execution of restraints).

Study strengths are the large randomized sample, the
carefully developed and validated questionnaire for data
collection, the high response rate, and the broad demo-
graphic nature of the older population under study. In
contrast to existing studies of restraints in home care,
the current study included subjects aged 60 and older
regardless of their cognitive functioning.12–14 This broad-
ens the representativeness of the study in generalizing its
findings to the population of older adults receiving pro-
fessional home care. This study also has limitations. The
use of a broad definition of restraints may have influ-
enced the results and should be considered before gener-
alizing them. Because of this less-conservative definition,
overall restraint use may have been overestimated. For
example, results related to inclusion of bed against the
wall as a restraint should be interpreted with caution.
Of the 1,577 restrained individuals, 615 were restrained
this way; 401 one of these (65.2%) were restrained in
combination with another type of restraint. As a conse-
quence, and because, in the previous study15 nurses per-
ceived this measure as a type of restraint, it is unlikely
that this led to a large overestimation. For example,
with a hemiplegic individual, a bed against the wall is
often used as a restraint when positioning so he or she
will not fall out of bed. Furthermore, several mea-
sures (e.g., close follow-up, clear instructions to the
[head] nurses) were put in place to minimize over- and
underreporting.

Another limitation relates to the newly developed
questionnaire. Although it was carefully developed, only
its content validity was established. Some of the items
were based on validated instruments, whereas others were
based on a previous study15 and insights gleaned from the
literature.14 Further evaluation of the questionnaire is nec-
essary, and a choice of refusal should be added to the
patient decision item.

Twenty percent of the randomized sample was
unavailable for data collection (Figure 1), which may have
introduced a selection bias, but given the characteristics of
the population, most of the reasons for nonparticipation
(e.g., death, hospitalization, discharge) were to be
expected. Thus, it is likely that there was a low risk of
selection bias in the study.

Further research is needed to gain more insight into
the experiences of all persons involved in restraints in
the home-care setting (e.g., older adults, informal care-
givers, nurses, physicians). These insights may contribute
to development of guidelines to support all involved,
including professionals, with the goal of reducing
restraint use.

In conclusion, these results show a high prevalence
of restraint use and a range of restraints in home care.
Other reasons are given for this practice in the home
than in long-term care. Moreover, restraint use in the
home care setting seems to have produced another
effect, for example, on the role of informal caregivers
and the way permission is granted. Because restraint use
has negative consequences, it should be discouraged.
Nevertheless, if a change in use of restraints in home
care is to occur, the process could benefit from better

education for caregivers, nurses, and other healthcare
providers; a clear policy; interdisciplinary collaboration
that includes formal and informal care; and more sup-
port for informal caregivers.
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