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Abstract:
The ethical use of physical restraints in medical wards is 

a critical issue that requires careful consideration of patient 
autonomy, dignity, and safety. This article explores the 
complex ethical landscape surrounding the application of 
physical restraints, focusing on core principles such as respect 
for autonomy, beneficence, non-maleficence, and justice. 
Restraints should be justified through thorough assessment and 
documentation, emphasizing minimizing harm and involving 
patients or their representatives in decision-making. Ethical 
guidelines recommend regularly monitoring and reviewing 
restraint practices, prioritizing patient comfort and dignity, 
and exploring alternative strategies for managing challenging 
behaviors. Additionally, this article examines Portugal’s 
regulatory framework and legal standards, which emphasize 
restraint as a last-resort measure, highlighting the importance 
of necessity, proportionality, informed consent, and ongoing 
monitoring. By fostering a culture of empathy, transparency, 
and continuous improvement, Portuguese healthcare practices 
illustrate a model for ethically responsible restraint use that 
aligns with national and international standards. 

Keywords: Ethics, Medical; Informed Consent; Patient Safety; 
Patient Rights; Personal Autonomy.

Resumo:
O uso ético de contenções físicas nas enfermarias médi-

cas é uma questão fulcral que exige uma análise cuidadosa 
da autonomia, dignidade e segurança do doente. Este artigo 
explora o complexo panorama ético em torno da aplicação de 
contenções físicas, focando em princípios fundamentais como 
o respeito pela autonomia, a beneficência, a não maleficência 
e a justiça. As contenções devem ser justificadas por meio de 
uma avaliação e documentação rigorosas, enfatizando a mini-
mização do dano e envolvendo os pacientes ou os seus repre-
sentantes no processo de tomada de decisão. As orientações 
éticas recomendam a monitorização e a revisão regular das 

práticas de contenção, priorizando o conforto e a dignidade 
do doente, bem como a exploração de estratégias alternati-
vas para gerir os comportamentos desafiadores. Além disso, 
este artigo analisa a situação regulamentar e os padrões legais 
de Portugal que destacam a contenção como uma medida 
de último recurso, enfatizando a importância da necessidade, 
proporcionalidade, consentimento informado e monitorização 
contínua. Ao promover uma cultura de empatia, transparência 
e melhoria contínua, as práticas de saúde em Portugal exem-
plificam um modelo de uso ético e responsável das conten-
ções, alinhado com os padrões internacionais.

Palavras-chave: Autonomia Pessoal; Consentimento Informa-
do; Direito dos Doentes; Ética Médica; Segurança do Doente.

Introduction
Medical wards frequently use physical restraints to ensure 

patient safety and prevent harm.1 Still, their use raises sig-
nificant ethical concerns regarding patient autonomy, dignity, 
and potential damage. As healthcare practices evolve, an 
ethical approach to physical restraints becomes increasingly 
crucial. Physical restraints involve devices or methods re-
stricting a patient’s movement, ranging from wrist straps and 
bed rails to more complex devices like specialized chairs.2 
These restraints are typically employed when patients are at 
risk of harming themselves or others, especially in cases of 
severe agitation, delirium, or cognitive impairment.2

One of the central ethical challenges is the balance be-
tween beneficence and respect for autonomy.3 Restraints 
can prevent harm, such as self-injury or interference with 
medical devices. The use of restraints, while intended to 
ensure safety, can restrict a patient’s freedom and dignity, 
potentially causing psychological distress, physical harm, or 
long-term trauma, and conflicts with the principle of non-
maleficence.4 

Internationally, there has been a growing shift toward 
minimizing restraint use, supported by frameworks such 
as the United Nations Convention on the Rights of Persons 
with Disabilities.5 In Portugal, physical restraints are subject 
to legal and ethical scrutiny. The Portuguese Directorate-
General for Health has issued guidance promoting restraint 
minimization and advocating for exploring less restrictive 
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alternatives.6 Hospitals and healthcare institutions are en-
couraged to adopt patient-centered care practices prioritiz-
ing respect for autonomy, dignity, and individualized care. 
Despite these efforts, disparities in practice remain, influ-
enced by staff training, institutional culture, and resource 
availability.6,7 Best practice frameworks emphasize alterna-
tives such as de-escalation techniques, environmental modi-
fications, and enhanced patient observation.8

This article explores the ethical implications of physical 
restraints, alternative approaches, and the broader ethical 
frameworks guiding their use, specifically focusing on prac-
tices within medical wards. It also highlights the need for 
comprehensive training, ethical guidelines, and institution-
al policies to ensure the appropriate use of restraints while 
safeguarding patient dignity and rights.

A HISTORICAL CONTEXTUALIZATION OF PHYSICAL 
RESTRAINT IN MEDICINE

The use of physical restraints in medicine dates back cen-
turies, rooted in efforts to manage patients who posed risks to 
themselves or others.9 Historically, restraint methods ranged 
from rudimentary tools like ropes and straps to more struc-
tured devices, often used in asylums and hospitals during the 
18th and 19th centuries.9,10 These practices were largely driven 
by a lack of effective treatments for mental health conditions 
and a focus on containment over care. Over time, the medical 
community began to recognize the ethical and psychological 
implications of restraint use, sparking debates about human 
rights and the dignity of patients.9

In the 20th century, advances in psychiatry, pharmacol-
ogy, and patient-centered care led to a gradual decline in 
reliance on physical restraints.10 However, their use persisted 
in acute care settings, especially in managing delirium, agi-
tation, or aggression. Internationally, the movement toward 
restraint-free healthcare has gained momentum, emphasiz-
ing alternatives like de-escalation techniques and environ-
mental modifications.

In Portugal, the history of restraint use aligns with broader 
European trends,10 influenced by changes in medical philoso-
phy and healthcare policy. The country’s commitment to men-
tal health reform in the mid-20th century, exemplified by the 
closure of psychiatric asylums and the integration of mental 
health services into general healthcare, laid the foundation for 
a more compassionate approach. Today, Portugal is recog-
nized for its progressive stance on healthcare, actively working 
toward minimizing restraint use through ethical guidelines, staff 
training, and a focus on human dignity, reflecting its broader 
cultural and policy commitment to patient rights.10

ETHICAL PRINCIPLES AND CONCERNS IN THE USE OF 
PHYSICAL RESTRAINTS

The application of physical restraints in medical wards 
raises significant ethical concerns. These concerns revolve 

around fundamental principles in medical ethics: respect 
for autonomy, beneficence, non-maleficence, and justice.11 
Each of these principles plays a crucial role in guiding the 
ethical use of restraints and ensuring that patient rights and 
well-being are upheld.

Respect for autonomy is a fundamental ethical principle 
emphasizing the right of individuals to make their own deci-
sions about their health and care.12 Physical restraints inher-
ently conflict with this principle by limiting a patient’s freedom 
of movement. Ethical practice necessitates that restraint use 
be justified, transparent, and minimal. The moral challenge 
lies in balancing the need to ensure safety while respecting a 
patient’s right to participate in decisions about their care.12,13 
This restriction can be especially troubling when applied to 
patients who may already be vulnerable due to cognitive im-
pairments or mental health issues. Ethical practice requires 
that restraints be used only when necessary and that pa-
tients or their legal representatives are fully informed and in-
volved in decision-making about the reasons and nature of 
the restraints.13,14 This approach helps maintain trust and up-
holds the patient’s autonomy as much as possible.

Beneficence and non-maleficence are also critical ethical 
principles.15 Beneficence involves acting in the patient's best 
interest, while non-maleficence, or "do no harm," requires 
minimizing potential harm. In restraints, beneficence involves 
using restraints to prevent damage and ensure safety. Pro-
viders should use the least restrictive methods possible and 
ensure that restraints are applied to minimize discomfort and 
distress, adhering to strict guidelines for their application.16 
Still, it must be balanced with the principle of non-malefi-
cence, which is the obligation to avoid causing harm. The 
use of restraints should be justified by the potential benefits, 
such as preventing self-harm or injury, while mitigating any 
physical or psychological damage caused by the restraints 
themselves, like physical discomfort, psychological distress, 
and reduced quality of life. Physical restraints can under-
mine a patient’s sense of self-worth and respect, mainly if re-
straints are applied degradingly or uncomfortably.17 Regular 
assessments are necessary to evaluate whether the benefits 
of restraint outweigh the possible risks and harms, ensuring 
that restraints are genuinely in the patient’s best interest.16 
The design and application of restraints should prioritize pa-
tient dignity and comfort, with providers striving to use the 
least restrictive methods only after less restraining interven-
tions have been exhausted.13,16 The patients should be moni-
tored for signs of distress and given regular opportunities for 
movement and comfort. Restraints should also be used for 
the shortest duration possible, with ongoing reassessment 
to determine if they can be removed. Healthcare providers 
should receive training in the ethical implications of restraint 
use and alternative strategies for managing challenging be-
haviors. Techniques such as de-escalation, behavioral inter-
ventions, and environmental modifications can often prevent 
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the need for physical restraints.17 A practical example of de-
escalation would be a nurse calmly addressing an agitated 
patient who is shouting in frustration by using a soothing 
tone, actively listening to their concerns, and reassuring 
them that their needs will be met. For behavioral interven-
tions, a caregiver might use positive reinforcement by prais-
ing a patient for sitting calmly during a medical procedure 
or redirecting their focus to a puzzle or familiar object when 
they show signs of agitation. An example of environmental 
modifications could be adjusting a noisy hospital room by 
closing the door, dimming harsh overhead lights, and ensur-
ing the space is free from clutter or objects that could cause 
distress to the patient.

Fairness and justice also present essential ethical con-
cerns.18 Applying physical restraints should be equitable and 
free from bias or discrimination. This means that restraints 
should not be used disproportionately or unjustly, and all pa-
tients should be treated equally and carefully.18 There must 
be clear, objective criteria guiding the decision to use re-
straints to prevent decisions from being influenced by con-
venience or prejudice. Furthermore, healthcare providers 
should be trained to recognize and mitigate unconscious 
biases that may affect their choices regarding restraint use.

Patient-centered care plays a crucial role in addressing 
the concerns surrounding the use of physical restraints, fo-
cusing on the individual needs, preferences, and well-being 
of the patient.12,15 In this approach, healthcare providers pri-
oritize the patient's comfort, autonomy, and dignity by ex-
ploring less restrictive alternatives, such as de-escalation 
or behavioral interventions, before resorting to physical re-
straints. This care model encourages open communication 
between patients, families, and healthcare teams, ensuring 
that decisions are made collaboratively and transparently. By 
keeping the patient at the center of care, patient-centered 
practices aim to minimize the emotional and physical harm 
often associated with restraints and create a more support-
ive, respectful healthcare environment.12

ALTERNATIVES TO PHYSICAL RESTRAINTS
Alternatives to physical restraints in medical wards focus 

on safety while preserving patient autonomy, dignity, and 
comfort through a comprehensive and multifaceted ap-
proach.19 One key strategy is environmental modification. 
By adjusting the ward setup, staff can create a safer, more 
comfortable space that reduces the need for restraints. This 
includes using low beds to prevent fall injuries, bed alarms to 
alert staff to movements, and adequate lighting to avoid dis-
orientation.19,20 Removing hazards like sharp edges or clutter 
and designing calm and minimally stimulating spaces can 
also help prevent agitation.20 Increased supervision offers 
another restraint alternative, providing close, direct obser-
vation to ensure safety without physical constraints. Con-
tinuous monitoring by healthcare staff or trained volunteers 

allows immediate assistance. At the same time, frequent 
check-ins with patients, particularly those at risk of falls or 
confusion, help maintain a sense of presence and reassur-
ance.20 Technology also adds an innovative dimension to 
restraint-free care. Wearable sensors and non-invasive mon-
itoring devices enable real-time tracking of patient health 
and behavior, allowing proactive interventions without the 
need for restraints.20 

Behavioral strategies further support patients by man-
aging agitation and distress.21 Techniques like verbal de-
escalation help defuse tension, while positive reinforcement 
rewards calm, cooperative behavior. Adjusting communica-
tion styles to be precise, gentle, and comforting reassures 
patients and reduces their need to act out.21,22 These strate-
gies are especially effective when staff are trained in thera-
peutic communication and are aware of individual patient 
needs. Sensory and comfort measures provide physical 
and emotional comfort to soothe agitated patients.23 Items 
such as soft blankets, pillows, and personal belongings from 
home can offer familiarity and reassurance. Sensory aids 
like earplugs, eye masks, or calming music reduce over-
stimulation, while therapies such as aromatherapy or gentle 
massage promote relaxation, allowing patients to rest and 
reducing the likelihood of disruptive behaviors.

Engagement and activity programs tailored to individ-
ual interests and cognitive abilities offer meaningful stimu-
lation that reduces boredom and restlessness.24 Activities 
can range from structured recreational therapy and gentle 
physical activities to therapeutic programs, such as reminis-
cence therapy, which involves discussing memories to con-
nect with patients personally.25 These programs decrease 
the likelihood of agitation or disruptive behavior by providing 
patients with enjoyable, engaging options. Physical and oc-
cupational therapy encourage safe, supported movement to 
address restlessness and maintain mobility. Physical therapy 
promotes regular, safe exercise tailored to the patient’s abili-
ties, which can prevent stiffness and frustration from long 
periods of inactivity.26 Occupational therapy engages pa-
tients in meaningful activities, providing a productive outlet 
and reducing restlessness and agitation.24

Medication management is essential in minimizing re-
straint use (Table 1).26 Regular medication reviews allow pro-
viders to optimize treatments, addressing symptoms that 
may contribute to confusion, agitation, or distress. Instead 
of sedatives, healthcare providers can consider medications 
that help patients stay calm without impairing mobility or 
awareness, preventing behaviors that might otherwise lead 
to restraint use.27,28

Family and caregiver involvement is another valuable 
alternative to restraints.29 Family members bring familiarity 
and comfort, reducing stress and anxiety in patients who 
might feel isolated or distressed, and educating families on 
how to engage and reassure their loved ones safely and 
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effectively further supports the patient’s emotional and phy-
sical well-being, often diminishing the need for restraint in-
terventions.29 Personalized care plans that address each 
patient’s unique needs, routines, and preferences play a 
significant role in restraint alternatives. By identifying spe-
cific triggers for behaviors that might otherwise lead to 
restraint use, caregivers can take proactive steps to avoid 
these situations, reducing the likelihood of agitation or dis-
tress. Such personalized care respects individual patient 
autonomy and promotes a more effective and compassio-
nate approach to care.30

Lastly, technology solutions provide innovative support 
to enhance safety without restraints.31 Tools like fall de-
tection systems, wearable alarms, and discreet monitoring 
devices offer nonintrusive ways to promptly ensure patient 
safety and alert staff to potential risks.31,32 These solutions 
support patient freedom of movement while providing heal-
thcare providers with effective means to monitor and res-
pond to patient needs.

DISCUSSION ON PHYSICAL RESTRAINT IN DIFFERENT 
HOSPITAL ENVIRONMENTS

The use of physical restraints in healthcare settings varies 
significantly across medical and surgical wards, psychiatric 
wards, and emergency rooms, reflecting the differing patient 
needs, risks, and objectives of care in these environments.

In medical and surgical wards, physical restraints are typi-
cally employed to prevent patients from harming themselves, 
such as pulling out medical devices like IV lines, catheters, or 
endotracheal tubes.33 Patients in these settings may be confu-
sed due to conditions like delirium, dementia, or post-operative 
disorientation. Restraints are often viewed as a last resort when 
other strategies, such as frequent monitoring, reorientation, or 
family involvement, have failed. In psychiatric wards, the use of 
restraints is more complex due to the nature of mental heal-
th conditions.34 Restraints may be necessary to manage acute 
episodes of aggression, self-harm, or severe agitation when pa-
tients pose a danger to themselves or others. However, psychia-
tric care places a strong emphasis on minimizing restraint use 

Table 1: Summary of medications for management of agitation in adults

SUMMARY OF MEDICATIONS FOR MANAGEMENT OF AGITATION IN ADULTS 

MEDICATION CLASS INDICATION
DOSAGE AND 

ADMINISTRATION
ALERTS

Diazepam Benzodiazepine
Used for agitation, anxiety, 

and muscle relaxation
2-10 mg PO, up to 4 doses/day

Avoid in alcohol intoxication or 
delirium

Risk of respiratory depression

Haloperidol Antipsychotic
Used for severe agitation 

and psychosis
PO/SC/IV/IM

0.5-2mg 8/8h or 12/12h

Max 20-30mg/day
High risk of extrapyramidal 
symptoms with haloperidol 

doses >3-5 mg; consider QTc 
monitoring

Levomepromazine Antipsychotic
Used for severe agitation or 

anxiety and delirium

PO/SC
6.25-200 mg/day, up to 2 doses/

day or continuous perfusion
Sedation

Lorazepam Benzodiazepine
Used for anxiety and 

agitation
1-2 mg PO, up to 3 doses/day

AAvoid in alcohol intoxication or 
delirium

Risk of respiratory depression

Midazolam Benzodiazepine
Used for severe agitation 

and psychosis

PO – 0.5-2 mg 4/4h
SC – 3-5 mg 6/6h

1 mg/h on perfusion
Max 30-80 mg/day

Olanzapine
Atypical 

Antipsychotic
Used for agitation and 

aggression 
2.5-20 mg PO, once daily at 

bedtime
Caution in liver impairment

Quetiapine
Atypical 

Antipsychotic

Used for agitation in bipolar 
disorder, schizophrenia and 

delirium
25-50 mg PO, up to 2 doses/day

Adjust based on response
Maximum dosage 750-800 mg/

day

Risperidone
Atypical 

Antipsychotic

Used for agitation and 
aggression in psychiatric 

conditions
0.5-2 mg PO, up to 2 doses/day

Max 6 mg/day
Small dosage in old frail patients

IM - intramuscular; IV - intravenous; SC - subcutaneous; PO - oral pill
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through de-escalation techniques, therapeutic communica-
tion, and creating a calming environment. The ethical concerns 
around autonomy and the potential for trauma are particularly 
pronounced in this context, requiring staff to employ rigorous 
protocols and provide thorough post-restraint debriefings.

In the emergency room (ER), the fast-paced and high-
-stress environment often leads to restraint use for patients 
who are violent, intoxicated, or in acute psychiatric crises 
harm.7,33 The primary goal in the ER is immediate safety for 
both patients and staff. However, the transient nature of care in 
this setting can make implementing alternatives like de-esca-
lation or behavioral interventions more challenging. Communi-
cation between the ER team and psychiatric or social services 
is critical to ensure continuity of care and reduce the risk of 
restraint-related harm.7,33

ETHICAL AND LEGAL FRAMEWORK OF PHYSICAL RES-
TRAINTS IN PORTUGUESE HEALTHCARE

National legislation, European Union regulations, and in-
ternational human rights standards primarily influence Por-
tuguese law on physical restraints.35 The critical legislative 
documents include the Portuguese Civil Code,35 the Gene-
ral Health Law,35 and specific guidelines issued by the Por-
tuguese Health Authority.6 These legal instruments ensure 
that physical restraints are used appropriately and ethically 
in healthcare settings.33-36

The use of physical restraints in Portugal is guided by the 
principle of necessity, which mandates that restraints should 
only be applied when necessary to prevent imminent harm 
to the patient or others.6 This principle is rooted in national 
and international human rights laws, including the European 

Table 2: General Recommendations for Implementing Restraint-Free Healthcare

RECOMMENDATIONS FOR IMPLEMENTING RESTRAINT-FREE HEALTHCARE 

CATEGORY RECOMMENDATION DESCRIPTION

Alternative Care Models

Adopt patient-centered care plans
Develop personalized care plans that focus on non-

restrictive solutions for behavioral challenges.

Use evidence-based behavioral interventions
Implement proven techniques like environmental 

adjustments or therapeutic engagement.

Cultural Change

Raise public and institutional awareness
Launch campaigns to shift perceptions about the 

necessity of restraints in healthcare.

Foster a collaborative approach
Involve patients, families, and staff in creating and 

maintaining restraint-free environments.

Ethical Guidelines

Promote patient autonomy and dignity
Develop a care approach that respects individual rights 

and prioritizes consent.

Emphasize human rights in healthcare
Align practices with international ethical standards like 

WHO guidelines on patient-centered care.

Infrastructure

Design restraint-free healthcare environments
Create spaces that reduce stress and prevent triggers, 

such as calming designs or private areas.

Ensure adequate staffing
Maintain optimal staff-to-patient ratios to provide 

consistent, attentive care.

Monitoring and Evalu-
ation

Measure and document outcomes
Regularly evaluate the impact of restraint-free policies on 

patient satisfaction and safety.

Share best practices and success stories
Disseminate successful examples to inspire broader 

adoption of non-restraint care.

Policy and Legislation

Enact laws prohibiting unnecessary restraints
Implement legal measures that discourage restraint use 

unless absolutely necessary.

Establish monitoring systems for compliance
Create oversight bodies to ensure adherence to restraint-

free policies.

Technology and Tools

Utilize monitoring technology
Leverage tools like wearable sensors to track patient 

health and behavior non-intrusively.

Invest in assistive devices
Offer alternatives like bed alarms or padded surfaces to 

ensure safety without restraints.

Training and Education

Provide mandatory training for healthcare profes-
sionals

Equip staff with skills in de-escalation techniques, patient 
communication, and crisis management.

Integrate restraint-free principles into medical and 
nursing curricula

Prepare future healthcare professionals to embrace 
alternative care methods.
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Convention on Human Rights.33-35 According to the General 
Health Law, any restraint must be justified by thoroughly as-
sessing the patient’s condition and the risks involved. The 
law emphasizes that restraints should be a last resort after 
other less restrictive measures have been exhausted.7,36

Respect for patient autonomy and dignity is a funda-
mental ethical concern in Portuguese law. The Portuguese 
Constitution33-35 guarantees the protection of individual ri-
ghts, including the right to personal integrity and dignity. This 
constitutional protection is reinforced by specific regulations 
governing physical restraints. Healthcare providers must en-
sure that patients or their legal representatives are informed 
about the reasons for restraint use and are involved in the 
decision-making process whenever possible.6 This approa-
ch aligns with international ethical standards, which stress 
the importance of informed consent and patient involvement 
in care decisions.5

Portuguese law requires regular monitoring and review 
of restraint practices to ensure they are applied ethically and 
effectively.6 The Directorate-General for Health guidelines sti-
pulates that healthcare institutions must establish protocols 
for monitoring and evaluating restraint use. This includes pe-
riodic reassessment of the necessity of restraints and docu-
mentation of their use. The goal is to minimize the duration of 
restraint application and to ensure that the use of restraints 
is proportionate to the risks involved.6

In Portugal, ethical oversight is provided through various 
mechanisms, including ethics committees and regulatory 
bodies.35 These committees review restraint use cases and 
ensure that moral standards are upheld. They also offer gui-
dance on best practices and help address any concerns re-
lated to applying physical restraints.6,36 This oversight helps 
maintain high ethical standards and protect patient rights 
within the healthcare system.

CONCLUSION
An ethical approach to physical restraints in medical 

wards requires balancing patient safety with respect for au-
tonomy and dignity. Healthcare providers should prioritize 
thorough assessments, explore alternatives, and adhere to 
moral principles to maintain high standards of care. Con-
tinuous reflection, empathy, and improvement are key, sup-
ported by ethics committees, practice transparency, and 
ongoing research into less restrictive alternatives (Table 2).

Portuguese law emphasizes the ethical use of physical 
restraints through guidelines on necessity, proportionality, 
informed consent, and regular monitoring, aligning practices 
with national and international standards. 
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