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ABSTRACT
Restrictive practices (RPs) encompass interventions that limit an 
individual’s freedom, such as restraint, seclusion, and enforced 
treatment. While widely studied in acute mental health settings, 
their use within inpatient eating disorder services remains 
underexplored despite evidence of high prevalence. In addition 
to these formal restrictive interventions, eating disorder inpati
ent wards commonly employ structured behavioural rules as 
part of nutritional rehabilitation programs, including enforced 
rest periods, supervised meals, locked bathrooms, and limits on 
fluids or activity. A scoping review methodology following 
a five-step framework was implemented. Four databases 
(CINAHL, MEDLINE, Embase, and PsycInfo) were searched. The 
analysis involved both numerical and narrative synthesis in line 
with the framework. Thirty-six studies were included. Most ori
ginated from the UK, focused on anorexia nervosa, and used 
quantitative designs, with a substantial proportion conducted in 
child and adolescent inpatient settings. Common RPs included 
nasogastric tube feeding under restraint, involuntary admission, 
and physical restraint. Prevalence varied widely, with a small 
subset of patients accounting for most RP episodes. RPs were 
primarily applied in response to medical or nutritional risk rather 
than aggression, differentiating them from acute psychiatric 
contexts. Evidence regarding outcomes such as weight restora
tion, length of stay, and mortality was inconsistent, and RPs 
were frequently described by patients and staff as distressing, 
coercive, and potentially traumatic. Findings highlight the dis
tinct nature of RP use in eating disorder settings and the need 
for context-specific policies, ethical guidance, and intervention 
strategies to minimize harm while ensuring patient safety.
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Clinical Implications

● This review demonstrates that RPs are commonly used within eating 
disorder inpatient settings, but differ in drivers and application from 
general psychiatric contexts, highlighting the need for context-specific 
clinical frameworks and targeted interventions to reduce RP use.

● The findings indicate that RP use is concentrated among patients with 
greater clinical complexity (e.g. longer illness duration, prior admissions), 
suggesting that early identification and targeted, individualized interven
tions are required to reduce reliance on RPs in this high-risk group.

● The review further highlights that RPs extend beyond formal interven
tions, with everyday ward practices and cultures experienced as restrictive 
and coercive, underscoring the need for ward-level, culture-focused inter
ventions to reduce coercion and improve the therapeutic environment.

Background

Restrictive practices (RPs), sometimes referred to as restrictive interventions, 
coercion, or containment measures, are defined by the Care Quality 
Commission (CQC) as “any type of restriction to a person’s freedom, which 
may range from physical or mechanical restraint, seclusion or segregation to 
restrictions placed on a person’s daily activities or choices” (Care Quality 
Commission [CQC], 2023). These practices are often administered without 
consent (O’Donovan et al., 2023). National and international frameworks 
emphasize that RPs should be minimized and used only as a last resort, with 
the least restrictive option applied, proportionately and for the minimum 
duration necessary (Department of Health, 2015). This approach is supported 
by UK legislation (Mental Health Act, 1983; Mental Capacity Act, 2005), 
human rights frameworks (European Human Rights Act, 1998), and interna
tional conventions such as the United Nations Convention on the Rights of 
Persons with Disabilities (2006). Despite this, RPs remain prevalent in mental 
health services, with evidence highlighting the potential for such interventions 
to damage therapeutic relationships, undermine recovery, cause trauma, phy
sical harm, or even death (Butterworth et al., 2022; MacDonald, Gustafsson, 
et al., 2023; Melillo et al., 2025). Reducing their use within mental health 
services is therefore a key national and international priority (NHS England 
[NHS], 2023).

Most research on RPs has focused on their use in acute mental health wards 
(Baker et al., 2021); however, high rates of RPs have been reported in eating 
disorder inpatient wards, highlighting the need for research into RPs to 
consider this specific context. This is evidenced within a recent review of 
child and adolescent services which found that eating disorder wards had 
the highest rates of coercive measures, including physical restraint, 
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pharmacological interventions, and forced feeding, when compared to other 
inpatient Child and Adolescent Mental Health Service (CAMHS) wards 
(Moell et al., 2024). Furthermore, in Norway, Furre et al. (2016) reported 
that nearly half of all restraint episodes in adolescent acute mental health 
wards were related to compulsory feeding, with some patients experiencing 
exceptionally high numbers of restraint events. In addition to these formal 
restrictive interventions, eating disorder inpatient wards commonly employ 
structured behavioural rules as part of nutritional rehabilitation programs, 
including enforced rest periods, supervised meals, locked bathrooms, and 
limits on fluids or activity (National Institute for Health and Care Excellence 
[NICE], 2017; Royal College of Psychiatrists, 2021). While much of the exist
ing literature has focused on child and adolescent inpatient services, restrictive 
practices are also used within adult eating disorder wards, where patients often 
present with severe, long-standing illnesses and complex clinical needs. 
Despite this, the extent and characteristics of RP use in adult settings remain 
comparatively underexplored.

An RP commonly experienced in eating disorder wards but rarely in acute 
mental health wards is the application of physical restraint when administer
ing nutrition, e.g. nasogastric tube feeding (NGT) (Blikshavn et al., 2020). 
Such restraint episodes are increasingly common in eating disorder wards with 
one study showing that a small number of patients with anorexia nervosa (AN) 
were exposed to exceptionally high levels of physical restraint; 1896 of a total 
of 4173 restraint episodes recorded across adolescent acute wards were related 
to compulsory feeding, with these episodes occurring across 21 patients with 
AN (i.e., an average of 90 episodes per patient) (Furre et al., 2016). In addition 
to managing immediate medical risk, RPs in eating disorder wards are some
times employed as incentives to encourage adherence to nutrition plans or 
meal completion. For example, privileges may be contingent on finishing 
meals or escalating calorie intake may require compliance with NGT feeding, 
reflecting operant behavioural strategies that can shape patient behaviour 
beyond direct risk management (Clausen et al., 2018; MacDonald et al.,  
2022). This may also extend to adherence to “acceptable” patterns of eating, 
including the avoidance of eating disorder behaviours and compliance with 
ward-based expectations around meals. Previous literature have described 
routine RPs that are unique to eating disorder wards, such as bathroom 
supervision following meals, observation during or after eating, weighing 
protocols, and behavioural consequences for food refusal, highlighting that 
coercive experiences within eating disorder inpatient wards may extend well 
beyond formal restraint or compulsory feeding interventions (MacDonald, 
Gustafsson, et al., 2023; Tan et al., 2003, 2026). While these interventions are 
often embedded within routine nutritional rehabilitation and behavioural 
management protocols, their everyday nature may make them less visible 
forms of coercive influence despite potentially affecting a larger proportion 
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of patients than formal restrictive interventions. This highlights the impor
tance of considering coercion within eating disorder inpatient care as occur
ring along a continuum, rather than only through overt practices such as 
restraint or compulsory feeding.

While the literature on RPs has increasingly focused on the use of restraint 
in the context of forced feeding, less attention has been given to interventions 
used to manage non-feeding-related conflict (Beeri et al., 2025). These prac
tices can be considered restrictive under a broader definition, yet due to their 
specialist and context-specific nature, they are often excluded from the wider 
literature on RPs. Importantly, the distinct nature and frequency of these 
measures in eating disorder wards suggests that their impact may differ 
from that observed in acute mental health wards, highlighting the need to 
understand not only their prevalence but also their psychological and experi
ential consequences for patients (Blikshavn et al., 2020; Royal College of 
Psychiatrists, Quality Network for Eating Disorders, 2021; Clausen & Jones,  
2014).

As has been observed across the acute mental health care literature, findings 
related to the use of RPs in eating disorder wards indicate that such interven
tions can have a significant negative effect and leave an enduring adverse 
impact (MacDonald, Gustafsson, et al., 2023). Given the differences between 
acute mental health wards and eating disorder wards, including patient pre
sentations, patient characteristics and demographics, length of admission 
periods, and ward cultures, there is a need to investigate and define RPs within 
eating disorder inpatient wards. This is particularly salient at the current 
timepoint, given that hospital admissions in England for eating disorders 
have risen sharply, reaching 24,268 admissions in 2020/21, an 84% increase 
compared with 2015/16 (Royal College of Psychiatrists, 2022). This increase 
has been especially pronounced among children and young people, with 
admissions rising by 90% over the same period (from 3,541 to 6,713 episodes), 
alongside a 79% increase among adults. Notably, admissions among boys and 
young men have increased by 128%, highlighting shifting demographic pat
terns within eating disorder presentations (Royal College of Psychiatrists,  
2022). Policy specifications recognize that eating disorder wards are often 
highly restrictive (e.g., numerous rules and behavioural restrictions), with 
reducing RPs remaining a key service-defined outcome (NHS, 2023).

These considerations exemplify that eating disorder wards present a unique 
context in which the use of RPs requires careful evaluation. Compared to acute 
mental health wards, eating disorder inpatient wards and clinical risks are 
more often linked to malnutrition than aggression, which is commonly 
observed in acute wards (Baker et al., 2021; Butterworth et al., 2022). These 
factors are thought to contribute to the particularly high levels of RPs reported 
in eating disorder wards. Understanding how these practices are used across 
both adult and child and adolescent inpatient services is therefore essential for 
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informing policy, clinical practice, and future research. This review therefore 
aims to map and understand the wide range of RPs employed in these eating 
disorder wards and to explore how their use, outcomes, and experiences may 
vary across child, adolescent, and adult populations.

Aim

To identify, map, and synthesize existing evidence on RPs used within inpa
tient eating disorder wards.

Methods

A scoping review methodology was adopted to provide a preliminary assess
ment of the research area and to map the nature and extent of existing 
evidence (Grant & Booth, 2009). This approach was deemed most appropriate 
given the broad aims of the review and the heterogeneity observed within the 
existing literature. The review was conducted in accordance with an adapted 
version of the Joanna Briggs Institute (JBI) framework for scoping reviews 
(Peters et al., 2015), which builds upon the foundational guidelines proposed 
by Arksey and O’Malley (2005). The review process followed five key stages: 
(1) identifying the research question; (2) identifying relevant studies; (3) 
selecting studies; (4) charting the data; and (5) collating, summarizing, and 
reporting the results.

Stage 1: identify the research question

Targeted research questions were developed to guide the scoping review:

Research questions
(1) What types of restrictive practices are used on inpatient eating disorder 

wards?
(2) How and why are these interventions used?
(3) What outcomes are related to the use of such interventions?
(4) What are the experiences of patients, staff, and carers in relation to the 

use of these interventions?

Stage 2: search strategy

We searched four electronic databases (Medline, PsycINFO, Embase, 
CINAHL) for peer-reviewed literature relevant to our research questions. 
Database searches were conducted on the 17/02/2025 with no date restrictions, 
with an updated search conducted on 07/10/25. We searched for literature by 
using the Boolean operator ‘OR’ to create two blocks of search terms for the 
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setting of eating disorder inpatient wards, and terms linked to RPs and 
interventions, which were combined using the ‘AND’ function. Appropriate 
truncation and word combinations were adapted for each database search. 
A general outline of the building block search strategy is shown in Figure 1.

Stage 3: select studies

Screening and selection process
After completing the initial search, duplicates were deleted. Covidence soft
ware was used for screening and selection procedures (Veritas Health 
Innovation, 2024), which were conducted using a two-step process with 
identified papers being assessed against study inclusion and exclusion criteria 
(see Table 1.) To ensure consistent application of eligibility criteria, all 
reviewers , initially, independently screened the same ten titles and abstracts 
and discussed inclusion/exclusion.

First, the titles and abstracts, where available, were screened indepen
dently by members of the research team (UF, VK). Second, full-text 
screening was performed for identified studies where it was not possible 
to decide using the title and abstract. Full-text papers were screened by 
two members of the research team (UF, VK). Disagreements were 
resolved through team discussion, and steps were taken to improve 

Block 1: (1) The se�ng of 
inpa�ent ea�ng disorder 
services

a. ea�ng disorder OR 
anorexi* OR bulimi* OR 
EDNOS OR OSFED OR 
ARFID 

AND

b. Inpa�ent OR Hospital* 
OR Ward* OR Unit OR 
PICU OR day pa�ent OR 
day service OR SEDU

Block 2: (2) conflict OR containment OR restric�ve 
prac�ce* OR coerced OR ward culture OR restrain* 
OR seclusion OR seclude* OR forced treatment OR 
involuntary treatment OR involuntary medica�on OR 
compulsory treatment OR forced adj3 treatment? OR 
forced feeding OR NGT OR Enteral feeding OR 
treatment refusal OR surveillance OR observa�on* OR 
security OR police OR physical* AND (immobili* OR 
isola�on)) OR force OR pa�ent isola�on OR de-
escalat* OR PRN OR pro re nata OR involuntary adj3 
medic* OR involuntary adj3 sedat* OR involuntary 
adj3 drug? OR involuntary adj3 treatment? OR forced 
adj3 medic* OR forced adj3 drug? OR forced adj3 
sedat* lock* adj3 door* OR lock* adj3 ward? OR lock* 
adj3 room? OR physical* adj3 immobili* OR Violence 
adj5 (prevent* or manag*) OR Aggress* adj5 
(prevent* or manag*) OR one-to-one adj2 nurs*

Figure 1. Search strategy.
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agreement, and discrepancies were resolved by discussion to reach 
a consensus within the wider team. After screening, a total of 36 studies 
were included in the review. See PRISMA diagram for full details of the 
process (Figure 2).

Stage 4: data extraction

The data extraction form was developed by UF in consultation with the 
wider team. The extraction tool included general study information 
(title, author, year, country, research aims), methodology (study design, 
sampling method, sample characteristics, setting), type of RP used, and 
key results (future steps/gaps in knowledge, limitations, and summary of 
outcomes). This form was piloted with two team members (UF and VK) 
extracting data from the same study to ensure consistency. Data was 
extracted from the 36 studies using this extraction tool by a member of 
the research team (UF), with a second reviewer (VK) double extracting 
a random 10% of papers to check extraction. This information was used 
to inform the narrative synthesis of eligible studies. In line with current 
scoping review guidance, risk of bias assessment was not completed 
(Munn et al., 2018; Peters et al., 2020). Meta-analysis was not possible 
given the heterogeneity of study designs and data presented across the 
received studies.

Table 1. Eligibility criteria.
Inclusion criteria Exclusion criteria

Publication 
Type

Peer-reviewed articles including primary data Conference proceedings 
Books 
Protocols 
Theses or dissertations

Methodology Quantitative 
Qualitative 
Mixed methods

Review articles 
Meta-analyses 
Case studies 
Commentary articles

Language English language Non-English language
Population/ 

Setting
All services offering psychiatric inpatient care for 

people with eating disorders (any eating disorder 
diagnosis) inclusive of all services across ages, 
inclusive of acute wards, specialist eating disorder 
units, NHS and private sector services 
Any age group: Studies including adult, child and 
adolescent, or mixed inpatient eating disorder 
populations were eligible for inclusion. This 
approach was adopted to map the breadth of 
evidence relating to restrictive practices across 
inpatient eating disorder services, consistent with 
the exploratory aims of a scoping review.

Services not providing care to patients 
with eating disorders 
Non-inpatient services, e.g., day patient 
care, community services, A&E/ 
Emergency care 
Medical inpatient services

Interventions Any intervention that is aimed at restricting the 
patient’s behaviour, movement, or liberty, including 
legal and non-legal forms
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Stage 5: collate, summarize, and report results

A narrative synthesis was conducted following the framework proposed by 
Popay et al. (2005) to enhance the transparency and trustworthiness of the 
synthesis process. Initially, studies were tabulated and numerically described 
according to study design, year of publication, country of origin, population 
characteristics, type of conflict and containment, and outcomes measured.

In addition, textual descriptions were developed for each study, high
lighting key findings, strengths, and limitations. A common analytic frame
work was then constructed to map studies against the main research 
questions related to RPs. This framework enabled cross-study comparisons 

Records identified from 
databases (n = 18,108) 

Embase = 11,925
Medline = 3,525
PsycINFO = 1,653
CINHAL = 1,005

Duplicate Records Removed in 
Covidence (n = 2,495)

Records excluded:
(n = 15,537)

Reports assessed for eligibility at 
Full Text screening (n = 76)

Reports excluded: (n = 40) 

Wrong Design (n=29)
Wrong Se�ng (n=10)
No access (n=1)

Studies included in review
(n = 36) 

Records screened Title and 
Abstract screening (n = 15,613)

Identification of studies

Id
en

ti
fi

ca
ti

o
n

S
cr

ee
n

in
g

In
cl

u
d

ed

Figure 2. PRISMA diagram of data extraction, charting the data, and categorization.
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and helped identify patterns and variations in outcomes, methodologies, 
populations, and settings. Quantitative and qualitative data were synthe
sized narratively for each research question to provide an integrated under
standing of the evidence base.

Lived experience involvement
The study team included five lived experience researchers (UF, KS, AC, VK, & 
JG), who were actively involved across all stages of the research, from design, 
screening, and data extraction to analysis and write-up. The lived experience 
researchers brought diverse perspectives, including personal experience of 
eating disorders, conducting patient-led ward inspections, peer advocacy 
and support, caring for someone with an eating disorder, and direct experi
ence of RPs during inpatient admission. Complementing this, two authors 
(HW & JG) are specialist eating disorder clinicians, and three authors (GB, JB, 
& AS) are mental health nurses with extensive experience in inpatient mental 
health care and academic research on RPs. Together, this combination of lived 
experience and clinical expertise ensured that the review was informed by both 
practical insight and professional knowledge.

Results

A total of 36 papers met the eligibility criteria and were included in the 
analysis. A full description of study characteristics can be viewed in Table 2. 
Where possible, findings are presented separately based on age groups (e.g., 
for child and adolescent (CYP) or adult populations), however several studies 
reported combined samples or did not clearly distinguish age groups, which 
limited the extent to which findings could be disaggregated.

Countries, methodology, and publication dates

Most studies (n = 13) originated from the UK, and the remaining conveyed 
research in the USA (n = 5), Denmark (n = 5), Australia (n = 4), France (n = 2), 
and Norway (n = 2), and the remaining were based in Germany (n = 1), 
Canada (n = 1), Spain (n = 1), Italy (n = 1), and Ireland (n = 1). A total of 
52% of studies were conducted between 2020 and 2025 (n = 19), 14% (n = 5) 
were conducted between 2015 and 2019, 28% (n = 10) between 2000 and 2009, 
and 6% (n = 2) before 2000.

The majority used quantitative methods (n = 22, 61%), with 12 (33%) using 
qualitative methods, and two (6%) used mixed methods. Most papers explored 
the outcomes associated with the use of RPs (n = 16). Thirteen papers explored 
the experiences of RP use in eating disorder wards.
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Sample characteristics

Thirteen studies focused on child and adolescent populations (36%), thirteen 
(36%) used data from across all ages, and ten (28%) in adult populations. The 
majority of studies had populations with only an AN diagnosis (n = 22, 61%), 
with 12 (33%) including mixed populations, and two with undefined popula
tions with eating disorders, with no specific diagnosis cited (6%). Of the 12 
studies with a mix of diagnosis included, 100% had a majority sample with 
a diagnosis of AN.

Sample sizes ranged from seven to 9,892. Participant ages reported across 
studies ranged from 9 to 70 years. Of the studies that described participant 
demographics, the majority had a mixed gender sample (n = 22), with most of 
these having a greater percentage of female participants (n = 21) and one paper 
had a 50:50 split of participants’ gender, eleven included only female partici
pants and only one study had male-only participants. Two papers did not 
provide a gender breakdown. Only five papers (14%) included demographic 
information related to participants’ race and ethnicity, with all five of the 
papers citing that the majority of the sample were from White/Caucasian 
backgrounds.

Types of restrictive practice

Thirteen studies focused specifically and only on the use of nasogastric tube 
(NGT) feeding, with seven of these focusing on nasogastric tube (NGT) 
feeding under restraint. The majority of these papers (n = 7) were based in 
Child and Adolescent settings (Fuller et al., 2024; Fuller et al., 2024a; Kodua 
et al., 2020; Nehring et al., 2014; Silber et al., 2004; Strik Lievers et al., 2009; 
Thomas et al., 2025), two in adult settings only (Brinchmann et al., 2024; 
Martini et al., 2024), and four had samples from both adult and CYP settings 
(Fuller et al., 2024b; Fuller, Tan, & Nicholls, 2023; Fuller, Tan, De Costa, et al.,  
2023; Morris et al., 2015). For these papers, eight focused on NGT feeding 
under restraint only: NGT feeding under restraint referred to physical 
restraint, however within UK legislation NGT feeding under restraint does 
not have a formal definition within the mental health act.

Eleven studies focused on involuntary admissions or treatment legally 
mandated without patient consent. Most of these studies were based in adult 
settings (Abry et al., 2024; Ramsay et al., 1999; Rienecke et al., 2023; Ward 
et al., 2015; Watson et al., 2000), four were comprised of participants from 
both adult and CYP services (Bager et al., 2025; Carney et al., 2008; Morris 
et al., 2015; Rojo et al., 2009), and only two were specifically based in CYP 
settings (Ayton et al., 2009; Thomas et al., 2025).

Eight studies focused on the involuntary treatments and RPs, inclusive of 
a range of formal RPs inclusive of involuntary or compulsory admission/ 
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detention, mechanical restraint, physical restraint, nasogastric tube feeding, 
and constant observation, i.e., the constant presence of a professional. The 
majority of these were based in CYP settings (Arbour et al., 2023; Blikshavn 
et al., 2020; Haran et al., 2023; Tan et al., 2003), three were from a mix of adult 
and CYP settings (Clausen et al., 2018; MacDonald et al., 2022; MacDonald, 
Bulik, et al., 2023), and only one was based in purely adult services 
(MacDonald, Gustafsson, et al., 2023).

Seven studies investigated informal coercion, encompassing subtle pres
sures from staff or family, or threats of involuntary admission. Six explored 
a range of informal practices, with the majority (n = 3) focused on experiences 
in CYP settings (Blikshavn et al., 2020; Haran et al., 2023; Tan et al., 2003), two 
in adult services (Schreyer et al., 2016; Zugai et al., 2024), and one across a mix 
of adult and CYP services (Guarda et al., 2007). One paper focused specifically 
on bed rest as an informal RP, which explored this across both adult and CYP 
services (Griffiths et al., 1998).

Prevalence and use of restrictive practices

Why restrictive practices are used
Twelve studies included data related to the prevalence and use of RPs (Bager 
et al., 2025; Blikshavn et al., 2020; Carney et al., 2008; Clausen et al., 2018; 
Fuller, Tan, De Costa, et al., 2023; Guarda et al., 2007; Haran et al., 2023; 
MacDonald et al., 2022; MacDonald, Bulik, et al., 2023; Ramsay et al., 1999; 
Strik Lievers et al., 2009; Thomas et al., 2025). These studies examined the use 
and prevalence of a range of RPs including involuntary admission, physical or 
mechanical restraint, enforced medication, seclusion, and NGT feeding under 
restraint. The rationale for RP use was generally framed around safeguarding 
patients considered to be at risk. Most of these studies (n = 7; 58%) used data 
across adult and CYP services (Bager et al., 2025; Carney et al., 2008; Clausen 
et al., 2018; Fuller, Tan, De Costa, et al., 2023; Guarda et al., 2007; MacDonald 
et al., 2022; MacDonald, Bulik, et al., 2023), four (33%) were specific to CYP 
services (Blikshavn et al., 2020; Haran et al., 2023; Strik Lievers et al., 2009; 
Thomas et al., 2025), and one (9%) in adult services (Ramsay et al., 1999).

Prevalence of restrictive practice use
Prevalence of RPs varied widely across studies, reflecting heterogeneity in 
patient populations, clinical settings, and the types of interventions measured. 
Reported practices included physical or mechanical restraint, enforced med
ication, seclusion, and NGT feeding. Across studies, the rationale for RP use 
was typically framed around safeguarding patients considered to be at sig
nificant medical or psychological risk.

For studies using a mixed sample from adult and CYP services, there were 
wide variations in reported rates of RP use. Some studies reported relatively 

EATING DISORDERS 27



low rates, such as 8.3% of admissions involving at least one RP or involuntary 
treatment episode (Bager et al., 2025), while others found a moderate pre
valence between 16% and 27% (MacDonald et al., 2022; MacDonald, Bulik, 
et al., 2023). Clausen et al. (2018) reported a comparable rate of 18% among 
patients with AN. Large-scale or national datasets also highlighted variability 
in specific practices. Fuller, Tan, De Costa, et al. (2023) identified 622 
instances of NGT feeding under restraint in England over 12 months, with 
substantial variation across services in the frequency and duration of these 
interventions.

Four studies examined RP use specifically within CYP inpatient services, 
where high rates of intervention were often reported in more clinically severe 
cases. At the more severe end of the spectrum, Thomas et al. (2025) found that 
among a sample of 46 adolescent admissions, 41% required NGT feeding 
under physical restraint, and 85% were detained under mental health legisla
tion, highlighting a highly acute subgroup where RPs were common. 
Blikshavn et al. (2020) reported that among a total of 201 restraint episodes 
for patients with an eating disorder, meal-related episodes (e.g., NGT feeding 
under restraint) were the most common reason for restraint use (n = 109), 
followed by incidents related to self-harm (n = 56), highlighting that while RPs 
were often implemented to ensure nutrition, they were also employed to 
manage significant risks of self-harm or suicidality. Similarly, while Strik 
Lievers et al. reported that 27% of their sample required NGT feeding and 
17.5% were transferred to intensive care, underscoring the clinical severity 
often accompanying RP use.

When rates of RP use were compared between eating disorder and non- 
eating disorder populations, findings consistently indicated significantly 
greater use among eating disorder patients. Haran et al. (2023) found that 
38% of eating disorder admissions required restrictive interventions compared 
with 14% of non-eating disorder admissions (p < .05). Nearly, one-third of all 
physical restraint episodes (603 of 1,868) occurred within the eating disorder 
group, and 83% of involuntary eating disorder admissions involved restraint. 
In contrast, seclusion rates were similar between groups (both 6%). Longer 
lengths of stay were also associated with higher RP use, with 37.5% of eating 
disorder patients remaining in hospital for more than 120 days compared with 
3.5% of non-eating disorder patients (p < .001).

Only one study focused exclusively on adult inpatient services. Involuntary 
admissions were most frequently used when risk to life was deemed imminent, 
and appeals against such admissions were rarely successful (Ramsay et al.,  
1999).

Characteristics and factors associated with restrictive practice use
Across studies including mixed or unspecified age samples, a recurring 
pattern was observed whereby, while a minority of patients experienced 
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RPs, it was often a small proportion of patients that accounted for the 
majority of such interventions. For example, MacDonald, Bulik, et al. 
(2023) found that approximately 1% of individuals accounted for 67% of 
all involuntary treatment events in the 5-year follow-up period. In the 
same study, 8.3% of patients with AN experienced at least one RP, 
indicating that while exposure was relatively limited, use was highly 
concentrated. Clausen et al., (2018) found that 2% of patients experi
enced over 100 RP episodes, most commonly involving nasogastric tube 
(NGT) feeding, enforced medication, or restraint. Patients subjected to 
NGT feeding under restraint were predominantly adolescents with AN, 
though the age range extended from 11 to 60 years (Fuller, Tan, De 
Costa, et al., 2023; Thomas et al., 2025). Similarly, Clausen et al. 
(Clausen et al., 2018) found that approximately one in five patients 
underwent RP, with these measures disproportionately concentrated 
among individuals with more severe clinical presentations. Data relating 
to less formally defined or more subtle RPs (e.g. loss of privileges or 
enforced rest) were not consistently reported across studies.

A consistent set of clinical and demographic factors was associated 
with higher RP use. Across multiple studies, younger age, lower BMI, 
longer illness duration, and prior admissions increased the likelihood of 
involuntary treatment or RPs (Bager et al., 2025; Carney et al., 2008; 
Clausen et al., 2018; MacDonald et al., 2022; MacDonald, Bulik, et al.,  
2023; Strik Lievers et al., 2009). Comorbid psychiatric conditions, 
including depression, anxiety, emotionally unstable personality disorder 
(EUPD), self-harm, and substance misuse, were also repeatedly identi
fied as predictors of involuntary treatment or RP use (Bager et al., 2025; 
Carney et al., 2008; MacDonald et al., 2022; MacDonald, Bulik, et al.,  
2023; including in the only adult-specific study identified – Ramsay 
et al., 1999).

Evidence from CYP specific studies further highlighted the concentration of 
RPs among a small number of patients and those with greater illness severity. 
Blikshavn et al. (2020) found that four patients represented 91% of all restraint 
episodes, each having ten or more episodes during admission. Strik Lievers 
et al. (2009) observed that RPs, particularly involuntary admissions and 
physical restraint, were most commonly applied to younger patients with 
more severe illness.

Patients’ perceptions of RP use added further nuance to the findings. 
Guarda et al. (2007) reported that individuals with AN experienced higher 
perceived coercion, pressure, and unfair treatment than other groups, parti
cularly younger patients. Notably, although a proportion of patients did not 
believe they required treatment on admission, this perception often shifted by 
discharge.
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Outcomes associated with the use of restrictive practices

Seventeen studies included data that examined the outcomes associated with 
use of RPs (Abry et al., 2024; Arbour et al., 2023; Ayton et al., 2009; Blikshavn 
et al., 2020; Griffiths et al., 1998; Haran et al., 2023; Martini et al., 2024; Morris 
et al., 2015; Nehring et al., 2014; Ramsay et al., 1999; Rojo et al., 2009; Schreyer 
et al., 2016; Silber et al., 2004; Strik Lievers et al., 2009; Thomas et al., 2025; 
Ward et al., 2015; Watson et al., 2000). Across studies, the outcomes associated 
with RPs in eating disorder inpatient wards were highly variable. The majority 
of papers exploring outcomes were from CYP populations (n = 8, 47%; Arbour 
et al., 2023; Ayton et al., 2009; Blikshavn et al., 2020; Haran et al., 2023; 
Nehring et al., 2014; Silber et al., 2004; Strik Lievers et al., 2009; Thomas 
et al., 2025), six were from adults populations (35%; Abry et al., 2024; Martini 
et al., 2024; Ramsay et al., 1999; Schreyer et al., 2016; Ward et al., 2015; Watson 
et al., 2000), and three were focused from mixed populations (28%; Griffiths 
et al., 1998; Morris et al., 2015; Rojo et al., 2009).

BMI and weight outcomes
The most commonly explored outcome was body mass index (BMI) and/or 
weight gain, with nine studies including results linked to this outcome area 
(Abry et al., 2024; Blikshavn et al., 2020; Griffiths et al., 1998; Martini et al.,  
2024; Nehring et al., 2014; Ramsay et al., 1999; Schreyer et al., 2016; Silber 
et al., 2004; Watson et al., 2000).

Across adult, CYP, and mixed samples, findings examining BMI and/or 
weight gain were broadly similar, with considerable variability across studies. 
Most studies reported no significant difference in weight gain or BMI at 
discharge BMI between groups who received RPs such as involuntary admis
sion, NGT feeding, or perceived coercion, despite some studies reporting 
lower BMI or weight for involuntary patients or those subject to NGT feeding 
at admission (Abry et al., 2024; Blikshavn et al., 2020; Nehring et al., 2014; 
Ramsay et al., 1999; Schreyer et al., 2016; Watson et al., 2000). This pattern was 
observed across both adult and CYP populations, suggesting that although 
patients who received RPs often presented with greater clinical severity at 
admission, their weight restoration during admission did not consistently 
differ from patients who did not receive such interventions.

In contrast, three studies did show greater weight gain or higher BMI for 
patients who were subject to RPs such as involuntary admission, NGT feeding, 
or bed rest (Griffiths et al., 1998; Martini et al., 2024; Silber et al., 2004). These 
studies included both adult and CYP samples, indicating that restrictive 
interventions may sometimes facilitate more rapid short-term weight restora
tion in medically compromised patients.

Overall, the evidence highlights inconsistent results. NGT feeding and 
enforced rest were most commonly linked to more rapid short-term weight 
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gain, but these changes did not consistently translate into different discharge 
BMIs or sustained weight increases across studies. Importantly, these incon
sistencies were evident across both adult and CYP samples rather than appear
ing specific to a particular age group. Furthermore, evidence from long-term 
follow-up indicates that the use of RPs, including meal-related physical 
restraint, is not significantly associated with BMI several years after treatment 
(Blikshavn et al., 2020), and similarly, that enteral feeding is not linked to 
differences in BMI or remission at long-term follow-up (Nehring et al., 2014).

It is worth noting that while some studies reported no significant differ
ences, they did observe non-significant trends in BMI or weight outcomes, 
suggesting that small sample sizes, heterogeneity in patient groups, and limited 
statistical power may obscure potential associations.

Clinical and psychological outcomes
Six studies explored clinical and psychological outcomes including measures 
of illness persistence, psychological well-being, recovery, relapse, and read
mission (Abry et al., 2024; Ayton et al., 2009; Blikshavn et al., 2020; Nehring 
et al., 2014; Schreyer et al., 2016; Watson et al., 2000). Patients who experi
enced RPs tended to be more unwell at admission; however, most differences 
compared with patients who did not experience RPs were not statistically 
significant, and outcomes related to recovery and readmission appeared lar
gely unaffected by these interventions. Despite being generally more unwell, 
clinical outcomes, psychological well-being, and relapse rates were largely 
similar between voluntary and involuntary patients (Abry et al., 2024; Ayton 
et al., 2009). No association was found between RPs and readmission rates, 
with voluntary and involuntary patients showing similar outcomes across 
studies (Abry et al., 2024; Blikshavn et al., 2020). Two of these studies, 
however, noted that while not statistically significant their results show higher 
rates of illness duration and lower rates of recovery for patients who experi
enced RPs (Nehring et al., 2014; Watson et al., 2000). Conversely, two studies 
reported poorer clinical outcomes for patients who experienced RPs. One 
study found that restraint was associated with a higher persistence of eating 
disorder diagnosis at follow-up (Blikshavn et al., 2020), while another found 
that higher perceived coercion was linked to greater drive for thinness, 
increased body dissatisfaction, and premature treatment dropout prior to 
transfer to partial hospitalization programs (Schreyer et al., 2016).

Mortality
Mortality findings across studies were mixed, with five studies reporting 
relevant outcome data (Abry et al., 2024; Ayton et al., 2009; Morris et al.,  
2015; Ramsay et al., 1999; Ward et al., 2015).

Evidence from adult samples suggested a potential association 
between involuntary treatment and elevated mortality risk. Ramsay 
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et al. (Ramsay et al., 1999) reported significantly higher mortality among 
detained patients, while Ward et al. (Ward et al., 2015) found that 
involuntarily admitted patients experienced elevated short-term mortal
ity; however, this difference attenuated over 20 years, indicating that 
involuntary admission did not independently predict long-term mortal
ity or suicide. Evidence from a mixed inpatient sample also suggested 
higher mortality among detained patients, with Morris et al. (2015) 
reporting significantly elevated mortality among individuals treated 
involuntarily.

Findings from CYP samples were less consistent. Ayton et al. (2009) 
reported no significant difference in mortality by detention status, while 
Abry et al. (2024) observed two deaths in the involuntary group compared 
to none in the voluntarily admitted group; however, no statistical testing was 
conducted.

Taken together, these findings suggest that while detention or involuntary 
admission may be associated with increased short-term mortality in adult and 
mixed samples, evidence from CYP populations is less consistent, and the 
overall findings are likely influenced by patient severity, small sample sizes, 
and variation in follow-up duration.

Length of stay
Seven studies examined length of stay (LOS) as an outcome (Abry et al.,  
2024; Haran et al., 2023; Martini et al., 2024; Silber et al., 2004; Strik 
Lievers et al., 2009; Thomas et al., 2025; Watson et al., 2000). Four 
studies conducted in CYP inpatient settings examined LOS outcomes 
(Haran et al., 2023; Silber et al., 2004; Strik Lievers et al., 2009; Thomas 
et al., 2025). Three of these studies found that patients subject to RPs, 
including NGT feeding and involuntary admissions, had significantly 
longer LOS compared to those who were not subject to these practices 
(Haran et al., 2023; Strik Lievers et al., 2009; Thomas et al., 2025). In 
contrast, one CYP study reported shorter LOS among patients who 
experienced NGT feeding compared with those who were not NGT-fed 
(Silber et al., 2004).

Evidence from adult inpatient samples was less consistent. Watson et al. 
(2000) found that patients who experienced RPs had significantly longer LOS. 
However, two studies (Abry et al., 2024; Martini et al., 2024) found no 
significant difference in LOS between patients who experienced RPs and 
those who did not; although Abry et al. (2024) noted that involuntary patients 
had longer LOS, this difference was not statistically significant.

Overall, these findings are mixed, although CYP studies more frequently 
reported longer LOS among patients receiving RPs, whereas adult studies 
showed less consistent associations.
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Treatment satisfaction
Two studies examined treatment satisfaction for patients and carers who 
experienced NGT feeding in adult settings (Martini et al., 2024) or involuntary 
admissions across adult and CYP settings (Rojo et al., 2009). Both found no 
differences in treatment satisfaction related to the RP. Martini et al. (2024) 
additionally reported that NGT feeding did not affect perceived coercion or 
therapeutic alliance, both of which were significant predictors of satisfaction.

System-level factors
Only one study examined system-level influences on RP use, and this was 
conducted within a CYP inpatient setting.Arbour et al. (2023) highlighted the 
potential for system-level factors to influence outcomes. Results from this 
study found that during the COVID-19 pandemic, there was a marked reduc
tion in self-harm, aggression, and RP use, including restraint and NGT feed
ing. This reduction was interpreted by the authors as related to the changes in 
ward practices and service delivery, underlining that some RP use reflects 
modifiable organizational factors rather than fixed patient risk.

Experiences of using restrictive practices

Fourteen studies explored the experiences of restrictive RPs in inpatient eating 
disorder services, including the perspectives of patients, staff, family members, 
and security personnel (Brinchmann et al., 2024; Fuller et al., 2024; Fuller et al.,  
2024b, 2024a; Fuller, Tan, & Nicholls, 2023; Griffiths et al., 1998; Kodua et al.,  
2020; MacDonald, Gustafsson, et al., 2023; Offord et al., 2006; Rienecke et al.,  
2023; Rojo et al., 2009; Ryan et al., 2006; Tan et al., 2003; Zugai et al., 2024). Of 
these studies, four explored patient experiences only, four included patients, 
carers, and staff experiences, three included only staff experiences, and one 
paper included both patient and carer experiences. Twelve papers reported on 
how and why RPs are used across settings. Five of these papers were focused 
on CYP populations (36%; Fuller et al., 2024; Kodua et al., 2020; Offord et al.,  
2006; Ryan et al., 2006; Tan et al., 2003, five 36%) used mixed populations 
(Fuller et al., 2024a, 2024b; Fuller, Tan, & Nicholls, 2023; Griffiths et al., 1998; 
MacDonald et al., 2022), and four (28%) from adult populations (Brinchmann 
et al., 2024; MacDonald, Gustafsson, et al., 2023; Rienecke et al., 2023; Zugai 
et al., 2024).

Emotional impact and distress
Across studies, RPs were consistently described as distressing and often trau
matic experiences. Findings from CYP studies highlighted that patients fre
quently described RPs as distressing, tormenting, traumatic, and 
disempowering at the time of the intervention (Offord et al., 2006; Ryan 
et al., 2006; Tan et al., 2003). Some reported that experiences of coercion 
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had lasting negative effects, including mistrust and fear of healthcare services. 
Staff working in CYP services also described delivering RPs as emotionally 
demanding, with reports of moral distress and psychological strain among 
staff involved in these interventions (Fuller et al., 2024; Kodua et al., 2020).

Evidence from adult studies echoed similar experiences. Patients described 
RPs as distressing and disempowering, with some reporting long-term psy
chological impacts including mistrust of services and feelings of trauma 
(MacDonald, Gustafsson, et al., 2023; Rienecke et al., 2023; Zugai et al.,  
2024). In some cases, however, these negative experiences also acted as 
a motivator for recovery, as patients expressed a desire to avoid further 
coercive interventions (Rienecke et al., 2023). Studies including mixed popu
lations similarly reported distress across patient groups, suggesting that the 
emotional impact of RPs is not confined to a specific age group (Fuller et al.,  
2024b; Griffiths et al., 1998).

Staff experiences and ethical conflict
In CYP settings, staff described RPs as unpleasant, distressing, and emotion
ally exhausting, sometimes contributing to burnout, moral injury, and job 
resignations (Fuller et al., 2024; Kodua et al., 2020). Some staff reported that 
delivering these interventions made them feel like “police officers”, “prison 
guards”, or “bouncers” rather than therapeutic professionals (Ryan et al.,  
2006).

Across adult and mixed population studies, staff reported similar experi
ences of moral conflict and distress when implementing restrictive interven
tions (Fuller et al., 2024b; MacDonald, Gustafsson, et al., 2023). Staff described 
coping strategies including informal debriefing with colleagues, peer support, 
emotional distancing during interventions, and reflective discussions with 
patients further along in recovery (Kodua et al., 2020). Some staff reported 
becoming desensitized to RPs over time, while others became increasingly 
sensitive to their ethical implications.

Perceived need for RP use
Despite the distress associated with RPs, many participants acknowledged that 
these interventions were sometimes necessary. In CYP studies, both patients 
and families recognized that RPs such as involuntary admission or NGT 
feeding could be required to preserve life and manage severe illness, particu
larly when insight was impaired (Offord et al., 2006; Ryan et al., 2006; Tan 
et al., 2003). Adult studies reported similar perspectives, with patients and staff 
acknowledging that restrictive interventions could be necessary in life- 
threatening circumstances despite their negative emotional impact 
(Brinchmann et al., 2024; MacDonald, Gustafsson, et al., 2023; Rienecke 
et al., 2023; Zugai et al., 2024). Mixed population studies also described this 
tension between perceived necessity and harm, with participants recognizing 
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that RPs were sometimes unavoidable in the context of severe eating disorder 
presentations (Fuller et al., 2024b; Rojo et al., 2009).

In addition, families often recognized the life-saving intention of these 
interventions but also reported feelings of guilt, relational strain, and per
ceived betrayal, highlighting the broader emotional impact of coercion beyond 
the patient–staff relationship (Rienecke et al., 2023; Tan et al., 2003).

Impact on care
Across studies, RPs were frequently described as having a significant impact 
on how care is delivered, particularly focused on the influence they can have 
on the therapeutic relationship. In both CYP and adult studies, patients 
reported feeling powerless and excluded from decision-making when RPs 
were implemented, which contributed to mistrust and reduced confidence in 
staff (Rienecke et al., 2023; Ryan et al., 2006; Tan et al., 2003; Zugai et al., 2024).

However, several studies have suggested that clear communication and 
collaborative care approaches could mitigate some of these negative impacts. 
Across adult, CYP and mixed populations, early discussion of expectations, 
transparent communication and individualized care planning were described 
as helping to maintain trust even when coercive interventions were required 
(Brinchmann et al., 2024; Fuller et al., 2024a; Fuller, Tan, & Nicholls, 2023; 
Offord et al., 2006; Tan et al., 2003).

Peer relationships were also described as important sources of support for 
patients on wards. However, ward structures and concerns about competitive
ness sometimes limited peer interaction, reinforcing feelings of isolation, 
particularly during mealtimes (Offord et al., 2006).

Finally, some studies highlighted that the way RPs were implemented 
influenced their impact. Rapid, risk-driven decisions were associated with 
greater distress, whereas slower, collaborative decision-making processes 
helped reduce negative experiences and preserve therapeutic relationships 
(Fuller, Tan, & Nicholls, 2023).

Discussion

This review aimed to examine the types, use, outcomes, and experiences of RPs 
within inpatient eating disorder services. The review identified 36 studies and 
found substantial variation in RP definitions, interventions, populations, and 
outcome measures. Despite this heterogeneity, several consistent patterns 
developed across the literature. Studies were heavily focused on AN and 
child and adolescent populations, with RPs most commonly involving invo
luntary admission, physical restraint, and NGT feeding under restraint. 
Overall, RPs were primarily implemented in response to severe medical or 
nutritional risk rather than interpersonal aggression, distinguishing eating 
disorder settings from general psychiatric inpatient care. They were also 
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more frequently applied in the context of greater illness severity, nutritional 
compromise, and clinical complexity.

In addition to managing immediate medical risk, some papers included 
within this review highlighted that within eating disorder wards RPs are 
sometimes employed as incentives to encourage adherence to nutrition plans 
or meal completion, which are experienced as coercive by patients and staff 
alike. For example, privileges may be contingent on finishing meals or escalat
ing calorie intake may require compliance with NGT feeding, reflecting 
operant behavioural strategies that can shape patient behaviour beyond direct 
risk management (Clausen et al., 2018; MacDonald et al., 2022). Restrictions 
may also be applied in non-nutrition-related contexts, such as limiting alone 
time or access to leisure activities, even in the absence of immediate medical 
risk, representing an additional form of coercion unique to eating disorder 
wards (Guarda et al., 2007; MacDonald, Gustafsson, et al., 2023). Such prac
tices, while intended to support nutritional recovery, may also contribute to 
increased perceived coercion, potentially leading to distress, ruptures in ther
apeutic alliance, and iatrogenic harm for some patients. Importantly, these 
routine and often ward-wide interventions may affect a substantially greater 
proportion of patients than more formal restrictive interventions such as 
restraint or compulsory NG feeding. The everyday and pervasive nature of 
such actions may make them less visible forms of coercive influence within 
inpatient care. Furthermore, in some cases, escalating medical risk and the 
repeated use of intensive interventions may reinforce cycles of conflict and 
perceived coercion, particularly where early intervention, timely psychological 
support, or viable alternatives are limited. As Tan and colleagues suggest (Tan 
et al., 2026), coercive and restrictive practices may “lock patients and clinicians 
in escalating conflict and coercion”, with possible implications for illness 
chronicity and longer-term therapeutic engagement. Taken together, the 
combined use of nutrition-based and non-nutrition-based restrictions high
lights the complexity of restrictive practices within eating disorder care.

As a result, these findings suggest that RP reduction frameworks developed 
for general psychiatric settings may require adaptation for eating disorder 
services where interventions are frequently implemented in response to life- 
threatening malnutrition, treatment refusal, and impaired decision-making 
capacity rather than interpersonal violence or aggression. This creates 
a distinct clinical and ethical dilemma for eating disorder services, where 
restrictive interventions may be required to prevent severe physical deteriora
tion or death despite the absence of externally directed violence or aggression 
(Cave & Tan, 2025).

Findings from this review regarding outcomes associated with RPs remain 
uneven and inconsistent. Studies examined a range of outcome measures, 
including weight and BMI change, length of stay, medical stabilization, and 
adverse events, but results were often mixed. Where age-specific findings 
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could be examined, some outcomes appeared to vary between CYP and adult 
samples. For example, studies conducted in CYP inpatient settings more 
frequently reported longer lengths of stay among patients exposed to RPs, 
whereas adult studies showed more variable associations. While some studies 
reported significant associations between RP use and outcomes such as length 
of stay or mortality, small sample sizes, methodological heterogeneity, and 
variations in definitions limit the ability to draw definitive conclusions.

BMI and weight gain were the most commonly reported outcomes in 
studies examining RPs, but their reliability as indicators of treatment response 
is limited. In most inpatient programs for AN, discharge protocols require 
patients to reach a minimum BMI or weight threshold, meaning that discharge 
BMI often reflects institutional targets rather than true differences in recovery 
or the impact of restrictive interventions (Frostad et al., 2022; Redgrave et al.,  
2021). Consequently, similar discharge BMIs among patients who did or did 
not experience RPs may obscure meaningful variation in treatment response, 
particularly as patients exposed to RPs often presented with greater illness 
severity or lower BMI at admission and may therefore have required substan
tially greater weight restoration or medical stabilization during treatment. 
Moreover, BMI captures only somatic restoration and does not reflect psy
chological recovery, therapeutic engagement, or long-term health outcomes, 
which may be more sensitive to the effects of coercive interventions (Treasure 
et al., 2020). These findings highlight the need for multidimensional measures 
of recovery that extend beyond weight and BMI to better evaluate the efficacy 
and potential consequences of RPs.

Research exploring experiences indicates that RPs in eating disorder inpa
tient wards can be both life-saving and potentially harmful (Fuller et al.,  
2024b). For patients, they may be traumatic, disempowering, and damaging 
to trust, while staff and carers frequently report moral distress, exhaustion, and 
feelings of guilt. The way in which RPs are implemented, including commu
nication, collaboration, and staff skill, appears to be critical in moderating 
these impacts and mitigating harm. Importantly, qualitative findings were 
broadly consistent across adult and CYP populations, suggesting that the 
relational and ethical challenges associated with RPs are shared across age 
groups, even where the clinical contexts differ.

Overall, the contrast between eating disorder and acute mental health wards 
underscores the necessity of context-specific policy, supervision, and inter
vention efforts. Acute mental health programs designed to reduce RPs often 
aim at reducing coercion in response to aggression and violence (Butterworth 
et al., 2022; Whiting et al., 2025). However, eating disorder inpatient wards 
require tailored approaches that recognize the primacy of medical and nutri
tional risk, the importance of communication and trust, the legal/consent 
complexities, the role of meal refusal and self-harm, and that adapt de- 
escalation, monitoring, and alternative supports accordingly. Without such 
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adaptation, there is a risk of misapplying generic RP reduction frameworks in 
specialist contexts, and possibly undermining safety for patients whose phy
siology is precarious. Differences between specialist eating disorder inpatient 
units and general psychiatric wards may influence the type and frequency of 
RPs employed, reflecting variation in treatment models, behavioural manage
ment approaches, and medical expertise across settings.

The literature identified within this review was heavily weighted towards 
child and adolescent populations, with comparatively limited evidence from 
adult inpatient settings. This represents an important evidence gap, particu
larly given that adult services often manage patients with more enduring 
illness, repeated admissions, and prior experiences of restrictive interventions. 
Further research is therefore needed to understand how RPs are experienced 
and implemented within adult eating disorder services, including the potential 
influence of trauma, institutionalization, and previous coercive care experi
ences on treatment engagement and outcomes. Another notable gap within 
the literature was the predominant focus on AN, with comparatively limited 
exploration of RPs used in the management of BN and binge-purge beha
viours, where interventions may involve supervision, environmental restric
tion, or behavioural monitoring rather than compulsory feeding interventions.

Limitations

While this review followed a scoping review framework to ensure transpar
ency and replicability, it is important to acknowledge several limitations. Only 
four databases were searched, and grey literature or non-peer-reviewed studies 
were not included, which may have resulted in the omission of relevant 
research and limited the breadth of findings. Additionally, the review was 
restricted to studies published in English, potentially overlooking culturally 
specific practices or perspectives on restrictive interventions, and limiting the 
generalizability of the conclusions. Additionally, many included studies origi
nated from the UK or comparable healthcare systems, which may limit the 
transferability of some findings, policy implications, and RP frameworks to 
other international healthcare contexts. Another limitation relates to variabil
ity in how RPs are defined and conceptualized across studies, which con
strained the ability to synthesize findings consistently. Despite these 
limitations, the approach used reflects current best practices in scoping 
reviews and provides a pragmatic overview of the literature on RPs in eating 
disorder inpatient wards.

Conclusion

This review highlights the distinct profile of RP use in eating disorder 
inpatient wards and shows that RPs are applied primarily to patients with 
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severe medical or nutritional risk, and in response to self-harm, rather than 
aggression, distinguishing them from acute psychiatric care. Although the 
evidence base was weighted towards child and adolescent populations, the 
findings were broadly consistent across adult and CYP settings, with RPs 
most commonly used in the context of high medical risk and clinical 
complexity. In addition to formal interventions such as involuntary admis
sion and NG under restraint, the review also identified the widespread use 
of routine behavioural restrictions that may contribute to experiences of 
coercion within everyday inpatient care. These findings underscore the 
importance of context-specific policies, clinical approaches, and RP reduc
tion strategies. Future research should prioritize standardized definitions 
and outcome measures in ED-specific RP studies, including greater atten
tion to adult inpatient populations, ethical and implementation considera
tions, and the development of targeted interventions to reduce RP while 
maintaining patient safety and addressing the unique needs of this 
population.
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