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Introduction

"How much of what we do, or fail to do, now for children in pain will come
to be seen as unwise, unacceptable, or unethical in another 40 years?

(Eccleston et al., 2021, p.48)"

Procedural holding, the physical restraint of children during medical procedures, remains a
routine practice in pediatric care. Despite increasing recognition of children’s rights and the
principles of trauma-informed care, restraint is still commonly used to complete procedures
perceived as essential. The time has come to question current norms and consider the legacy
of our actions and ask ourselves as pediatric nurses is children’s compliance with medical
procedures sufficient justification for force? Or should we strive for care that preserves
children’s dignity, autonomy, and emotional safety? This editorial challenges the status quo of
holding children for medical procedures and calls for a systemic shift toward trauma-informed,
ethically grounded procedural care, supported by clear policies, leadership accountability, and

the voices of children and families.
The burden of procedural distress in pediatric care

Most children are fearful of medical procedures, particularly from needles (McLenon &
Rogers, 2019). Yet medical procedures such as blood draws, vaccinations, and cannulations
are frequent and often the most distressing events experienced during childhood (Walther-
Larsen et al., 2017; Wilding et al., 2021). For hospitalised children, studies indicate they may
experience an average of 2.6 procedures per day, with over half reporting moderate to severe
procedural pain (Walther-Larsen et al., 2017; Wilding et al., 2021). Despite the availability
of simple, evidence-based interventions to manage procedural pain and distress in children,
such as topical anaesthetics, distraction, and comfort positioning, these strategies are often
underutilised or inconsistently applied in clinical practice (Guillari et al., 2024; Plummer et al.,
2017; Wilding et al., 2021). Unaddressed procedural pain contributes to distress that has
consequences that extend well beyond the moment of care. Children can experience
behavioural dysregulation, which heightens the risk of procedural phobias, physical restraint,

and long-term avoidance of healthcare (Lerwick, 2016; Taddio, McMurtry, et al., 2015).

Procedural holding: routine care, disputed meaning
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Children experiencing procedural fear and anxiety are more likely to be physically held or
restrained by healthcare providers or parents (Bray et al., 2018). Procedural holding is common
in clinical practice with an international survey reporting that 81% (n=687/860) of pediatric
healthcare providers hold children during procedures, with parents, nurses, or both often
involved (Bray et al., 2018). Despite the routine use, the majority of healthcare providers had
no formal training in procedural holding and child assent, or parent consent, was often not

obtained (Bray et al., 2018).

Procedural holding may occur along a spectrum of force, ranging from supportive comfort
measures to forcible physical restraint (Eccleston et al., 2021). For example, positioning may
promote comfort, such as a parent cradling an infant, or assisting an older child to sit upright
to enhance their sense of control (Pillai Riddell et al., 2015; Plummer, 2020; Taddio, Shah, et
al., 2015). These supportive holds that are consensual and collaborative differ fundamentally
from restraint that overrides a child's resistance. However, inconsistent and interchangeable
terminology obscures these distinctions. Terms like "holding," "safe holding,"
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"immobilisation," "protective stabilisation," and "physical restraint" are often used without
clear definition, despite referring to practices that involve varying levels of force to limit a
child’s movement during procedures (Dstberg et al., 2024). There is also a wide array of
restrictive practices evident in pediatric nursing, including swaddling, therapeutic hugging,
jacket devices, limb-specific restraints, and both psychological and chemical restraint. This
semantic diversity reflects a fundamental absence of consensus and contributes to confusion in
how procedural holding is taught, perceived, and implemented. The added complexity of

restraint being initiated by either healthcare providers or parents further challenges efforts to

standardise practice (Bray et al., 2023; Ostberg et al., 2024).
Children and family experiences of procedural holding

Children who experience firm or forceful restraint during procedures often perceive these
events as traumatic (Bray et al., 2015; Forsner et al., 2023; Plummer et al., 2021). Children
have described being held down against their will, sometimes by multiple adults, eliciting
feelings of panic, fear, anger, and betrayal. Many expressed a sense of invisibility and
powerlessness, reporting that their voices were ignored during these experiences. For some,
such encounters leave deep emotional scars, long-lasting negative memories, and a loss of trust
in both parents and healthcare providers (Forsner et al., 2023). Parents also report emotional
distress when asked to hold their child during medical procedures. Torn between the instinct to
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protect and the perceived need to proceed, many describe feelings of guilt, helplessness, and
exhaustion, particularly when restraint is involved (Hay et al.). When parents are not given a

choice about their involvement, the emotional toll may intensify (Forsner et al., 2023).

While supportive holding can offer comfort, restraint without consent or preparation may
contribute to pediatric medical traumatic stress (PMTS) which is a condition characterised by
avoidance, hyperarousal, and re-experiencing of distressing medical events. These
psychological impacts may affect the entire family and shape future engagement with
healthcare services (Shea et al., 2021). Although qualitative evidence highlights these risks, the
empirical relationship between procedural holding and PMTS remains underexplored and

warrants further investigation (Ostberg et al., 2024) .
Ethical considerations in procedural holding

Procedural holding poses a profound ethical dilemma in pediatric care. While often well-
intentioned to ensure safety or facilitate cooperation, any form of physical restraint can be
experienced by the child as a threatening event. For healthcare providers, the decision to hold
a child can create moral tension between completing a medically necessary procedure and
upholding the child’s autonomy and dignity (Lombart et al., 2020). This tension can conflict
with pediatric nurses’ core nursing values of advocacy, empowerment, and non-maleficence.
Ethical tensions arise when restraint is used without adequate justification, informed consent,
or exploration of less intrusive alternatives, and outside a child- and family-centred framework

of care (Foster et al., 2024).

Healthcare providers right to be protected from the emotional burden of restraining children
require equal consideration as they have described internal conflict, moral distress, and
uncertainty when asked to hold a child against their will (da Silva et al., 2024; Karlsson et al.,
2014). This burden was highlighted in a study of assistant nurses in pediatric mental health
settings, who frequently support restraining youth with anorexia nervosa for nasogastric tube
insertions. In acute inpatient settings where such procedures are routine, the cumulative
emotional impact on assistant nurses was significant yet unacknowledged (Kodua et al., 2020).
Recognising and addressing this burden to pediatric nurses is essential to reduce the risk of
burnout and distress and to inform systemic changes that promote staff well-being. Ultimately,
acknowledging the emotional toll on all healthcare providers is critical to fostering a trauma-

informed and ethically sound culture of care (Lombart et al., 2020).



Some children carry unseen burdens with them into the treatment room, especially those with
histories of abuse, neglect, or prior traumatic medical care. For these children, even well-
intentioned holding can deepen psychological harm and may be experienced as a reenactment
of past violations. The Australian Child Maltreatment Study (ACMS) revealed that two in five
Australians have experienced multiple forms of childhood maltreatment, and one in ten report
forced sexual experiences in childhood (Pacella et al., 2023). These findings underscore the
complex reality pediatric nurses face, that because maltreatment is often hidden or undisclosed,
they must approach each child and family with the assumption that trauma may co-exist. In
acute care settings, where procedures can be invasive or distressing, the risk of re-
traumatisation is heightened (Marsac et al., 2016). A universal trauma-informed approach
ensures care is delivered safely, respectfully, and with an understanding of each patient’s

potential vulnerability (Cutuli et al., 2019).
Children’s right to be protected from harm

Children have a fundamental right to be protected from harm, to receive information, and to
have their voices heard, rights enshrined in the United Nations Convention on the Rights of the
Child (United Nations, 1989). In healthcare settings, this includes protection from unnecessary
pain, trauma, and distress (Children’s Hospitals Australasia, 2011). Advances in pediatric pain
management reflect growing recognition of these rights. Since the 1980s, when anesthesia was
routinely withheld from infants, initiatives such as Child Kind, the Comfort Promise, and
Canada’s national pediatric pain management standard have prioritised children’s experiences

of pain as a matter of ethical obligation (Anand et al., 1985; Eccleston et al., 2021).

However, the use of restraint during clinical procedures remains a global concern. Despite its
potential to cause psychological harm, restraint is inconsistently reported and poorly regulated
in acute pediatric settings. In Australia, national standards to minimise restrictive practices
focus largely on mental health, aged care, and disability services, overlooking routine restraint

in children’s hospitals (Australian Commission on Safety and Quality in Health Care, 2017).

To address this gap, initiatives such as the iSUPPORT rights-based standards advocate for
ethical, trauma-informed practice through transparent documentation, clear definitions of
holding types, and clinical decision-making that allows for pause and reflection when children
are distressed (Bray, Appleton, et al., 2019). Complementary frameworks, such as the clinical

holding decision tool by Page and Warren (2019), guide professionals to assess the



appropriateness and necessity of holding. Broad adoption of these tools requires investment in

education, culture change, and system-level support.
Cultural challenges and clinical realities

Decision making in procedural holding is shaped by the interaction of clinical urgency,
organisational expectations, and resource limitations. Time constraints, staff shortages, and
insufficient training often contribute to the routine use of physical restraint, even when
clinicians recognise its potential psychological harm (Bray et al., 2019). Although healthcare
providers recognise that preparation, trust-building, and child-centred communication can
reduce the need for restraint, these practices are often overlooked in busy clinical settings,
where the perceived urgency of procedures overrides concerns about child distress (Bray et al.,
2019). This mindset warrants critical reflection. While procedures may be needed, they are not

always urgent, and not all are truly essential in that moment.

Pediatric nurses are uniquely positioned to advocate for alternative approaches to restraining,
including comfort positioning, the involvement of child life specialists, procedural delays, or
the use of sedation (Plummer, 2016). However, the consistent implementation of trauma
informed care depends on access to appropriate resources, designated space for preparation,
and strong leadership support. Age related factors also influence practice, with younger
children (0-6 years) more likely to experience restraint as healthcare providers report greater

comfort in overriding their resistance compared to older children (Bray et al., 2015).

A recent scoping review highlights a critical gap. While some interventions show potential to
reduce restraint, few are designed to prevent it, and the evidence base is largely composed of
descriptive and cross sectional studies (Ostberg et al., 2024). Future research must prioritise
the development and evaluation of targeted interventions, using restraint occurrence as a
measurable and adverse outcome. Without organisational investment and systemic change,

clinical practices will continue to reflect the status quo (Dstberg et al., 2024).

Cultural safety in organisations must underpin all procedural care, yet there is limited research
on how families’ cultural beliefs influence clinical holding. Ethical tensions may arise when
family or clinician beliefs about authority or physical intervention conflict with trauma-
informed or rights-based approaches. In some cultures, restraint may be seen as protective, in
others, as punitive or harmful. Without explicit cultural consideration, procedural holding risks

marginalising or retraumatising children and families. Healthcare systems must foster
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culturally responsive dialogue, ensuring all involved understand their rights, feel safe to speak

up, and can access appropriate support (Lerwick, 2016).
Recommendations for trauma-informed procedural care

Trauma-informed procedural care offers an ethical, evidence-based alternative to practices that
may cause unnecessary distress. It recognises that children and families can experience aspects
of healthcare as traumatic and seeks to minimise harm through preparation, empathy, and
supportive environments (Cutuli et al., 2019; Marsac et al., 2016; Plummer et al., 2021). A
trauma-informed approach not only protects children and families from harm but also supports
the wellbeing of healthcare providers. Regular exposure to others' distress increases the risk of
secondary traumatic stress and burnout in healthcare providers (Berring et al., 2024). Achieving
this requires training healthcare providers in trauma-informed procedural care, partnering with
families, and embedding calm, coordinated, and child-centred care as standard practice.
Policies must reinforce this shift by mandating training, requiring the reporting of restraint
incidents, and recognising complaints related to procedural care as adverse events. Health
services must also engage children and families in co-designing care environments that

prioritise psychological as well as physical safety (Simons et al., 2022).

In the clinical environment trauma-informed procedural care begins before the procedure by
providing honest, age-appropriate communication to reduce the child’ anxiety (Moss et al.,
2019; Stock et al., 2012). Preparing the clinical environment and team, and involving parents
as active partners, further reduces the perception of procedural threat (McCarthy et al., 2013;
Plummer et al., 2021; Svendsen et al., 2017). During procedures, the use of comfort
positioning, distraction, and topical anaesthetics has been shown to lower pain and distress and
reduce the likelihood of resistance and restraint (McCarthy et al., 2013; Taddio, McMurtry, et
al., 2015). After procedures, reinforcing children’s coping efforts, allowing recovery time, and
debriefing supports emotional regulation and resilience which is key to shaping positive future
healthcare experiences (Noel et al., 2015). With a trauma-informed approach, procedural care
doesn’t have to be painful, instead offering a safe, empowering, and collaborative experience

for everyone involved.
Call to action

The long-standing evidence of the psychological and emotional harm caused by physically

restraining children during medical procedures underscores the urgent need for change.
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Trauma-informed care offers a dual benefit by being responsive to known histories of
maltreatment and serves as a preventative approach when such histories are undisclosed. The
growing international consensus and standards against the use of restraint provide a framework
for holding healthcare organisations accountable. However, the effectiveness of these
standards hinges on their implementation. Without clear, empowering mentorship and
education for frontline nurses, standards risk becoming performative and fail to shift practice.
Sustainable change requires not only policy but also the practical support that enables nurses

to confidently deliver trauma-informed, restraint-free care.
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