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Quo vadis? Reflections on the future direction of travel medicine practice and 
research
Gerard T Flaherty1,2, Vedang Vyas1, Ferdia Browne1

Editorial
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digital health, virtual reality 

Quo vadis? Reflections on the future direction of 
travel medicine practice and research 

“Prediction is very difficult, especially if it’s about the 
future” – Niels Bohr

The global pandemic of infection with the novel 
pathogen SARS-COV-2 has plunged the travel industry 
into uncharted waters. No previous pandemic has 
disrupted the movement of humans to this extent. From 
a period of steady growth in international passenger 
arrivals, travel has recently assumed a negative 
significance as a vector of potentially deadly infection 
and, indeed, so-called ‘non-essential’ travel has been 
demonised in some quarters. Yet, this association is not 
new, if we reflect on the medieval attempts at maritime 
ports to prevent the entry of bubonic plague-infested 
wayfarers through the application of a crude method 
of passenger quarantena, lasting “forty days”. History 
may indeed repeat itself, but will we learn its lessons? 
This editorial sets the current status of international 
travel against the backdrop of the dual disruptors of 
the Covid-19 pandemic and the global climate change 
emergency, and dares to predict how we as travellers, the 
travel industry and the practice of travel medicine will 
ultimately adapt. The editorial title borrows from the 
Latin to pose the question “where are you going”. This 
question has never been more pertinent for both travel 
and travel medicine. 

 The exhortation of Mark Twain to “sail away 
from the safe harbor” has been replaced by the universal 
public health advice to “stay home and stay safe”. Yet, 
in this period of almost universal lockdown, the human 

need for freedom, connection with others, cultural 
experiences, and an escape from mundane routines, 
remains strong. Whether the gradual re-lifting of travel 
restrictions causes a rebound desire to explore remains 
to be witnessed. Could it be that the post-pandemic 
traveller will adopt an entirely new phenotype, with a 
carefree attitude replaced by a more anxious approach, 
but armed with a heightened awareness of the importance 
of respiratory and hand hygiene, and of routine and 
recommended travel vaccines?1 Only time will tell. 

Before Covid-19 was first recognised, a growing 
awareness of the environmental impact of uncontrolled 
travel had begun to surface, with a vocal flight-shaming 
movement starting to gain traction. An editorial 
published in a travel medicine journal speculated on how 
a greater focus on climate destruction might accelerate 
the development of eco-friendly transportation methods, 
resuscitate rail transport, and lead to a shift away from 
conventional business and conference travel.2 The digital 
transformation of society catalysed by this pandemic has 
been impressive, if not unsettling, to behold. Education 
and healthcare have been early adopters of digital 
technology in this era of physical distancing and border 
controls. The major biennial international conference 
in travel medicine, originally destined to take place for 
the first time in Asia in cosmopolitan Kuala Lumpur, 
has instead been converted to a virtual event, using an 
avatar-based immersive technology platform.3 Whether 
early forays into tele-medicine involving travellers 
abroad will evolve into an increased use of tele-health 
in pre-travel consultations remains to be seen. Online 
video-consultations followed by appointments at local 
drive-through vaccination hubs may be more acceptable 
to the public in the future. 
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The era of precision medicine will see a greater use 
of vaccinomics in travel medicine, where individual 
travellers will receive targeted vaccine schedules 
based on unique genetic susceptibility signatures.4 
The successful development of novel mRNA vaccines 
against SARS-CoV-2 may lead to the more rapid design 
and ongoing modification of vaccines that will protect 
travellers against endemic travel-related infectious 
diseases such as malaria, dengue, Zika, and chikungunya. 

International travel itself will witness rapid 
technological development resulting from this 
pandemic. With the widespread adoption of remote 
working practices, digital nomads may enjoy greater 
freedom of movement, and so-called ‘workcations’ may 
involve a new alliance of leisure and business travel. 
Virtual reality technology will be deployed in travel 
clinics to prepare anxious travellers or those planning to 
visit hostile or emotionally challenging environments. It 
seems far-fetched at present, but more environmentally 
conscious travellers may prefer to eschew physical 
transportation and instead rely solely on virtual reality 
as a three-dimensional, incorporeal travel experience. 
A generation of video-gaming enthusiasts may embrace 
such alternative portrayals of reality with gusto. Whether 
such an approach will confer the mental health benefits 
of actual travel would be an interesting focus of travel 
health research. 

Mindful of the needs of a more hygiene-conscious 
travelling public, the travel industry will employ more 
biometric and other touchless technologies at airports. 
Augmented reality applications will allow the traveller 
to recognise potential travel health risks in their vicinity. 
Imagine a scenario where travellers visiting malaria-
endemic regions would receive smartphone alerts about 
the malaria parasite density at their immediate location. 

Sophisticated wearable sensor devices will provide 
real-time feedback to travellers about environmental 
threats, such as painless insect bites, ultraviolet index 
and altitude. Mobile health technology will assume 
even greater importance for both traveller and travel 
medicine researcher, with endless possibilities arising 
from analysis of real-time geo-located health and 
environmental data.5 No longer will travel health advice 
largely be provided at a national level, but rather travel 
medicine will be able to generate specific, customised 
advice based on more localised data acquisition. 

Our smartphones already use artificial intelligence 
algorithms, but deep machine learning will play a greater 
role in the future of travel health, perhaps from the stage 
of informing holiday itinerary decisions. The traveller 
with pre-existing medical illness could be alerted, for 
example, to the lack of specialised healthcare options 
when contemplating travel to particular destinations. 
Automated robot hotel staff are already deployed in 
quarantine hotels during the Covid-19 pandemic and 
they are likely to become as commonplace as touchscreen 
menu boards at our local fast food restaurant. The greater 
digitisation of the travel experience will bring with it 
heightened cybersecurity threats, however, and personal 
online protection advice will need to become a standard 
element of pre-travel health counselling.

Promotion of domestic staycations, while Draconian 
border control measures are in place to prevent the 
importation of variant viral strains, may have a lasting 
impact on future travel patterns. With the consolidation 
of commercial airlines, streamlining of aviation routes, 
and reduction in levels of business travel, the cost of 
leisure travel may become prohibitively high for some. 
Future travellers are likely to be both Covid- and 
carbon-conscious in their choice of transportation and 
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destination. High-speed railway networks, hypersonic 
hyperloop tubes linking large cities, intercontinental 
submarine tunnels, low emission jet eco-fuels, electric 
and solar-powered aircraft will reduce the environmental 
footprint of travel. This scenario, combined with the 
predicted trend towards so-called ‘workcations’, may 
result in longer holidays abroad, where travellers spend 
more time at fewer destinations and immerse themselves 
to a greater extent in the local community. The cultural 
benefits are obvious.

The potential risks and benefits of international 
travel for people with mental health disorders have 
gained increased recognition in the recent travel 
medicine literature.6 Pandemic lockdown cycles have 
also thrown the subject of mental health into sharper 
focus. Future travellers may seek out itineraries that 
explicitly promote mindful travel and positive mental 
health, such as yoga retreats, forest bathing, and wellness 
tourism packages. Psychological screening of travellers 
may be integrated into the pre-travel consultation to 
identify more vulnerable clients who would benefit from 
targeted mental health promotion efforts.

Prolonged periods of local confinement during this 
pandemic have engendered a greater appreciation of 
natural cycles and the adverse effects of air pollution 
on global health.7 While domestic travel will take on 
a more exotic perspective, at least in the short-term, 
post-Covid international travellers may be constrained 
by tourism capacity limits based on physical distancing 
requirements, in response to the current or future 
respiratory pandemics. They will be drawn to less 
densely populated and overcrowded settings and prefer 
wilderness over city experiences, nomadic road trips 
over resort-based excursions, and longevity spa retreats 
over urban sightseeing. Private customised tours will be 

more attractive than large group shore excursions for 
cruise ship passengers. Mass gatherings, such as religious 
pilgrimages, sports events, and music festivals will 
be severely curtailed, and may even fall out of favour 
among visitors conditioned to maintain social distance. 
Routine use of more accurate lateral flow rapid antigen 
tests will become a sine qua non of the travel experience. 
Diagnostic technology that facilitates travel will be 
widely embraced and economies of scale will make it 
more affordable to travellers over time.

It is intriguing to contemplate the future face of 
international travel and the practice of travel medicine. 
Will the final obstacles in the path of suborbital and lunar 
space tourism be removed? Will advances in quantum 
mechanics eventually enable humans to teleport from 
one location to another? Some of these prospects must 
reside for now in our collective imagination. However, 
as the global Covid vaccination programme gathers 
pace and herd immunity gradually consigns SARS-
CoV-2 to endemic viral status, the resumption of more 
normal international travel is sure to command public 
attention. We will become accustomed to the use of 
mandatory Covid vaccination certificates, as we did 
for yellow fever.8 Medical fitness to fly assessments will 
assume greater importance, especially for passengers 
with underlying illnesses that predispose them to 
severe Covid-19 disease.9 Travel medicine will become 
more interdisciplinary, with a greater focus on non-
communicable diseases. Malaysia and Ireland are 
leading the way in undergraduate travel medicine 
education.10 Others must follow their example. Formal 
specialty recognition for travel medicine practitioners is 
an inevitable outcome. While the future may be difficult 
to predict, we can rest assured that Mark Twain’s counsel 
to explore, to dream and to discover will continue to 
motivate those who love to travel.

Editorial - Future of travel medicine  
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Critical care nurses’ knowledge, attitudes and practices on the usage of
physical restrainer
Swee Geok Lim, Vivian Jeng Tuk Fong 

Running title: KNOWLEDGE ATTITUDES PRACTICES OF PHYSICAL
 RESTRAINTS

ABSTRACT

Background: Physical restraint is any measure or 
technique that prohibits an individual’s body movement. 
Although physical restraint is one of the most common 
methods used to ensure patient safety in the intensive 
care units, its usage is an arguable practice. Involuntary 
immobilisation of a patient challenges patient’s rights 
while over usage of physical restraints can lead to possible 
harm to the patients. Critical care nurses especially 
should make accurate decisions regarding the use of 
physical restrains if they are to ensure patient safety. 

Objective: The objective of this study was to 
determine the knowledge, attitude, and practices of 
critical care nurses on usage of physical restrainer in a 
private hospital in Klang Valley.

Methods: This was a cross-sectional, quantitative 
descriptive study using the Physical Restraint 
Questionnaire (PRQ) to collect data from 103 registered 
nurses through simple random sampling in the Critical 
Care Unit of a private hospital. 

Results: A total of 103 critical care nurses 
participated in this study. The nurses had moderate level 
of knowledge of physical restraint usage, 43.96 ± 4.05 
(36 to 53), positive attitude towards the use of physical 
restraint, 30.47 ± 2.96 (24 to 39) and good practices on 
usage of physical restrainers, 38.88 ± 2.73 (29 to 43). 

Conclusion: Findings revealed that majority of 
critical nurses have moderate knowledge, positive 
attitude and satisfactory practices on usage of physical 
restraint. However, continuous updates on usage of 
physical restraint and its legal implications are highly 
recommended to ensure critical care nurses are better 
informed before deciding to use physical restraint on 
their patients.

Keywords: Knowledge, attitude, practices, physical 
restraint, critical care nurses, acute care units

Introduction:

The intensive care unit (ICU) is one of the specialised 
units which deliver high-quality care services for patient 
needs. Thus, the management of care delivered, and the 
medical therapy process are very crucial for good patient 
management (Azizpour, Moosazadeh & Esmaeili, 2017). 
ICU patients are connected to equipment with many 
tubes and lines, making them prone to accidental 
self-removal of the medical devices. Patients who 
are admitted to ICUs generally have agitation and 
disorientation. Therefore, safety measures must be 
taken (Kaya & Dogu, 2018). One of the most common 
methods used to ensure patient safety in intensive care 
units is the use of physical restraints (Dolan & Looby, 
2017). 

Physical restraint is utilised to secure patients’ correct 
position to ensure their movements under supervision, 
inhibit them from detaching medical devices such as 
tubes and drains, as well as causing harm themselves, 
encourage the practice of medical procedures and aid 
patients to be calm. In the ICUs physical restraints 
are frequently utilised for patients on mechanical 
ventilation support, to safeguard vital medical devices 
such as endotracheal tube (Unoki, Sakuramoto, Ouchi 
& Fujitani, 2019). According to Rose et al. (2016), 
mechanically ventilated patients were restrained at least 
once, up to the range of 75%, during their intensive 
care unit admission. However, physical restraints were 
considered as a care support to avoid patient fall, 
maintain gait control, or avoid unplanned removal of 
endotracheal tube or nasogastric tube. Nevertheless, 
over usage of physical restraints can lead to unpleasant 
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effects to patient biochemically, physiologically, 
perception, behaviour, emotions as well as social nature 
(Lan et al., 2017).

In some studies, it has been found that the knowledge, 
attitudes and practices of nurses are inadequate in the 
application of physical restraints. A study done on 
Malaysian nurses’ knowledge, attitude, intention and 
practice, and influencing factors on use of physical 
restraint, reported that less than half of the nurses 
considered alternatives to physical restraint and most 
of them did not understand the reasons for the physical 
restraint (Eskandari et al., 2017).

Physical restraint is widely used in the acute units of 
this hospital, especially for patients who are ventilated, 
restless, agitated and have potential risk of fall. Critical 
care nurses are often left to decide on possible preventive 
measures to be taken to prevent untoward incidences for 
the patients under their care such as falls, accidental 
dislodgement of endotracheal tube and removal of 
vital monitoring device as well as intravenous lines for 
lifesaving medications. Hence, the purpose of this study 
was to assess the knowledge, attitudes and practices of 
these nurses on the usage of physical restraints. 

Methods

Study design, setting and sample

This cross-sectional descriptive study was conducted 
in a 40 bedded critical care unit of a leading private 
hospital in Selangor, with a target population of 122 
critical care nurses. Criteria for participation included 
registered nurses who are currently working in the 
Critical Care Unit (CCU), Intensive Care Unit (ICU) 
and High Dependency Unit (HDU). Registered nurses 
who are working in non-critical care units, trainees and 

other allied health care professionals, were excluded 
from the study. A simple random sampling of 103 
nurses who met the inclusion criteria and consented, 
were recruited and assessed for knowledge, attitude and 
practice on the usage of physical restraints using a self-
reported questionnaire. Based on Raosoft sample size 
calculator, with 5% of margin error, 95% of confidence 
interval, 50% distribution rate and 10% attrition rate, 
the estimated targeted sample size required wass 102.

Measurement and instrument

The instrument to measure knowledge, attitude and 
practice on the usage of physical restraints, Physical 
Restraint Questionnaire, PRQ (Janelli et al., 2006; 
Eskandari et al., 2017), consisted of two sections, 
namely Sections A and B. Section A consisted of 
demographic and professional details such as gender, 
age, marital status, ethnicity, religion, years working in 
nursing, academic qualification; awareness of aggression 
management guideline, physical restraint training, 
awareness of hospital policy regarding use of restraints, 
information source regarding restraint and attendance 
to in-service restraint programme. Section B, consisted 
of 40 items on knowledge, attitude and practice on the 
usage of physical restraints. The knowledge section 
of the questionnaire consisted of 15 items (1 – 15), 
measuring nurses’ knowledge on definition of physical 
restraint, indications for usage of physical restraint and 
its contraindications, with a four-point Likert scale 
(“Strongly agree” to “Strongly disagree). It consisted of 
positive and negative items. For negative items, reverse 
ratings were used. The score for the knowledge section 
varies from 15 to 60, with high scores representing more 
questions being answered accurately by participants. 
Score of 15-29 (< 50%) indicates poor knowledge level, 
score of 30-45 (50-75%) indicates moderate knowledge 
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level, and score of 46-60 (more than 75%) indicates 
good knowledge level. 

The Attitude section consisted of 10 items 
demonstrating nurses’ point of view in using physical 
restraints, with a four-point Likert scale (“Strongly agree” 
to “Strongly disagree:). Both strongly agree or agree 
responses, indicate positive attitude while “Disagree” or 
“Strongly disagree”, are considered as negative attitude. 
The score for the attitude section varied from 10 to 40, 
with score of 10-23 (< 60%) indicating negative attitude 
while score of 24-40 (> 60%) indicate positive attitude. 

The Practice section consisted of 15 items evaluating 
the nurses’ practice on physical restraint usage and 
alternatives to physical restraint usage, with a three-
point Likert scale (Always = 3, Sometimes = 2, and 
Never = 1). It consisted of both positive and negative 
items. For negative items, reverse ratings were used. The 
score for the practice section varied from 15 to 45, with 
score of closer to 15 - 22 (< 50%) indicating improper 
practices, score of 23 to 33 indicating satisfactory 
practices, while score of 34-45 (> 75%) indicating good 
practices on physical restraint usage. 

Ethical considerations

Ethical approval was obtained from the ethics 
committee of the International Medical University 
(BN 1/2020 (PR-27), the management of the selected 
private hospital, and consent was obtained from the 
respondents prior to the conduct of the study. To ensure 
the anonymity and confidentiality of the respondents, 
the completed questionnaires were sealed in an envelope. 

Pilot study

A pilot study was carried out in August 2020 on 30 
nurses at the CCU of another branch of the private 

hospital. According to Conroy (2015), a pilot test 
sample size of 30 is enough to measure alpha reliability 
to validate the reliability and consistency of the adopted 
self-report questionnaires. A Cronbach’s α value of ≥ 0.70 
was used as the acceptable value (Polit & Beck, 2017) 
while validity was determined by a three-member panel 
of expert that consisted of a Nursing manager of an ICU, 
an anaesthetist and an education consultant.

An excellent content validity index (CVI) value 
should be ≥ 0.78 while S-CVI/UA and S-CVI/Ave 
should be 0.80 and 0.90 or higher (Jingcheng et al., 
2012). 

Validity and reliability testing

The result of the pilot study showed that the 
Cronbach’s value for Knowledge, Attitudes and 
Practices, were 0.701, 0.733 and 0.772, respectively, 
which indicated that the instrument is reliable while 
I-CVI of 0.90, S-CVI/UA of 0.70 and S-CVI/ Ave of 
0.90, implied that the instrument is considered valid 
to measure the knowledge, attitudes and practices on 
physical restraint usage. 

Data collection procedure

After obtaining approval from IMU-JC Research 
and Ethics committee and hospital management, data 
collection was carried out from 1st to 7th September 2020. 
Explanation about the purpose and nature of the study 
was provided to the participants before informed consent 
was obtained from the participants. Participants were 
also informed that their participation was on voluntary 
basis and they had the right to withdraw anytime from 
this study. Participants were given 10-15 minutes to 
complete the questionnaire which was then placed into 
an envelope provided and submitted to the ward sister 
in-charge to ensure confidentiality. 
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Data Analysis

The demographic data of the study was analysed 
using IBM SPSS Statistics version 25.0. Demographic 
data and the research variables data were analysed 
using descriptive statistics including frequency, mean, 
standard deviation, percentages. Tables were used to 
illustrate the findings of the study according to the 
American Psychological Association (APA) format.

Results: 

Demographics of sample

A total of 103 nurses (response rate of 100%) 
participated in the study. Most of the nurses were quite 
young (M = 29.65 SD = 5.01), single (63.1%), Chinese 
(47.6%), had Diploma qualification (47.6%) and had 
less than 10 years of working experience (M = 7.36 SD 
= 4.70). Only 16.5% attended the in-service restraint 
usage programme (Table I).  

Variables Categories n (%) M±SD

Gender
Male
Female

15
88

(14.6 %)
(85.4 %)

N/A

Age

21 – 25
26 – 30
31 – 35
36 – 40
41 and above

20
46
24
10
3

(19.4 %)
(44.7 %
(23.3 %)
(9.7 %)
(2.9 %)

29.65 ± 5.01

Marital Status
Single
Married

65
38

(63.1 %)
(36.9 %)

N/A

Ethnicity

Chinese
Malay
Indian
Others

49
32
19
3

(47.6 %)
(31.1 %)
(18.4 %)
(2.9 %)

N/A

Religion

Muslim
Buddhist
Christian
Hindu
Others

34
36
20
12
1

(33.0 %)
(35.0 %)
(19.4 %)
(11.7 %)
(1.0 %)

N/A

Years working in nursing

2 years and below
3 – 5 years
6 – 10 years
11 years and above

13
30
39
21

(12.6 %)
(29.1 %)
(37.9 %)
(20.4 %)

7.36 ± 4.70

Highest Nursing qualification

Diploma
Post basic
Bachelor’s in nursing
Master’s in Nursing and Above

49
28
24
2

(47.6 %)
(27.2 %)
(23.3 %)
(1.9 %)

Attended in-service restraint 
programme

Yes
No

17
86

(16.5%)
(83.5%)

Table I: Demographic and professional characteristics of respondents (n = 103)
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Knowledge of physical restraint usage

The mean total score of the 15 items used to measure 
the knowledge of physical restraint usage was 43.96 ± 
4.05 (36 to 53), indicating a moderate level of knowledge 
with total scores ranging from 36 to 53. Most of the 
nurses (n = 99, 96.1%) knew that physical restraint is 
a vest or safety attire used to prevent injuries. However, 
other than knowing that the indications for the use of 
a physical restraint is only allowed if it is required to 
protect patients or other people from injuries and the 
importance of documentation of the records of physical 
restraint usage in every shift, the responses for knowledge 
on the indications for using physical restraint is rather 
concerning. A total of 53 nurses (51.5%) indicated the 
usage of physical restraint if they needed to supervise 
patients closely and care for confused or disorientated 
patients, as good reasons for the use of physical restraint. 

Only 88 nurses (85.4%) indicated that patients have 
the right to refuse to be restrained while only 45 nurses 
(43.7%) knew that physical restraint requires a doctor’s 
order. In addition, only 57 (55.3%) nurses knew of the 
serious implication of restraining patients while lying 
down facing up on the bed. More worrying was that 
only 29 (28.2%) of the nurses knew that there had been 
deaths related to the use of vest physical restraint. A 
total of 67 (65%) perceived that there are no other good 
methods of restraining available other than physical 
restraint.       

This implied that although the overall level of 
knowledge on usage of physical restraint is moderate, 
knowledge on the indications and serious implications 
of inappropriate usage of physical restraint is concerning 
and needs to be addressed (Table II). 

Knowledge Items 

Responses

Correct 
Answer

Answered 
Correctly

n (%)
M±SD

Min 
to max 
score

1.   Physical restraint is a vest or safety attire used to 
prevent injuries.

3 or 4 99 (96.1%) 3.32 ± 0.55 2 - 4

2.   Physical restraint is only allowed if it is required to 
protect patients or other people from injuries.

3 or 4 99 (96.1%) 3.40 ± 0.57 2 - 4

3.    Physical restraint must be used when a nurse is 
not capable of supervising a patient intensively.

1 or 2 53 (51.5%) 2.44 ± 0.89 1 - 4

4.    Patients have right to refuse to be restrained.  3 or 4 88 (85.4%) 3.07 ± 0.66 1 - 4

5.    Physical restraint requires a doctor’s order.  3 or 4 45 (43.7%) 2.35 ± 0.94 1 - 4

6.    Confusions or disorientation are good reasons for 
the use of physical restraint.

1 or 2 53 (50.5%) 2.45 ± 0.93 1 - 4

7.    Physical restraint should be fitted and secured 
comfortably.

3 or 4 101 (98.1%) 3.51 ± 0.54 2 - 4

8.    Patients are not to be restrained while lying 
down facing up on the bed for fear of spluttering / 
choking.

3 or 4 57 (55.3%) 2.55 ± 0.96 1 - 4

Table II: Knowledge of nurses towards the use of physical restraint (n = 103)
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Table II: Knowledge of nurses towards the use of physical restraint (n = 103) [con’t]

Note: Likert scale: 1 = Strongly disagree       2 = Disagree       3 = Agree       4 = Strongly agree

Knowledge Items 

Responses

Correct 
Answer

Answered 
Correctly

n (%)
M±SD

Min 
to max 
score

9.    When a patient’s movement on the bed is 
restrained, physical restraint must not be tied to 
the sidebars of the bed.

3 or 4 79 (76.7%) 3.03 ± 7.07 2 - 4

10.  Nurses can be prosecuted for threatening the 
patients if they use physical restraint when it is 
not required.

3 or 4 84 (81.6%) 3.03 ± 0.80 1 - 4

11.  Records of usage should be kept for each patient 
who is restrained in every shift.

3 or 4 99 (96.1%) 3.39 ± 0.56 2 - 4

12.  Doctor’s instruction on the use of physical restraint 
must be specific.

3 or 4 83 (80.6%) 3.06 ± 0.78 1 - 4

13.  In emergencies, nurses are allowed to use physical 
restraint on patients without any doctor’s 
instruction

3 or 4 97 (94.2%) 3.31 ± 0.64 1 - 4

14.  No other good methods instead of physical 
restraint exist.

1 or 2 67 (65%) 2.21 ± 0.85 1 - 4

15.  There have been deaths related to the use of vest 
physical restraint.

3 or 4 29 (28.2%) 2.04 ± 0.85 1 - 4

Total score (min to max 15-60) 43.96± 4.05 36-53
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Attitude of nurses towards the use of physical restraint

 A total of 10 items were used to measure the attitude 
of nurses towards the use of physical restraint. The total 
score range of 24 – 39 out of 40, with mean total score 
of 30.47 ± 2.96, indicated a positive attitude towards the 
use of physical restraint. Majority of nurses perceived 
that family members have the right to refuse the use 
of physical restraint (n = 89, 86.4%), nurses have the 
right to refuse using physical restraint on patients (n = 
89, 86.4%), and patients have the right to refuse being 
restrained (n = 99, 96.1%). Most of them (n = 89, 
86.4%) felt uncomfortable if patient became more upset 
after being restrained and felt embarrassed when family 

members enter the restrained patient’s room and they 
have not been informed (n = 73, 70.9%). 

Majority of nurses (n = 101, 98.1%) felt that hospital 
is responsible to adhere to the laws on the use of 
restraints to ensure patient safety and are aware of the 
importance of communicating to the patients that the 
physical restraint was required out of concern for them 
(n = 102, 99.9%). A total of 88 (85.4%) nurses indicated 
their empathy towards the restrained patient. Overall, 
although the total scores indicated a positive attitude 
towards the use of physical restraint, several items that 
reflect a negative attitude are of concern and need to be 
addressed (Table III).  

Table III: Attitude of nurses towards the use of physical restraint (n = 103)

Attitude Items

Responses n (%)

Strongly 
Disagree

Disagree Agree
Strongly 

Agree
M±SD

Min 
to max 
score

1.  I feel that family members have 
the right to refuse the use of 
physical restraints.

1 (1.0) 13 (12.6) 62 (60.2) 27 (26.2) 3.12 ± 0.65 1 – 4

2.  I feel that nurses have the right 
to refuse using physical restraint 
on patients.

4 (3.9) 10 (9.7) 68 (66.0) 21 (20.4) 3.03 ± 0.68 1 – 4

3.  If I were a patient, I feel that I 
have the right to refuse being 
restrained.

1 (1.0) 3 (2.9) 69 (67.0) 30 (29.1) 3.24 ± 0.55 1 – 4

4.  I feel discomfort when placing a 
patient on restrainer in front of 
my colleagues.

19 (18.4) 37 (35.9) 40 (38.8) 7 (6.8) 2.34 ± 0.86 1 – 4

5.  I feel embarrassed when family 
members enter the restrained 
patient’s room and they have not 
been informed.

16 (15.5) 14 (13.6) 59 (57.3) 14 (13.6) 2.69 ± 0.90 1 – 4

6.  The hospital is responsible to 
adhere to the laws on the use of 
restraints to ensure the safety of a 
patient.

- 2 (1.9) 55 (53.4) 46 (44.7) 3.43 ± 0.54 2 – 4



KNOWLEDGE ATTITUDES PRACTICES OF PHYSICAL RESTRAINTS

12

IEJSME 2021 15 (1): 5-18

Attitude Items

Responses n (%)

Strongly 
Disagree

Disagree Agree
Strongly 

Agree
M±SD

Min 
to max 
score

7.  I will feel a little uncomfortable 
if a patient becomes more upset 
after being restrained.

3 (2.9) 11 (10.7) 69 (67.0) 20 (19.4) 3.03 ± 0.65 1 – 4

8.  I feel that it is important to tell 
restrained patients that I am 
concerned about them.

- 1 (0.9) 56 (54.4) 46 (44.7) 3.44 ± 0.52 2 – 4

9.  Patients suffer from feeling 
inferior when they are restrained. 1 (1.0) 14 (13.6) 60 (58.3) 28 (27.2) 3.12 ± 0.66 1 – 4

10.Generally, I feel confident to 
perform physical restraint for 
patients.

- 21 (20.4) 57 (55.3) 25 (24.3) 3.04 ± 0.67 2 – 4

Total score (min to max 10-40) 30.47 ±2.96 24 – 39

Table III: Attitude of nurses towards the use of physical restraint (n = 103) (cont’d)

Note: Likert scale: 1 = Strongly disagree       2 = Disagree       3 = Agree       4 = Strongly agree

Practices of nurses towards the use of physical restraint

Most of the nurses used physical restraint only as a 
last resort (n = 98, 95.1%). Before using the physical 
restraint on the patient, the nurses will find out the 
purpose for the restraint (n =102, 99%) and if the nurses 
felt that the patient does not need to be restrained, most 
of them will pose their suggestion to the doctor (n = 100, 
97.1%). The nurses responded to the signal light or the 
call for ‘help’ from any restrained patient immediately 
(n = 102, 99%). All the nurses examined restrained 
patients at least on a two-hourly basis and when giving 
personal care to the restrained patients, patients’ skin 
was examined to identify parts which are red. Patient 
and family members were well informed on the need for 

the restraint although only 80 nurses (77.7%) informed 
the family members or visitors when the restraint 
will be removed. Most of the nurses (n = 82, 79.6%) 
perceived that all patients in the state of disorientation 
must be restrained. All of them agreed that they will 
strive together to find ways to control the behaviour of 
patients through methods other than restraints. Most 
of the nurses prefer to give sleeping pills rather than 
restraining the patients (n = 83, 80.6%). 

In general, the nurses seemed to have good practices 
on usage of physical restraints, as reflected by total scores 
ranging from 29 – 43 out of 45 and mean total scores of 
38.88 ± 2.73 (Table IV).
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Attitude Items

Responses n (%)

Disagree Agree Strongly 
Agree M±SD

Min 
to max 
score

1.   I try a few nursing methods before    
physically restraining the patient. 5 (4.9%) 23 (22.3%) 75 (72.8%) 2.68 ± 0.56 1 – 3

2.   Before using the physical restraint on 
the patient, I will find out why I need 
to do so.

1 (1.0%) 11 (10.7%) 91 (88.3%) 2.87 ± 0.36 1 – 3

3.   When I feel that the patient does 
not need to be restrained, I pose my 
suggestion to the doctor.

3 (2.9%) 28 (27.2%) 72 (69.9%) 2.67 ± 0.53 1 – 3

4.   I respond to the signal light or the call 
for 'help' from a restrained patient 
immediately.

1 (1.0%) 15 (14.6%) 87 (84.5%) 2.83 ± 0.40 1 – 3

5.   I examine restrained patients at least 
on a two-hour basis. - 8 (7.8%) 95 (92.2%) 2.92 ± 0.27 2 – 3

6.   When giving personal care to the 
restrained patients, I examine their 
skin to find parts, which are red or 
bruised.

- 6 (5.8%) 97 (94.2%) 2.94 ± 0.24 2 – 3

7.   I tell the patients why they are 
restrained. - 8 (7.8%) 95 (92.2%) 2.92 ± 0.27 2 – 3

8.   I tell the family members / visitors why 
the patient is restrained. - 5 (4.9%) 98 (95.1%) 2.95 ± 0.22 2 – 3

9.   I inform the patient when the restraint 
will be removed. 2 (1.9%) 12 (11.7%) 89 (86.4%) 2.80 ± 0.45 1 – 3

10. I inform the family members / visitors 
when the restraint will be removed. 23 (22.3%) 89 (86.4%) 23 (22.3%) 2.84 ± 0.41 1 – 3

11. Physical restraint must be used in the 
hospital to prevent the patients from 
injuring themselves.

- 30 (29.1%) 73 (70.9%) 2.71 ± 0.46 2 – 3

12. All patients in the state of 
disorientation must be restraint. 21 (20.4%) 62 (60.2%) 20 (19.4%) 1.99 ± 0.63 1 – 3

13. All staff will strive together to find 
ways to control the behaviour of 
patients through methods other than 
restraints.

- 37 (35.9%) 66 (64.1%) 2.64 ± 0.48 2 – 3

14. When I need to restrain a patient, it is 
available in my unit. 10 (9.7%) 32 (31.1%) 61 (59.2%) 2.50 ± 0.67 1 – 3

15. I prefer to give sleeping pills rather 
than restrain the patients. 20 (19.4%) 56 (54.4%) 27 (26.2%) 2.07 ± 0.68 1 – 3

Total score (min to max 15-45) 38.88 ± 2.73 29 – 43

Table IV: Practices of nurses towards the use of physical restraint (n = 103)

Note: Likert scale: 1 = Never       2 = Sometimes       3 = Always 
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Discussion

Knowledge of nurses towards the use of physical restraint

Physical restraint delivers good outcome to patient 
when it is applied properly. Inappropriate application of 
physical restraints and impediment failures are the main 
causes for physical harm as well as deaths. From the 
findings of the present study, majority of the critical care 
nurses have moderate knowledge level about physical 
restraint, with a mean score of 43.96 (SD = 4.05). 
However, the critical care nurses were perceived to have 
a lack of understanding regarding the application of 
physical restraint. Majority of nurses (56.3%, n = 58) do 
not agree that physical restraint required doctor’s order, 
which implied that nurses perceived themselves to be the 
main decision maker in critical care units on utilisation 
of physical restraint based on their clinical observation. 
This finding is similar to a study done by Eskandari et al. 
(2017) where nurses initiated and terminated the use of 
physical restraint depending on their clinical judgement 
which as a result may place nurses in a difficult position 
especially in the aspect of legality and scope of nurses 
responsibility. This may be due to the fact that most 
of them (83.5%, n = 86) did not attend any in-service 
training programme, and lack of education pertaining to 
physical restraint.

In the current study, majority of the critical care     
nurses, 96.1% (n = 99) acknowledged that physical 
restraint can be used to prevent injuries and is only 
allowed to be used on patients for the purpose of 
safeguarding the patients or others from harm. When 
physical restraint is applied using the correct method, 
it can create a positive effect to patients (Dasanayake 
et al., 2019). Besides, 96.1% (n = 99) nurses understood 

the importance of documenting the usage of physical 
restraint for patient, and 80.6% (n = 83) acknowledged 
that consultant’s order on applying physical restraint 
must be precise. Physical restraint is an important medical 
therapy, therefore, documentation on indication, date 
and time of initiation of physical restraint, which types of 
restraint utilised is essential. Institutions can strengthen 
this practice in hospital policy to improve awareness and 
compliance of nurses.

A total of 44.7% nurses in this current study were 
unaware that if patients are restrained in a prone 
position, there will be an increased risk of spluttering or 
choking. This is a complication of physical restraint that 
was not taken into consideration by most of the nurses. 
This implied that the nurses lack knowledge regarding 
the current Standard of Practice (SOP) for safety aspects 
on the usage of physical restraint in the hospital. This 
finding is similar to the study by Dasanayake et al. 
(2019) which revealed that two third of nurses in their 
study are unaware of the danger of restraining patient in 
the prone position.

There is potential risk of death on physical restraint. 
However, the study findings showed negative responses 
on two items under knowledge section. Only 28.2% (n = 
29) were aware that improper usage of physical restraint 
can result in death. Nearly half of the nurses (48.5%, 
n = 50) utilised physical restraint when they were 
unable to provide close monitoring of patients or when 
they felt that patients were becoming too confused or 
disorientated. Nurses need to be fully aware of physical 
restraint consequences in order to prevent inappropriate 
usage that may lead to an increased risk of mortality and 
morbidity.
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Also, inadequate knowledge on safety measures 
of physical restraint may lead to improper practices 
that may put patients at risk. On-job training and 
enhancement of hospital policy is important to improve 
nurses’ knowledge on the indication and precautions 
due to nurses being the primary user of physical restraint 
on patients.

Attitude of nurses towards the use of physical restraint

Attitude is a predisposition in relation to vigorous 
and guiding impact. Attitude is an important element 
that act as a major part in transforming knowledge into 
practice (Kaya & Dogu, 2018). From the findings of the 
present study, all the nurses, 100% (n = 103) have a 
positive attitude towards the usage of physical restraint. 
Similar finding was reported by Wang et al. (2018), due 
to the emphasis on ethical aspects of usage of physical 
restraint during in-service training or nursing related 
programme. However, in contrast, findings by Kaya and 
Dogu (2018) revealed that nurses’ attitude level was 
not appropriate. This may be due to nurses’ belief that 
applying physical restraint to patient was not ethically 
accepted (Ahmed, Mourad & Mahmoud, 2019).

In this current study, majority of the critical care 
nurses, 96.1% (n = 99) agreed that patients have the 
right to refuse physical restraint, 86.4% (n = 89) of 
nurses agreed that patient’s family members can refuse 
restraint usage on patient, while 98.1% (n = 101) 
agreed that the hospital is responsible to adhere to the 
law on usage of physical restraint. This finding implied 
that nurses are fully aware and diligent on patient’s 
right. Therefore, this will ensure that legal and ethical 
implication can be avoided. The findings are similar to 
Elhameed and Eleman (2020) that revealed that nurses 
are required to be cautious on patient rights and perform 

the appropriate nursing interventions. Discussion and 
education on physical restraint are required to influence 
nurses’ attitude and improve their understanding (Wang 
et al., 2018).

On the other hand, 54.3% (n = 56) nurses do not 
feel comfortable to perform physical restraint in front 
of their working peers. This finding is similar to the 
study done by Suliman et al. (2017) and Wang et al. 
(2018). This is probably due to the fact that nurses 
felt the importance to ensure patient safety such as 
preventing patients from removing medical devices 
or fall, therefore they apply physical restraint on 
patients. However, majority of them 70.9% (n = 73) 
felt embarrassed when patient’s family members entered 
a patient’s cubicle and were not informed that the 
patient was restrained. Most of them 86.4% (n = 89) felt 
discomfort when patient became upset when restrained 
while 85.5% (n = 88) were aware that patient can suffer 
from low dignity when being restrained. This revealed 
that nurses are in a dilemma, they are unfavourable on 
using physical restraint but required for prevention of 
treatment interference. Similar finding was reported 
by Gunawardena and Smithard (2019), where nurses 
were struggling to decide between responsibilities and 
respecting patient autotomy. Education is needed to 
ensure nurses understood the indication for physical 
restraint, utilisation of physical restraint on correct 
occasions and when necessary to prevent patient from 
suffering physically and psychologically.

Practices of nurses towards the use of physical restraint

Findings on practice of nurses towards the use of 
physical restraint revealed that all the nurses have 
satisfactory practices towards usage of physical restraint. 
This study finding is similar to the study done by Kaya 
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and Dogu (2018) and Wang et al. (2018). Nurses need 
to be well informed on the ethical issues concerning 
the utilisation of physical restraints. Improper practices 
put nurses at risk to legal or ethical issues with family 
members and hospitals (Suliman, Aloush & Al-
Awanreh, 2017). Pradhan et al. (2018) supported the 
evidence that nurses who are working in tertiary care 
hospitals are on extra alert on the possible legal and 
ethical problems associated with the use of physical 
restraints.

In this study, majority of the nurses (72.8%, n = 75) 
responded positively on opting for alternatives before 
applying physical restraint to patient, while 88.3% (n = 
91) indicated that they will find out the reasons on the 
need for physical restraint before deciding on applying 
it. Despite being challenging, nurses in this current 
study, did attempt to search for appropriate approaches 
to patient care in order to respect patients’ autonomy 
as well as to avoid harmful effect of physical restraint, 
and legal and ethical complications for nurses and the 
institution. Gunawardena and Smithard (2019) reported 
that nurses’ decision to minimise the use of restraints is 
determined by looking into the actual reason for using 
physical restraint, assessment of patients’ condition, and 
rectifying potential reason and hazards. 

On the other hand, only 2.9% (n = 3) nurses posed 
their opinion to the consultant when patients do not 
actually require physical restraint. This may be due to 
the reason that nurses perceived not being confident to 
inform consultant on their clinical judgement, therefore 
they solely follow the instructions. However, nurses in 
the Critical Care Units being specially trained to care 
for the critically ill, should be competent in the skill of 
applying critical thinking on their practice, and they 
need to be confident to inform the consultant on any 

clinical changes in patients including recommending 
relevant measures in patient care to the consultants. 
Besides, majority of them, 80.6% (n = 83) preferred to 
administer sleeping pills for patient instead of restraining 
them. This demonstrated that nurses have insufficient 
knowledge on chemical restraint, therefore education 
on pharmaceutical effect especially on sedation and 
antipsychotic drugs to prevent complications such as 
cognitive decline and increased risk of cerebral vascular 
accident. Nurses are the primary care giver to patients, 
and they spent more time nursing them as compared to 
other healthcare providers, therefore, evidence-based 
practices are important to deliver better patient care 
service (Eskandari et al., 2018). Cooperation between 
nurses and consultants is important to improve patient 
care service.

The current study also revealed a positive finding 
on certain nursing practice items related to the use 
of physical restraint. Majority of the nurses (84.5%, 
n = 87) responded immediately to signal light or call 
for assistance from restrained patients. Nurses in the 
current study understood that patients were helpless 
and required assistance due to restricted movement 
from physical restraint. Most of them (92.2%, n = 
95) performed a two-hourly assessment on restrained 
patients and examined restraint sites for any redness or 
bruises. This revealed that nurses in this study were aware 
that physical restraint can disrupt circulation, and cause 
injury such as oedema, bruises, redness at the restrained 
limb. This finding was similar to the study finding of 
Pradhan, Lama, Mandal and Shrestha (2018) that stated 
majority of nurses were aware and always examined 
patient’s skin condition when performing patient care. It 
is important that nurses focus on patient’s physiological 
and physiological needs to impede possible side effect 
from physical restraint (Eskandari et al., 2018). 
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In addition, most nurses (n = 95, 92.2%) explained 
to the patient the reason for being restrained, 95.1% 
(n = 98) informed patient’s family members on the 
indication of physical restraint for the patient, and 
reassured patient and family members on when the 
physical restraint will be removed. The findings revealed 
that majority of the critical care nurses understood the 
importance of communication and reassurance. This is 
important to improve patient-nurse relationship and to 
gain cooperation from patient and family members, as 
well as reputation of the institution. Communication is 
essential especially when patient is on physical restraints 
(Pradhan et al., 2019). In contrast, a study done by 
Mahmoud (2016), revealed that majority of the nurses 
did not frequently examine patient’s skin condition 
and did not communicate well with patient. This 
will increase the risk of physical injury and emotional 
disturbance for patients. 

Limitation

The limitation of this study was that it only involved 
registered nurses from one private hospital in Selangor. 
Thus, the results may not be representing the registered 
nurses from other hospitals as well as be generalised to a 
larger population.

Conclusion

The study findings revealed that majority of the 
critical nurses have moderate knowledge, with positive 
attitude and satisfactory practices on usage of physical 
restraint. However, they still require improvement in 
certain aspects. It is recommended that a compulsory 
in-house training on usage of physical restraint be 
considered as part of micro credentialing for critical care 
nurses. Legislative aspects including patients’ right and 
the implication on usage of physical restraint must be 
made clear to the nurses so that they are better informed 
and can make better decisions before considering the use 
of physical restraint on patients. Management can play 
an important role in supporting and ensuring patient 
safety by ensuring enough nurse-patient ratio. A clear 
standard guideline on the usage of physical restraints 
including its indication, monitoring and documentation 
must be developed and disseminated not only to nurses 
in the critical care units, but all healthcare personnel 
involved in patient care. This will ensure  safe and 
quality patient care. 
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ABSTRACT

Introduction

Within the recent years, crisis helpline organizations 
in Malaysia have been experiencing a surge in calls, and 
with the current worldwide anxiety caused by Covid-19, 
these call volumes are expected to rise. Therefore, 
volunteers who staff these helplines are continuously 
placing their Professional Quality of Life (ProQoL) 
at risk due to the ongoing stressors involved in this 
service. However, it has been previously noted that 
the utilization of coping strategies may contribute to 
the enhancement of a volunteer’s ProQoL. Hence, this 
study focuses on examining the relationship between 
three types of coping strategies and the positive aspect 
of ProQoL, which is compassion satisfaction.

Methods

Through the use of a cross-sectional survey design, a 
total of 118 crisis helpline volunteers within the Klang 
Valley responded to a self-report online questionnaire 
consisting of the Coping Strategy Indicator (CSI) 
and the Professional Quality of Life Scale Version 5. 
Pearson’s correlation analysis and multiple regression 
analysis were used to analyse the relationship between 
the variables.

Results

Problem-solving coping and social support coping 
demonstrated a positive correlation with compassion 
satisfaction (r = .677, p < .001) (r = .261, p = .002), 
whereas avoidance coping demonstrated a negative 
correlation (r = -.572, p < .001). Correspondingly, 
problem-solving coping was revealed to be the best 
predictor towards compassion satisfaction through the 
regression analysis.

Conclusion

The findings of this study suggests that utilizing 
adaptive coping mechanisms may produce a more 
favourable outcome among crisis helpline volunteers as 
it correlates to a higher satisfaction level. Consequently, 
organizations would be able to positively benefit from 
a high satisfaction level within their volunteers as it 
would reinforce their motivation and efforts to continue 
engaging in this noble service.

Keywords: coping strategies, professional quality of life, 
compassion satisfaction, crisis helpline. 

Introduction

Crisis and non-crisis intervention efforts that 
include readily available support are an important 
service that is made available for the general public 
in their times of distress (Henson, 2018). A common 
mode of communication that is used to provide this 
service worldwide is through a non-clinical hotline 
intervention (Kitchingman, Wilson, Caputi, Wilson, 
& Woodward, 2018), whereby the helpers responsible 
for providing such service include lay individuals who 
undergo months of intensive training before being 
certified as crisis helpline volunteers. As a volunteer, 
common roles and responsibilities would include 
providing a non-judgemental listening ear, creating 
safety plans for suicidal callers, para-counselling, and 
more (Willems, Drossaert, Vuijk, & Bohlmeijer, 2020). 
Within the Malaysian context, a few non-governmental 
organizations that provide such services include 
the Befrienders; who provides a 24-hour hotline to 
individuals in distress and with suicidal thoughts, and 
the Women’s Aid Organization; who provides support 
to victims of gender-based violence.
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Interestingly, in a recent report that was released 
in 2019, the executive director of Befrienders Kuala 
Lumpur stated that the organization received a total 
of 30,075 calls by the end of 2018 and these numbers 
are known to increase steadily each year (Razak, 2019). 
Research has indicated that attaining support through 
such services have been proven to significantly reduce 
suicidal tendencies, enhance an individual’s mental 
well-being, and support an individual to attain further 
assistance where it is necessary (Shaw & Chiang, 2018). 
This finding could explain the reason behind the influx 
of calls in addition to the free basis of support that is 
provided, convenience, and anonymity (Shaw & 
Chiang, 2018). Although fairly beneficial to the general 
public, helpline organizations in Malaysia have been 
experiencing a far greater surge in calls, specifically by 
27% up until 2019 (Ibrahim, 2019), and with the global 
pandemic occurring in year 2020, the percentage of 
calls have increased to 38% (Augustin, 2020), and are 
assumed to continue to rise. Augustin (2020) states that 
this has prompted volunteers to augment their role as 
a helper and increase the amount of engagement with 
distressed callers. Hence, while providing support to 
these callers, volunteers are simultaneously placing 
themselves at risk of facing some distress of their own, 
such as experiencing vicarious trauma and a decline in 
mental well-being as they are secondhandedly exposed to 
their callers’ crises which often include highly complex 
topics (e.g., suicidality, abuse, etc.) (Vattoe, DeMarinis, 
Haug, Lien, & Danbolt, 2019). Due to the ongoing risk 
of developing personal distress symptoms, a volunteer’s 
ability in providing support may be hindered (Benedek, 
Fullerton, & Ursano, 2007), therefore, it is crucial to 
understand how the utilization of protective strategies 
may or may not influence a volunteer’s professional 
quality of life in order to prevent such issues from arising 
(Henson, 2018). 

In an effort to understand the effectiveness of 
protective strategies, it was found that a plethora 
of past studies have identified the frequent use of 
adaptive coping mechanisms such as problem-solving 
and seeking social support to demonstrate a significant 
positive link with an enhanced professional quality of 
life, whereas the frequent use of maladaptive coping 
such as avoidance demonstrated a negative link 
(Barmawi et al., 2019; Henson, 2018; Kitchingman et 
al., 2018). However, it is vital to note that these studies 
have mainly focused on a sample of professionals that 
provide face-to-face intervention to clients, such as 
psychologists or practitioners (Raynor & Hicks, 2019). 
Therefore, research on helpers that engage in a fairly 
different and restricted mode of communication, such 
as crisis helpline volunteers, have been especially sparse. 
Despite presenting a variety of distinctive stressors 
within their line of work, such as having a lack of control 
over traumatic or major crisis calls (Coman, Burrows, & 
Evans, 2001), there is still a deficiency in the body of 
existing knowledge regarding the relationship between 
coping and professional quality of life within this unique 
population (Henson, 2018). Moreover, studies in the 
past were more likely to report on the negative findings 
related to professional quality of life; such as compassion 
fatigue, and were less likely to focus on the positive 
findings; such as compassion satisfaction, which could 
alternatively serve as a protective factor against suffering 
from fatigue (Kitchingman et al., 2018). 

Thus, the objective of this current study is to explore 
the relationship between three types of coping strategies; 
problem-solving, social support, and avoidance, and the 
positive aspect of professional quality of life; which is 
compassion satisfaction, among crisis helpline volunteers 
in Malaysia. 
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Materials and Methods

Study Design: A cross-sectional survey design was 
employed in this study to examine the relationship 
between coping strategies and compassion satisfaction 
among crisis helpline volunteers.

Sample Size and Participants: The sample size for 
this study was calculated based on G*Power 3.1.9.2 
power analysis (Faul, Erdfelder, Buchner, & Lang, 2009), 
where it was revealed that a sample of 115 with a power 
of 95% would suffice in detecting an effect size of .30. 
Therefore, a total of 118 crisis helpline volunteers were 
recruited through a non-probability, purposive sampling 
method from different non-governmental organizations 
across the Klang Valley. These selected organizations 
had a crisis helpline number which was staffed by 
volunteers and based on the crisis intervention theory 
and practice, they handled calls that typically evoked a 
strong and similar emotional reaction among responders; 
which includes emotional distress calls, suicidal calls, 
and gender-based violence calls (Smith, 1977). As an 
inclusion criteria, volunteers needed to have at least 
six months of experience in handling the types of calls 
mentioned above in order for them to have developed 
enough exposure and preparedness for the job at hand 
(Amirkhan, 1994; Joyce, Oladotun, Afolabi, & Blessing, 
2016). Volunteers who have only provided assistance on 
forwarding referrals and have not provided any support 
or an intervention of their own to a caller were excluded 
from this study.

Instruments

Demographic Questionnaire: This instrument was used 
to collect information on the participants’ gender, age, 
ethnicity, years of experience, and past formal education 
in psychology as a form of descriptive data. 

Coping Strategy Indicator (CSI): Participants’ coping 
methods were assessed using the Coping Strategy 
Indicator which was developed by Amirkhan (1994) 
with a Cronbach alpha reliability of .85. It is a 33-item 
questionnaire, which consists of three types of coping 
subscales comprising of 11 items each; the problem-
solving subscale, seeking social support subscale, and 
the avoidance subscale. The responses to the items 
were based on a three-point Likert’s scale, ranging from 
1 = “not at all” to 3 = “a lot”. The items were scored 
individually within each subscale and scores ranged 
between 11 to 33, with a higher score reflecting a more 
frequent use of that particular coping strategy.

The Professional Quality of Life Scale Version 5 
(ProQoL-5): Participants’ compassion satisfaction 
levels were assessed using the ProQoL-5 which was 
developed by Stamm (2015) with a Cronbach alpha 
reliability of .89. This scale comprises of 30 items 
that are used to measure an individual’s compassion 
satisfaction and compassion fatigue levels through the 
use of three subscales; compassion satisfaction, burnout, 
and secondary traumatic stress (Stamm, 2015). For the 
purpose of this study, only the ten questions relating to 
the compassion satisfaction subscale was utilized. The 
responses to the items were based on a five-point Likert’s 
scale, ranging from 1 = “Never” to 5 = “Very Often”. 
Scores ranged between 10 to 50 and higher scores would 
indicate a higher level of compassion satisfaction.

Procedure

Prior to the commencement of this study, an 
approval from the ethics committee was obtained. The 
questionnaires were then distributed to an officer from 
each of the organizations through an online Google Form 
link which was then disseminated to all the volunteers. 
Data entry and data analysis was then completed using 
SPSS Version 25. Pearson’s correlation analysis was 
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conducted to determine the relationship between coping 
and satisfaction with a decision criterion set at an alpha 
level of .05, whereas a multiple regression analysis was 
conducted to determine the best predictor among the 
coping strategies. 

Results 

Participants: The demographic data of the participants 
involved in this study are presented in Table I. There 
were more females (66.9%) compared to males (33.1%), 
and a majority of the participants presented with having 
more than six years of experience as a crisis helpline 
volunteer (45.8%). The ages of participants ranged from 
19 to 88 years old with the highest number of respondents 
comprising of volunteers above the age of 51.

Pearson’s Correlation Analysis: Pearson’s correlation 
coefficient was carried out to test the relationship 
between problem-solving coping, social support coping, 
and avoidance coping with compassion satisfaction. 
Based on the results of the correlation analyses displayed 
in Table II, problem-solving coping was found to 
have a significant moderate positive correlation with 
compassion satisfaction, r(116) = .677, p<.001, whereas 
social support coping was found to have a significant 
weak positive correlation with compassion satisfaction, 
r(116) =.261, p=.002. Conversely, avoidance coping was 
found to have a significant moderate negative correlation 
with compassion satisfaction, r(116) = -.572, p<.001.

Multiple Regression Analysis: A multiple regression 
analysis was conducted to identify the best predictor 
among the coping strategies. Based on Table III, it was 
found that the overall regression model, which included 
avoidance, social support, and problem solving, was a 
significant predictor of compassion satisfaction, F(3, 
114) =53.702, p<.001. A further analysis was conducted 

to determine the degree to which individual predictor 
variables contributed to the regression model, and the 
analysis showed that only avoidance, t=-5.787, p< 
.05, and problem-solving, t=7.772, p<.05, significantly 
predicted compassion satisfaction whereas social support 
did not significantly predict compassion satisfaction, t 
=-.833, p>.05. Among these variables, problem-solving 
was found to be the best predictor, whereby an increase of 
1 standard deviation in problem-solving coping, results 
in an increase of .615 standard deviation in compassion 
satisfaction based on the unstandardized coefficients 
value.

Discussion

This study aimed to examine the relationship 
between three different types of coping strategies and 
compassion satisfaction among crisis helpline volunteers. 
Based on the analyses that were conducted, the findings 
of this study showed that there was a significant positive 
relationship between problem-solving coping and social 
support coping with compassion satisfaction; and a 
significant negative relationship between avoidance 
coping and satisfaction. Furthermore, problem-solving 
coping was found to be the best predictor when it was 
entered into a regression model which suggests that 
volunteers of this particular study best achieved higher 
levels of satisfaction through the frequent utilization 
of problem-solving strategies within their line of work. 
However, an interesting finding was that social support 
coping produced a significant, but weak relationship 
through the correlation analysis. 

In regards to problem-solving coping, the results of 
this study suggested that as volunteers frequently engaged 
in this coping mechanism, their compassion satisfaction 
scores were higher. This is supported by studies that 
also indicated a positive relationship between problem-



COPING STRATEGIES AND COMPASSION SATISFACTION

23

IEJSME 2021 15 (1): 19-27

solving coping and satisfaction (Barmawi et al., 2019; 
Cicognani, Pietrantoni, Palestini, & Prati, 2009; 
Furlonger & Taylor, 2013). 

Through the existing limited research on crisis 
helpline volunteers, it was revealed that a major aspect 
of their work involves dealing with uncertainties such as 
attending to high-risk suicidal calls or callers who have 
previously or are currently going through a traumatic 
event (Kitchingman et al., 2018). Additionally, due to 
the “one-shot nature” of a crisis hotline and the emotional 
impact that it has on helpers, volunteers are often 
engulfed with feelings of inadequacy or hopelessness due 
to the restricted mode of communication and the lack of 
active intervention; all of which inevitably jeopardizes 
their satisfaction levels (Vattoe et al., 2019). Therefore, 
the ability for volunteers to actively cope with the 
emotional impact of this service through a problem-
solving approach is known to increase a volunteer’s 
motivation to remain in this service as it reinforces their 
beliefs that they are contributing to the well-being of 
society (Hector & Aguirre, 2009).

As for social support coping, the results of this 
present study demonstrated a weak relationship between 
this coping mechanism and compassion satisfaction. 
However, it would still suggest that as the frequency 
of engagement in social support coping increased, so 
did compassion satisfaction levels. This is consistent 
with past research that also revealed a significant 
relationship between these variables (Brewin, Andrews, 
& Valentine, 2000; Montero-Marin, Prado-Abril, Piva, 
Gascon, & Garcia-Campayo, 2014; Ozer, Best, Lipsey, 
& Weiss, 2003; Furlonger & Taylor, 2013), whereby the 
findings from these studies supported the notion that 
having a strong support system and relying on them as a 
coping mechanism during times of distress is beneficial 
in enhancing satisfaction levels.

However, the weak relationship that was found in 
this present study can be further supported through a 
research conducted by Prati, Pietrantoni, and Cicognani 
(2011) which concluded that there may be slight 
negative influences that are related to utilizing social 
support as a form of coping. Prati et al. (2011) suggests 
that this form of coping is dependent on the quality of 
support that is provided rather than the quantity, and in 
certain scenarios, individuals may receive a judgemental 
reaction from the person that they are confiding in 
instead of an encouraging response. Alternatively, low 
levels of venting and seeking support from friends and 
family may be indicative of a more repressive form of 
coping as it may lead an individual to consciously avoid 
bringing up thoughts and emotions that are unpleasant, 
and use this support system as an escape-distraction 
instead (Ortega-Campos et al., 2020). In other words, 
volunteers are less likely to bring up situations that are 
causing them distress, so that they do not have to deal 
with their unpleasant feelings. Although these findings 
contradict the significant relationship that was found in 
this present study, it may be able to support the weak 
correlation that was found between social support 
coping and compassion satisfaction among respondents.

To counterbalance the positive findings; with 
reference to avoidance coping, the results of this study 
suggest that as volunteers frequently engaged in this 
coping mechanism, their compassion satisfaction levels 
decreased. This finding is in line with past research that 
also concluded a negative relationship between these 
variables (Cicognani et al., 2009; Furlonger & Taylor, 
2013; McCain, McKinley, Dempster, Campbell, & Kirk, 
2017; Yu, Jiang, & Shen, 2016), whereby these studies 
indicated that frequent engagement in maladaptive 
coping styles regularly led to an increase in the distress 
or fatigue levels among individuals.
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Consistent exposure to distressed, suicidal, and 
abused callers, and exposure to graphic descriptions of 
a caller’s presenting problem could lead to an increase 
in distress levels as volunteers secondarily experience 
the trauma of these callers (Kitchingman et al., 2018; 
Stukas, Hoye, Nicholson, Brown, & Aisbett, 2014). 
Consequently, they are prone to exhibit negative 
affective responses to their subsequent callers which 
may lead to a further increase in distress or burnout 
symptoms (Stukas et al., 2014). As opposed to adopting 
helpful coping mechanisms to deal with the negative 
and emotionally heavy consequences of this service, 
implementing avoidance strategies instead, such as 
using self-distraction, repressing negative emotions, 
blaming oneself for the distress of others, and denial, 
has shown to significantly increase compassion fatigue 
levels, in turn decreasing satisfaction levels (McCain et 
al., 2017; Vu & Bodenmann, 2017). Avoidance coping 
is also known to cause additional stress to an already 
high-stress situation, anxiety, and a decreased sense of 
self-efficacy, which can lead to the lack of feeling of 
fulfilment among crisis helpline volunteers (Henson, 
2018). Additionally, McCain et al. (2017) has suggested 
that developing low levels of satisfaction could be the 
consequence of unidentified symptoms of burnout or 
secondary traumatic stress which may be detrimental to 
both the helper and the caller.

Therefore, these said findings could further support 
the negative relationship that was found between 
avoidance and satisfaction in this present study, and is 
able to postulate that implementing the aforementioned 
coping style is not sufficient in promoting satisfaction 
among crisis helpline volunteers.

Limitations  

The main limitation of this research was the use of 

a cross-sectional design, where data was only collected 
once and may only be applicable to the time that it was 
collected, and not to another time (Guthrie, 2010). 
Future studies can employ a longitudinal method in order 
to observe changes in coping strategies and satisfaction 
levels over a longer time span. Furthermore, a cross-
sectional design is only able to collect statistical data 
and does not delve into the causal explanations of the 
variables that are being studied. Ideally, a mixed-method 
approach such as conducting in-depth interviews can be 
adopted in the future which will allow the researcher 
to explore coping strategies, compassion satisfaction, as 
well as other potential confounding predictors in much 
greater depths; such as the exact approaches used within 
each coping strategy and how it differs according to each 
volunteer’s unique training and experience. 

Conclusion

 Through the close guidance of past researches 
and theories, this study was able to explore the 
relationship between coping strategies and compassion 
satisfaction among this unique population within 
the helping profession. Overall, it can be deduced 
that engaging in adaptive coping strategies are more 
favourable as it leads to positive consequences, whereas 
maladaptive coping strategies would only jeopardize 
this and lead to negative consequences. Thus, the 
findings from this study can assist helpline volunteers 
and organizations in working together to implement the 
necessary steps to maintain their professional quality 
of life, which would also aid with the retainment of 
volunteers. Similarly, promoting their satisfaction levels 
would only contribute to the favourable impact that 
this service has towards the general public as it would 
reinforce the volunteers’ current efforts in providing 
the best form of care in order to continuously make a 
positive change within the society.
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Demographic Data of Respondents

Category Frequency Percentage

Gender

   Male 39 33.1

   Female 79 66.9

Ethnicity

   Chinese 62 52.5

   Indians 28 23.7

   Malays 10 8.5

   Others 18 15.3

Age

   19-34 years old 40 33.9

   35-50 years old 33 28.0

   Above 51 years old 45 38.1

Psychology Education

   Yes 30 25.4

   No 88 74.6

Years of Experience

   Less than 1 year 13 11.0

   1 to 3 years 34 28.8

   4 to 6 years 17 14.4

   More than 6 years 54 45.8

Appendix

Table I
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Compassion 
Satisfaction Problem-Solving Social Support Avoidance

Compassion Satisfaction 1

Problem-Solving .677** 1

Social Support .261** .484 1

Avoidance -.572** -.357 -.112 1

Model Sum of Squares df Mean Square F Sig.

1 Regression 3018.935 3 53.702 .000b

Residual 2136.217 114 1006.312

Total 5155.153 117 18.739

Note: ** p < .01, one-tailed. N = 118.

Pearson’s correlation for Problem-Solving, Social Support, Avoidance, and Compassion Satisfaction

Multiple Regression Analysis of Coping Strategies and Compassion Satisfaction

Table II

Table III

ANOVAa

Model R R Square Adjusted R Square Std. Error of the 
Estimate

1 .765a .586 .575 4.329

Model Summaryb

Unstandardized 
Coefficients

Standardized 
Coefficients

Model B Std. Error Beta t Sig.

1 (Constant) 34.059 2.933 11.611 .000

Problem .615 .079 .571 7.772 .000

Solving

Social -.076 .091 -.058 -.833 .407

Support

Avoidance -.435 .075 -.374 -5.787 .000

Coefficientsa
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ABSTRACT

Background: Social media is a common channel for 
communication, information and education. However, 
it is also a potential forum where lapses of professionalism 
may occur. In this study we aimed to elicit medical 
students’ perspective on social media practices and their 
perceived implications of social media posts.

Methods: We conducted a cross-sectional study 
of Semesters 1 and 9 medical students from the 
International Medical University (IMU). A score 
was created consisting of the sum of the Likert scale 
in the 10-item social media practices questionnaire. 
Categorical variables were compared using chi-square 
test, while continuous variables that were not normally 
distributed were compared using Mann-Whitney U test. 
Statistical significance was set at p<0.05. 

Results: Out of 118 respondents (61% females), 54.2% 
of them recalled previous instructions regarding the use 
of social media and 55.1% of them were familiar with the 
IMU Social Media Guidelines. In general, respondents 
showed high level of awareness of inappropriate social 
medial practices, with statistically better awareness 
among Semester 1 students. Students who reported 
familiarity with IMU Social Media Guidelines were 
more aware of inappropriate social media practices. 
Most respondents were aware of the potential adverse 
impact of social media posts.

Conclusion: IMU students who participated in our 
survey generally had a good grasp of what constitutes 
inappropriate behaviour on social media and its potential 
future impact. Lower level of awareness of inappropriate 
social media practices among the Semester 9 students 
points to the need for periodic reminders of IMU Social 
Media Guidelines. 

Keywords: Medical students, social media, 
professionalism and medical ethics

Introduction

Merriam-Webster defined “social media” as “forms of 
electronic communication (such as websites for social 
networking and microblogging) through which users 
create online communities to share information, ideas, 
personal messages, and other contents (such as videos)”.1 
Digital 2020 reported there were approximately 
3.8 billion social media users worldwide with 49% 
penetration; the corresponding figures for Malaysia in 
January 2020 were 26 million with 81% penetration.2

The social media is now ubiquitous, being accessible via 
a variety of mobile devices, especially the smartphones 
and tablet computers. The utterances or actions of an 
individual, when captured in text or images or video, 
are easily shared with a virtual community. As tech-
savvy users transition into professional life, their online 
presence may not match what is expected from someone 
of their profession, especially if online social activity had 
been unconstrained previously. Health personnel have a 
unique social contract and obligation to be mindful of 
the public nature of these social media platforms and the 
permanent nature of postings therein. These sites may 
give the impression of privacy, but posts and other data 
should be considered as being in the public realm and 
freely visible by others. 

In 2017, the General Medical Council in the United 
Kingdom investigated 28 separate cases involving 
doctors’ misuse of social media based on complaints from 
patients as well as the public.3 The results of a study done 
in New York showed that the number of unprofessional 
content such as identifiable patient information, 
profanity and depiction of intoxication posted by medical 
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students was higher than that of medical faculty.4 A 
study carried out among Turkish medical students found 
that they were unaware of possible ethical implications 
as the respondents reported no ethical concerns of social 
media use.5 A prospective observational study on new 
residents in the United States found that among interns 
who had no prior medical school guidance on social 
media, only 35% of the participants responded correctly 
regarding communicating with patients on social media 
whereas among those who had prior medical school 
instruction, 67% answered correctly.6 von Muhlen’s 
review documented higher social media usage among 
medical students compared to clinicians. It concluded 
that, while the awareness and interest in social media 
for both personal and professional reasons are evident, 
there are concerns about potential misuse.7 Chretien et 
al surveyed medical schools in United States and found 
60% (47 out of 78 schools) reported incidents of students 
posting unprofessional online content.8 

In our literature review, we failed to find any Malaysian 
research investigating medical students’ perspective 
on social media use as it relates to professionalism 
and medical ethics. Our literature search also did not 
identify any research comparing medical students’ 
seniority or prior instruction on their perspective on 
social media issue. An increasing number of healthcare 
institutions and universities, including the International 
Medical University (IMU), have published social media 
guidelines with particular emphasis on the principles 
of ethics and professionalism. All IMU students are 
provided with the university’s Social Media Guidelines9 
as part of the registration package upon enrolment and 
they are required to acknowledge having read IMU’s 
Social Media Guidelines in the student declaration 
form. In this study, we hope to assess medical students’ 
perception and adherence to this guideline.

Methods

Study design, setting and sampling

A cross-sectional study was carried out between August 
to September 2019 at the Bukit Jalil and Seremban 
campuses of the IMU. Our participants were a 
convenience sample of medical students in Semesters 1 
and 9 (representing respectively the new entrants and 
final year students).

Inclusion and exclusion criteria

All medical students in the Bachelor of Medicine and 
Bachelor of Surgery programme (MBBS) in Semesters 
1 and 9 were eligible (excluding 20 students who took 
part in our pilot study). MBBS students from Semesters 
2 to 8, students who are not enrolled into the MBBS 
programme and those unwilling to participate in the 
study, were excluded. Semester 10 students (also in the 
final year MBBS) who were based in the Batu Pahat and 
Kluang Campuses were also excluded.

Questionnaires

Our study questions consisted of these three sections:

1. Section 1. Social demographic characteristics

2. Section 2. A 10-item scale describing social 
medical practices of medical students or health 
personnel (Table I). These items were developed 
based on prior research and the IMU Social Media 
Guidelines.9 Participants were requested to indicate 
their opinion as to whether the stated practices were 
appropriate using a five-point Likert scale (1=totally 
inappropriate, 3=neutral, 5=totally appropriate). 

3. Section 3. A 5-item scale to assess students’ opinion 
on the future impact of inappropriate social medial 
practices. Participants were requested to indicate 
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their opinion as to select options using a five-
point Likert scale (1=strongly disagree, 3=neutral, 
5=strongly agree). 

Questionnaire reliability and validity

The 10-item social media practice scale and 5-item future 
impact of social medial posts have acceptable reliability 
in this study (Cronbach a=0.873 and Cronbach a=0.793, 

respectively). The study questionnaire was assessed by 
one content expert on social media and judged to have 
face validity.

Table I: 10-item social medial practice

Item (focus)                                    Scenarios

Item 1 (Professionalism) A patient refuses blood transfusion due to religious beliefs, a doctor vents 
out his feelings and defame the patient’s religion on social media

Item 2 (Professionalism) A nurse references her fellow colleagues as incompetent on social media

Item 3 (Professionalism) A doctor posts sexually suggestive content on his social media

Item 4 (Professionalism) A doctor frequently uses foul language on his social media post

Item 5 (Professionalism) A doctor participates in a ‘night-out’ with his friends. He snaps a picture of 
his group of friends indulging in alcoholic beverages

Item 6 (Ethics, privacy) Friends of a medical student often ‘tag’ him in inappropriate pictures on 
social media

Item 7 (Ethics, confidentiality)
A lecturer posted an interesting rash on social media because he thought 
it would be educational without revealing the identity of the patient. 
However, he did not ask the patient for permission

Item 8 (Ethics, confidentiality) A doctor charted down private patient information obtained from a social 
media site in the patient’s medical record without the patient’s knowledge

Items 9 (Professionalism) A doctor frequently interacts with his patient on social media sites

Item 10 (Professionalism) A medical student uses social media during clinical work
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Questionnaire administration

The printed questionnaires were given to eligible 
participants before their classes. We stopped the data 
collection as soon as we achieved the required sample 
size. 

Sample size estimate

In a pilot study of 20 participants, we obtained 
a difference of social media practice score of 4 points 
between Semesters 1 and 9 medical students with a 
standard deviation of 7.21 and 8.54 respectively. Hence, 
we hypothesise that to detect a difference of 4 points in 
the social media practice score (using the above standard 
deviations), we needed to recruit 59 participants in each 
semester (total sample size was 118).10

Statistical analysis

We analysed the data using IBM SPSS Statistical 
Software version 26. The outcome variable was students’ 
total score on social media practices and individual items 
in Sections 2 and 3 of our questionnaire. We summed 
the 10-item social medial practices to derive a measure 
reflecting the perception of inappropriateness of social 
media practices (lower score reflected more acceptable 
perception). The individual items and total score in the 
social media practices were presented as median with 25th 
and 75th percentile. Comparison of categorical variables 
was assessed using chi-square test, while comparison of 
individual items of Sections 2 and 3, and total score 

of social media practices (since they were ordinal data 
which were not normally distributed) were done using 
Mann-Whitney U test. Statistical significance was set 
at p<0.05. 

Results

Response rate and medical student recruitment

We recruited 118 participants with equal proportion 
of semester 1 and semester 9 medical students from IMU 
accounting for 29.8% of Semester 1 students and 80.8% 
of Semester 9 students as of September 2019. We were 
able to achieve a response rate of 100% without any 
missing data. 

Demographic characteristics and social media 
behaviour

Out of the 118 participants, females contributed 
to 61% which is consistent with the actual gender  
breakdown of IMU medical students. Only two 
respondents (1.7%) admitted to not having a social 
media account. Approximately half (54.2%) of the 
respondents recalled prior instruction about the use 
of social media. Only just over half of the respondents 
(55.1%) reported they were familiar with the IMU Social 
Media Guidelines; this was statistically significantly 
more in Semester 1 students when compared to Semester 
9 students (Table II).



MEDICAL STUDENTS’ PERSPECTIVE ON SOCIAL MEDIA POSTS

32

IEJSME 2021 15 (1): 28-39

Variables
Semester 1

n (%)

Semester 9

n (%)

Total

n (%)
Statistics*

Has a social media account 58 (98.3) 58 (98.3) 118 (98.3)
c2=0
1.00

Received instruction about usage of social 
media

31 (52.5) 33 (55.9) 63 (54.2)
c2=0.137
0.71

Familiar with IMU Social Media 
Guideline

40 (67.8) 25 (42.4) 65 (55.1)
c2=7.707
0.01

Table II: Social media usage and instruction among study participants

*Chi-square test

Association between perception on social media 
practices and semester

The students’ perception on the 10-item social 
media practices were highly skewed in the direction of 
inappropriateness (see Table III, see also Supplementary 

Tables IA and IB in Appendix 1 provide more detail). 
More Semester 1 students regarded these practices as 
inappropriate, this achieved statistical significance for 
eight out of ten items (items 3-10). The median score 
of Semester 1 students was five point lower than that of 
Semester 9 students (Mann-Whitney U test, p<0.01).

Social media practices
Semester 1*

Median (25th, 75th 
percentile) 

Semester 9*
Median (25th, 75th 

percentile)
P value†

Item 1 (Professionalism) 1 (1, 1) 1 (1, 1) 0.61

Item 2 (Professionalism) 1 (1, 1) 1 (1, 2) 0.17

Item 3 (Professionalism) 1 (1, 1) 1 (1, 2) 0.04

Item 4 (Professionalism) 1 (1, 2) 1 (1, 2) 0.02

Item 5 (Professionalism) 2 (1, 3) 3 (2, 3) 0.01

Item 6 (Ethics, privacy) 1 (1, 2) 2 (1, 3) 0.01

Item 7 (Ethics, confidentiality) 1 (1, 2) 2 (1, 3) <0.01

Item 8 (Ethics, confidentiality) 1 (1, 1) 1 (1, 2) <0.01

Items 9 (Professionalism) 2 (1, 3) 3 (2, 3) 0.03

Item 10 (Professionalism) 1 (1, 2) 1 (1, 1) <0.01

Total score, median (25th, 75th percentile) 14 (10, 18) 19 (14, 23) <0.01

* Numbers are based on the five-point Likert scale
 (1=totally inappropriate, 3=neutral, 5=totally appropriate)
† Mann-Whitney U test
#see Appendix 1 for Supplementary Tables IA and IB)

Table III: Students’ perception on the appropriateness of ten social media practices#
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Association between perception on social media 
practices and familiarity with IMU Social Media 
Guidelines 

Students who reported to be more familiar with 
IMU Social Media Guidelines had lower total social 
media practices score than those who reported to be not 

familiar (15 vs 17, Mann-Whitney U test, p=0.03, see 
Table IV). Generally, students who were familiar with 
this guideline found social media practices items to be 
more inappropriate; this difference reached statistical 
significance for five out of ten items (items 2, 3, 5, 6 
and 8).

Perception of students on the future impact of social 
media posts

Most respondents in this study were aware of the 
future impact of social media posts (Table V). In two 
out of five items, Semester 1 students were statistically 
more likely than Semester 9 students to agree about 

potential impact of social media posts (Item 3: Posts on 
social media by medical students or physicians might 
influence the opinion of potential employers; Item 5: I 
think that doctors need to be more concerned about the 
appropriateness of their posts on social media compared 
to other professions.)

Table IV: Familiarity with IMU Social Media Guidelines among students

Social media practices
Familiar

Median (25th, 75th 
percentile) 

Not familiar
Median (25th, 75th 

percentile)
P value*

Item 1 (Professionalism) 1 (1, 1) 1 (1, 1) 0.98

Item 2 (Professionalism) 1 (1, 1) 1 (1, 2) 0.04

Item 3 (Professionalism) 1 (1, 1) 1 (1, 2) 0.04

Item 4 (Professionalism) 1 (1, 2) 1 (1, 2) 0.17

Item 5 (Professionalism) 2 (1, 3) 3 (1, 3) 0.03

Item 6 (Ethics, privacy) 1 (1, 2) 2 (1, 3) 0.05

Item 7 (Ethics, confidentiality) 1 (1, 2) 1 (1, 2) 0.67

Item 8 (Ethics, confidentiality) 1 (1, 1) 1 (1, 2) 0.04

Items 9 (Professionalism) 2 (1, 3) 3 (2, 3) 0.12

Item 10 (Professionalism) 2 (1, 2) 2 (1, 3) 0.24

Total score, median (25th, 75th percentile) 15 (11, 20) 17 (13, 22) 0.03

*Mann-Whitney U test
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Table V: Students’ perception on the future impact of social media posts#

Variables
Semester 1*
Median (25th, 

75th percentile) 

Semester 9*
Median (25th, 

75th percentile)
P value†

Posts on social media might cause potential 
repercussion in your career 4 (4, 5) 4 (4, 5) 0.37

Posts on social media by medical students or physicians 
affect the image of the institutions to which they are 
affiliated 

4 (4, 5) 4 (4, 5) 0.30

Posts on social media by medical students or physicians 
might influence the opinion of potential employers 4 (4, 5) 4 (3, 4) 0.04

I think that medical students need to be more 
concerned about the appropriateness of their posts on 
social media

5 (4, 5) 4 (4, 5) 0.87

I think that doctors need to be more concerned about 
the appropriateness of their posts on social media 
compared to other professions

5 (4, 5) 4 (4, 5) 0.03

* Numbers are based on the five-point Likert scale (1=strongly disagree, 3=neutral, 5=strongly agree)
†Mann-Whitney U test
#see Appendix 1 for Supplementary Tables IIA and IIB)
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Discussions

Social media usage, instruction and familiarity with 
IMU Social Medial Guidelines

Almost all students in our study used social media, 
this is in keeping with data from United States where 
90% of young adults (ages 18 to 29) used social media 
compared to 65% of all adults.11 Although instruction 
regarding social media usage was provided as part of the 
registration package for all students, only approximately 
half of our respondents recalled this instruction and a 
similar proportion was familiar with the IMU Social 
Media Guidelines. It is somewhat expected to find the 
Semester 1 students were more familiar with the IMU 
Social Media Guidelines as they were briefed about this 
more recently.

Perceptions of students on inappropriate social media 
practices

The students participating in our study showed 
a relatively high level of awareness of inappropriate 
social media practices as shown by the median score 
of 16 (score of 10 is the minimum, lower score reflects 
more awareness). In general, greater awareness of 
inappropriate social media practices was found among 
Semester 1 students and students reporting greater 
familiarity with IMU Social Media Guidelines. The 
lower awareness of inappropriate social media practices 
among the Semester 9 students came as a surprise. We 
think this is most likely due to the more recent exposure 
of Semester 1 students to the IMU Social Medial 
Guidelines. However, we cannot discount the possibility 
of senior students becoming somewhat permissive as 
they mature in life. This highlights the need for periodic 
reminder of the potential professional and ethical issues 
relevant to their social media activities.

Several items in the social media practices in which 
less than 80% of Semesters 1 or 9 students regarded as 
somewhat inappropriate may be focus for reminders (see 
Supplementary Tables IA and IB in Appendix 1). Two 
of them deserve special mention: 

Item 5: A doctor participates in a ‘night-out’ with 
his friends. He snaps a picture of his group of friends 
indulging in alcoholic beverages. 

Item 9: A doctor frequently interacts with his patient 
on social media sites

At first glance, the above two practices appear to 
be innocuous. In Item 5, there is a suggestion that the 
friends (presumably medical professional) may be under 
the influence of alcohol, so posting their images may 
be construed as disrespecting their privacy. Guidelines 
from IMU,9 General Medical Council12 and American 
College of Physicians13 all mentioned the importance 
of respecting colleagues and ensuring that students’ 
and doctors’ actions do not jeopardize the trust of the 
community. In Item 9, it is generally regarded to be 
important to maintain a professional relationship with 
our patients. IMU Social Media Guidelines stated: 
“Interactions with patients within these sites are 
strongly discouraged. This provides an opportunity 
for a dual relationship, which can be damaging to the 
doctor-patient relationship, and can also carry legal 
consequences”.9 Guidelines from the General Medical 
Council12 and American College of Physicians13 also 
highlighted the need to maintain boundaries with our 
patients.
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Perception of students regarding future impact of 
social media posts

In general, the respondents in this study were 
aware of the potential future impact of social medial 
posts. Interestingly, we found Semester 1 students 
were somewhat more aware than Semester 9 students 
regarding several items with regards to the future impact 
of social media post. However, we noted two items 
where items where a substantial proportion of students 
have lower than expected agreement.

1. “Posts on social media might cause potential 
repercussion in your career.” Both groups of students 
have less than 80% agreement (agree or strongly 
agree to the statement).

2. “Posts on social media by medical students or 
physicians might influence the opinion of potential 
employers.” Semester 9 students have less than 80% 
agreement (agree or strongly agree to the statement).

Again, the reminder of students regarding the above 
potential future impact of social media posts with regards 
to the above two situations are needed, perhaps using 
actual case studies from the local context where possible.

Study limitations

We wish to highlight several limitations in our 
study. Firstly, our questionnaire has not been formally 
validated prior to the study (although it is reassuring to 
note that Sections 2 and 3 have acceptable reliability 
when assessed using our current survey data). Secondly, 

while the perception of the study participants generally 
showed acceptable awareness of the inappropriate social 
media practices and potential impact of such activities, 
we cannot discount the possibility of social desirability 
bias. Thirdly, our questionnaire measured only opinions 
and may not correlate with their actual social media 
practices, the latter are much more difficult to capture. 
Finally, the respondents were limited to a convenient 
sample of Semesters 1 and 9 students, and therefore, the 
results may not be representative of all IMU medical 
students. 

Conclusion

Semesters 1 and 9 medical students in this study 
showed acceptable level of awareness of inappropriate 
social media practices and know about the future impact 
of these activities. Some gaps in selected items were 
identified, especially among the Semester 9 students. 
Further reminder of the IMU medical students on social 
media as it relates to professionalism and medical ethics 
is warranted.

Acknowledgement

We wish to thank Dr Kyin Win for his guidance in the 
initial phase of this project. This project was approved 
and funded by the Joint Committee of Research and 
Ethics of International Medical University (Project ID 
No: CSc/Sem6(26)2019). We would like to thank all 
respondents for their participation.



MEDICAL STUDENTS’ PERSPECTIVE ON SOCIAL MEDIA POSTS

37

IEJSME 2021 15 (1): 28-39

1. Merriam Webster Online Dictionary. Access 7 Dec 2020. https://
www.merriam-webster.com/

2. Digital 2020: Malaysia. DataReportal – Global Digital Insights. 
Accessed 7 Dec 2020. https://datareportal.com/reports/digital-2020-
malaysia?rq=malaysia

3. Rimmer A. Doctors’ use of Facebook, Twitter, and WhatsApp is the 
focus of 28 GMC investigations. BMJ. 2017 Sep 1;358:j409. 

4. Kitsis E, Milan F, Cohen H, Myers D, Herron P, McEvoy M et al. 
Who’s misbehaving? Perceptions of unprofessional social media use 
by medical students and faculty. BMC Med Educ. 2016;16:67

5. Avcı K, Çelikden SG, Eren S, Aydenizöz D. Assessment of medical 
students’ attitudes on social media use in medicine: a cross-sectional 
study. BMC Med Educ. 2015 1;15:18.

6. Lefebvre C, Mesener J, Stopyra J, et al. Social media in professional 
medicine: new resident perceptions and practices. J Med Internet 
Res. 2016;18:119. 

7. von Muhlen M, Ohno-Machado L. Reviewing social media use by 
clinicians. J Am Med Inform Assoc. 2012;19:777-81. 

8. Chretien KC, Greysen SR, Chretien J, Kind T. Online posting of 
unprofessional content by medical students. JAMA. 2009;302:1309–
15. 

9. Social Media Guidelines for IMU Students. Bukit Jalil: International 
Medical University; 2020. Accessed 8 Jan 2020. http://imu.edu.my/
imu/wp-content/uploads/Social-Media-Guidelines-Students.pdf

10. Dean AG, Sullivan KM, Soe MM. OpenEpi: Open Source 
Epidemiologic Statistics for Public Health, Version. www.OpenEpi.
com, updated 2013/04/06, accessed 2020/12/08. 

11. Perrin A. Social Media Usage: 2005-2015. United States: Pew 
Research Center; October 2015. Accessed 8 Dec 2020. 

12. General Medical Council. Doctors’ Use of Social Media. London: 
General Medical Council; 2013

13. Farnan JM, Snyder Sulmasy L, Worster BK, et al. Online medical 
professionalism: patient and public relationships: policy statement 
from the American College of Physicians and the Federation of 
State Medical Boards. Ann Intern Med. 2013;158:620-7. doi: 
10.7326/0003-4819-158-8-201304160-00100.

REFERENCES



MEDICAL STUDENTS’ PERSPECTIVE ON SOCIAL MEDIA POSTS

38

IEJSME 2021 15 (1): 28-39

Items
Totally 

inappropriate  
n (%)

Inappropriate

n (%)

Neutral

n (%)

Appropriate

n (%)

Totally 
inappropriate  

n (%)

Median (25th, 75th 
percentile)

Item 1 51 (86.4) 5 (8.5) 2 (3.4) 1 (1.7) 0 (0) 1 (1, 1)

Item 2 45 (76.3) 10 (16.9) 2 (3.4) 2 (3.4) 0 (0) 1 (1, 1)

Item 3 53 (89.8) 2 (3.4) 4 (6.8) 0 (0) 0 (0) 1 (1, 1)

Item 4 41 (69.5) 14 (23.7) 2 (3.4) 2 (3.4) 0 (0) 1 (1, 2)

Item 5 26 (44.1) 11 (18.6) 19 (32.2) 1 (1.7) 2 (3.4) 2 (1, 3)

Item 6 35 (59.3) 15 (25.4) 8 (13.6) 1 (1.7) 0 (0) 1 (1, 2)

Item 7 43 (72.9) 10 (16.9) 5 (8.5) 1 (1.7) 0 (0) 1 (1, 2)

Item 8 52 (88.1) 7 (11.9) 0 (0) 0 (0) 0 (0) 1 (1, 1)

Items 9 22 (37.3) 13 (22.0) 15 (25.4) 7 (11.9) 2 (3.4) 2 (1, 3)

Item 10 39 (66.1) 13 (22.0) 6 (10.2) 1 (1.7) 0 (0) 1 (1, 2)

Items
Totally 

inappropriate  
n (%)

Inappropriate

n (%)

Neutral

n (%)

Appropriate

n (%)

Totally 
inappropriate  

n (%)

Median (25th, 75th 
percentile)

Item 1 49 (83.1) 6 (10.2) 3 (5.1) 1 (1.7) 0 (0) 1 (1, 1)

Item 2 39 (66.1) 10 (16.9) 8 (13.6) 2 (3.4) 0 (0) 1 (1, 2)

Item 3 44 (74.6) 8 (13.6) 6 (10.2) 1 (1.7) 0 (0) 1 (1, 2)

Item 4 30 (50.8) 15 (25.4) 12 (20.3) 1 (1.7) 1 (1.7) 1 (1, 2)

Item 5 14 (23.7) 11 (18.6) 23 (39.0) 10 (16.9) 1 (1.7) 3 (2, 3)

Item 6 22 (37.3) 15 (25.4) 20 (33.9) 2 (3.4) 0 (0) 2 (1, 3)

Item 7 25 (42.4) 18 (30.5) 10 (16.9) 6 (10.2) 0 (0) 2 (1, 3)

Item 8 34 (57.6) 20 (33.9) 5 (8.5) 0 (0) 0 (0) 1 (1, 2)

Items 9 9 (15.3) 13 (22.0) 29 (49.2) 7 (11.9) 1 (1.7) 3 (2, 3)

Item 10 12 (20.3) 19 (32.2) 21 (35.6) 4 (6.8) 3 (5.1) 2 (2, 3)

Supplementary Table IA:
Semester 1 students’ perception on the appropriateness of ten social media practices

Supplementary Table IB:
Semester 9 students’ perception on the appropriateness of ten social media practices

Supplementary Tables IA and IB

Appendix 1
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1. Posts on social media might cause potential repercussion in your career

2. Posts on social media by medical students or physicians affect the image of the institutions to which they are 
affiliated 

3. Posts on social media by medical students or physicians might influence the opinion of potential employers 

4. I think that medical students need to be more concerned about the appropriateness of their posts on social media

5. I think that doctors need to be more concerned about the appropriateness of their posts on social media compared 
to other professions

Supplementary Tables IIA and IIB
Items in the questionnaire:

Items
Strongly 
disagree 
n (%)

Disagree
n (%)

Neutral
n (%)

Agree
n (%)

Strongly agree  
n (%)

Median (25th, 75th 
percentile)

Item 1 0 (0) 1 (1.7) 11 (18.6) 27 (45.8) 20 (33.9) 4 (4, 5)

Item 2 0 (0) 0 (0) 9 (15.3) 33 (55.9) 17 (28.8) 4 (4, 5)

Item 3 0 (0) 2 (3.4) 8 (13.6) 29 (49.2) 20 (33.9) 4 (4, 5)

Item 4 0 (0) 1 (1.7) 8 (13.6) 20 (33.9) 30 (50.8) 5 (4, 5)

Item 5 1 (1.7) 0 (0) 6 (10.2) 20 (33.9) 32 (54.2) 5 (4, 5)

Items
Strongly 
disagree 
n (%)

Disagree
n (%)

Neutral
n (%)

Agree
n (%)

Strongly agree  
n (%)

Median (25th, 75th 
percentile)

Item 1 1 (1.7) 3 (5.1) 9 (15.3) 31 (52.5) 15 (25.4) 4 (4, 5)

Item 2 2 (3.4) 3 (5.1) 3 (5.1) 27 (45.8) 24 (40.7) 4 (4, 5)

Item 3 2 (3.4) 5 (8.5) 11 (18.6) 28 (47.5) 13 (22.0) 4 (3, 4)

Item 4 0 (0) 0 (0) 6 (10.2) 26 (44.1) 27 (45.8) 4 (4, 5)

Item 5 1 (1.7) 1 (1.7) 9 (15.9) 28 (47.5) 20 (33.9) 4 (4, 5)

Supplementary Table IIA:
Semester 1 students’ perception on the future impact of social media posts

Supplementary Table IIB:
Semester 9 students’ perception on the future impact of social media posts
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Transiliac interpedicular screw rod with sacroiliac joint cannulated screw fixation: 
A treatment option for sacroiliac joint dysfunction
Jing Hern Khoo, Yin Teng Ng, Kamarul Izham Kamarudin, Leong Jiahour, Ahmad Fauzey Kassim

Running title: TRANSOLIAC INTERPEDICULAR SCREW ROD FOR
 SACROILIAC JOINT DYSFUNCTION

Abstract

Sacroiliac joint (SIJ) dysfunction refers to the aberrant 
position or movement of SIJ structures that may cause 
low back pain. We report a case of right SIJ dysfunction, 
which was successfully managed by SIJ cannulated screw 
fixation and transiliac interpedicular screw and rod. 

A 30-year-old female was involved in a motor vehicle 
accident and sustained anterior column of the right 
acetabulum fracture, right inferior pubic ramus fracture 
along with right SIJ diasthesis. She presented to us with 
right hip and lower back pain which led to a clinical 
diagnosis of right SIJ dysfunction. She underwent 
right SIJ cannulated screw fixation and transiliac 
interpedicular rod. Post-operatively, she was able 
to ambulate better with improving pain score upon 
subsequent follow-up visits. 

Although transiliac interpedicular rod and sacroiliac 
joint screw fixation have been utilized in cases of unstable 
pelvic injury, literatures of applying this method of 
fixation to manage SIJ dysfunction are still limited. This 
case therefore illustrates the potential of said fixation as 
a method of providing additional stability in cases of SIJ 
dysfunction.

Keywords: Sacroiliac joint, pain, dysfunction, transiliac 
interpedicular screw and rod, stability

Introduction

      The sacroiliac joint (SIJ) is a common cause 
of low back pain. SIJ dysfunction refers to the aberrant 
position or movement of SIJ structures that may cause 
low back pain.1 Due to the complex anatomy and joint 
biomechanics, diagnosis and treatment of SIJ dysfunction 
has always been a challenge. Conservative management 
of SI joint dysfunction includes activity modification, 

physical therapy, manipulation, modalities, orthosis and 
analgesia, while injections, radiofrequency procedures 
and surgery are the usual interventional management.

   Injury to the ligaments that hold the SIJ in proper 
support is thought to be caused by a torsion or high 
impact injury (such as an automobile accident) or a 
hard fall, resulting in the hypermobility. While some 
manage with nonsurgical treatments, others have 
found that the only method to relieve pain was through 
surgery. We report a case of right SIJ dysfunction, which 
was successfully managed by sacroiliac joint cannulated 
screw fixation and transiliac interpedicular screw and 
rod.

Case Report

A 30-year-old female was involved in a motor vehicle 
accident in May 2018 and sustained anterior column 
of right acetabulum fracture, right inferior pubic ramus 
fracture along with right SIJ diasthesis. Post-trauma CT 
Pelvis performed showed undisplaced T type fracture 
of right acetabulum with right sacral alar fracture. She 
was initially managed conservatively with lower limb 
physiotherapy and analgesic medication. She presented 
to us 1 year and 7 months later post trauma with the 
chief complaint of right hip and right lower back pain 
since trauma despite X-ray showing united fracture sites. 
She had pain during walking which was exaggerated by 
climbing upstairs due to progressive nutation of her 
sacrum when she bends forward. Physical activities were 
limited with ambulation requiring walking aid. The SIJ 
pain had affected her quality of life and sleep. Clinical 
examination revealed tenderness over the right sacral 
area, right greater trochanteric and anterior right bikini 
line, along with positive Fadir and Faber test led to a 
clinical diagnosis of right sacroiliac joint dysfunction. 
She then underwent sacroiliac joint cannulated screw 
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fixation and transiliac interpedicular screw with rod to 
achieve right sacroiliac joint stability. Intraoperative 
and postoperative imaging were shown in Figures 1b 
and 1c respectively. Post operatively, she was on strict 
non weight bearing for 6 weeks, which was followed by 
regular physiotherapy for ambulation, lower limb range 
of motion and water exercise. Till date, she has been on 
regular follow up in the advanced trauma clinic for 1 
year and 6 months. She was able to ambulate without 
walking aid, and pain score has improved with improved 
quality of life.

Discussion

In our case, the right SI joint diasthesis occurred due 
to the disruption to the ligamentous support during 
the motor vehicle accident, leading to right SI joint 
hypermobility. She was treated conservatively initially, 
which led to the diasthesis being neglected. The clinical 
diagnosis was also supported by radiological finding 
as seen in Figure 1a which noted degenerative-like 
changes of her right SIJ such as hypersclerotic changes 
around the edges of the joint. As she walked, the right 
hemipelvis moved with slight rotation in addition to 
nutation of the sacrum which in turn exaggerated the 
joint friction and brought about pain.

SI joint dysfunction can be managed conservatively or 
with intervention. A study by Waisbrod et al. showed 
70% success rate with SIJ arthrodesis among 22 patients 
with overt degenerative SIJ disease.2

Guemues et al. reported a method for percutaneous 
sacroplasty which introduced bone needle into the S1 
vertebral body through the interpedicular approach 
as the treatment for sacral vertebral body pathologic 

fractures.3  SIJ pain was also shown to have disease 
burden of at least as high as that associated with other 
musculoskeletal conditions often treated surgically 
like hip osteoarthritis, degenerative spondylolisthesis 
or spinal stenosis. For unstable pelvic ring fractures 
with type B or C1 fractures (based on the AO/ATO 
classification system), Toda et al. developed a minimally 
invasive fixation using a spinal implant that features 
a surgical transiliac rod and screw fixation (TIF) 
procedure.4 A similar technique utilising pediculoiliac 
screw fixation for 2 patients with sacroiliac joint 
disruptions and zone I sacrum too showed maintained 
fracture fragment reduction after reviewed on follow up 
2 years post-operatively.5

However, there is still no report published regarding the 
use of such a method in the management of SI joint 
dysfunction. In our case of right SI joint dysfunction 
with C1 Tiles classification, there were both vertical and 
rotational instability. Figures 2a to 2e show the operative 
steps where the right sacroiliac screw fused the joint and 
limit its anterior posterior as well as vertical movement 
of right hemipelvis while the transiliac pedicle limits 
the rotation movement of right hemipelvis. As such, 
our method provided antero-posterior, vertical and 
rotational stability. Nutational stability was achieved.

Conclusion

Although transiliac interpedicular rod and sacroiliac 
joint screw fixation has been utilized in cases of unstable 
pelvic injury, literature on applying this method of 
fixation to manage SIJ dysfunction are still limited. This 
case therefore illustrates the potential of the said fixation 
as a method for providing antero-posterior, vertical and 
rotational stability in cases of SIJ dysfunction. 

1. Laslett M. Evidence-based diagnosis and treatment of the painful 
sacroiliac joint. J Man Manip Ther. 2008;16(3): 142-52.
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Figure 1a
Pre-operative X-ray shows right 

sacroiliac joint diasthesis 

Figure 1b
Intra-operative radiology 

imaging shows fixation with 
transiliac interpedicular rod 

screw and right sacroiliac joint 
screw fixation 

Figure 1c
Post-operative X-ray shows 

fixation with transiliac 
interpedicular rod screw and 
right sacroiliac joint screw 

fixation

Figure 2a : Incision made over right posterior superior iliac spine (PSIS) after right SIJ screw insertion

Figure 2b : Transiliac rod spanning incision wounds over right and left PSIS with depth gauge to determine left  
  pedicle screw length 

Figure 2c : Depth gauge to determine right pedicle screw length

Figure 2d : Right pedicle screw inserted 

Figure 2e : Wound condition post-interpedicular screws which is not prominent
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