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1.0 Introduction: 
 

1.1 Galway Roscommon Mental Health Services aims to reduce restrictive 
practices in line with Sharing the Vision (2020) Recommendation 92. 
However “while a zero restraint and seclusion service may not always 
be achievable, due to safety requirements of service users and staff, 
there are examples where major reductions in the use of restraint are 
working effectively” (Sharing the Vision (2020) p. 122). 
 

1.2 Physical restraint is  only used in rare and exceptional circumstances 
as an emergency measure for the management of an individual’s 
unsafe behaviour due to the: 

a) Potential physical and psychological injury to the individual or 
staff, 

b) Risks associated with physical restraint, 
c) Potential damage to the therapeutic relationship between 

individuals and staff, 
d) Risks of infringing the Human Rights of an individual, their 

dignity and autonomy,  
e) Potential for Trauma and re-traumatising  the individual (Cusack 

et al, 2018). 
  

1.3 The purposes of physical restraint are: 
a) To take immediate control of a dangerous situation; 
b) To contain or limit the patient’s freedom for no longer than is 

necessary; 
c) To end or reduce significantly the danger to the patient or others. 

 
   1.2   The most common reasons for the use of physical restraint are: 

a)  Physical assault; 
b)  Dangerous threatening or destructive behaviour; 
c)  Self-harm or risk of physical injury by accident; 
d) Extreme and prolonged over-activity likely to lead to physical 

exhaustion. 
 

   1.3   The basic considerations which should underline any methods aimed at 
reducing and eliminating unacceptable behaviour should take account 
of: 

a)  The need for individual care planning; 
b)  Risk assessment; 
c)  The physical condition of the patient; 
d)  Patients communication needs or difficulties, 
e)  The physical environment of the ward or unit; 
f)  The need to maintain adequate staffing levels. 

 
1.4 Physical restraint may also be necessary to administer an injection or 

take bloods from an involuntary detained patient as part of their 
treatment under the relevant admission or renewal order (see High 
Court Decision MX V’s HSE 2011 & 2012). 
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1.5 Where violent/aggressive incident occurs the overall aim is to deescalate 

the incident in the first instance and where possible use alternatives to 
Physical restraint.  

 
1.6 The management of aggression and violence centres around:  

a) Staff training. 
b) Early identification and management of antecedents and/or trigger 

factors. 
c) De-escalation where possible. 
d) Consideration of alternatives to physical restraint. 
e) Assessment of Risk. 
f) Protection of the patient, other patients/persons and staff. 
g) Review of the episode of physical restraint. 
h) Debriefing of staff following an episode of physical restrain. 
i) Amending the individuals recovery care plan to address 

antecedent/trigger factors.  
 

1.7 Galway Roscommon Mental Health Services have introduced a Physical 
Restraint Care Pathway and associated review sticker as a quality 
initiative.  
 

2.0 Policy Statement: 
 

2.1 It is the policy of the Galway/Roscommon Mental Health Service that 
where physical restraint of patients is required, it is effected in strict 
conformity with the terms of the Mental Health Act 2001 and the Code 
of Practice on the use of Physical Restraint in Approved Centres 
(Mental Health Commission, 2022). 

 
2.2 This policy aims to direct staff to formalise good practice in physical 

restraint procedures in Galway/Roscommon Mental Health Services in 
accordance with the terms of the Mental Health Act 2001 and the code 
of practice on the use of Physical Restraint in Approved Centres 
(Mental Health Commission, 2022). 

 
2.3 In exceptional circumstances where there is a risk to the patient, other 

persons or staff the physical restraint of a patient may be required 
outside of the approved centre e.g. where a patient is attending a day 
centre, day hospital or other mental health facility. In such 
circumstances the physical restraint is not covered by the code of 
practice on physical restraint but staff should use the principals and 
standards outlined in the code and this policy when using physical 
restraint.  

 
2.4 This policy aims to ensure that where patients are physically restrained 

the: 
 

a) dignity and safety of the individual is paramount, 
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b) individual is communicated with in an open, transparent and 
empathic manner where staff demonstrate compassion and care 
at all stages of the procedure.  

   
3.0 Legislation/Other Related Policies: 

 
3.1 Mental Health Act 2001 (as amended). 
 
3.2 Statutory Instrument No. 551 of 2006: Mental Health Act 2001 

(Approved Centres) Regulations 2006. 
 

3.3 Code of Practice on the use of Physical Restraint in Approved Centres 
(Mental Health Commission 2022). 

 
3.4 Code of Practice Relating to the Admission of Children Under the 

Mental Health Act 2001 (2006) and the Addendum to the Code of 
Practice Relating to the Admission of Children Under the Mental 
Health Act 2001 (July 2009). 

 
3.5 Rules Governing the use of Seclusion (Mental Health Commission 

2009)  
 

3.6 EXT-GRMHS-HSE-22 HSE Policy on the Prevention and Management 
of Work Related Aggression and Violence 2018. 
 

3.7 EXT-GRMHS-HSE-29 Linking Service and Safety: Strategy for 
management of work related violence and aggression 2008. 
 

3.8 PPG-GRMHS-CLN-14 Health and Safety (Patients, Staff & Visitors). 
 

3.9 PPG-GRMHS-CLN-17 Risk Management incorporating Death 
Notification and Incident reporting. 

 
3.10 PPG-GRMHS-CLN-21 Seclusion Policy. 

 
3.11 PPG-GRMHS-CLN-27 Admission of a Child (including Family 

Liaison). 
 

3.12 PPG-GRMHS-CLN-28 One-to-one supervision of a child. 
 

3.13 PPG-GRMHS-CLN-59 Protocol for staff safety in the management of 
violence and aggression. 
 

3.14 Galway/Roscommon Physical Restraint Pathway. 
 

3.15 Galway/Roscommon Seclusion Pathway. 
 
4.0 Scope of the Policy: 
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4.1   This policy applies to all staff (and students under the supervision of 
qualified staff, where applicable) working in Galway/Roscommon 
Mental Health Services who have been trained to physically restrain 
a patient. 

 
4.2 Physical restraint is conducted as an emergency measure, in a 

professional manner by staff and within a legal and ethical 
framework to protect the human rights, privacy, dignity and 
autonomy of the person being restrained.  
 

4.3 This policy is applicable to both detained (including a child under a 
section 25 order) and voluntary patients. 
 

4.4 In as far as reasonably practicable, the person who is being 
restrained should be included in all decisions being made. This 
includes their views and preferences. 

 
4.5 This policy should be read in conjunction with the Mental Health Act 

2001 (as amended) and the Code of Practice on the use of Physical 
Restraint (Mental Health Commission, 2022). 

 
4.6 The policy is not intended to substitute for any of the documents in 

section 3.0, and therefore should be read in conjunction with them. 
 

4.7 This policy should be reviewed annually or as a result of any changes 
to relevant legislation or identification of areas for improvement as 
a result of the learning accrued from practice, including any 
incidents or near misses or on the recommendations of the inspector 
of mental health services or other regulators. 

 
4.8 In this policy the term patient covers both voluntary and 

involuntary patients. Where sections specifically relate to 
patients detained under the MHA 2001 the term involuntary 
patient is used. 

 
5.0 Definitions: 
 

5.1 An Involuntary Admission is defined as the admission of a person 
to an approved centre under an admission order or a renewal order 
and who meets the criteria for mental disorder as defined in the 
Mental Health Act 2001 (as amended). 

 
5.2 Approved Centre: a hospital or in-patient facility for the care and 

treatment of persons suffering from mental illness or mental 
disorder, which is registered on the Register of Approved Centres 
in accordance with Section 63 of the Mental Health Act 2001 (as 
amended). 
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5.3 Child means a person under the age of 18 years other than a person 
who is or has been married. 

 
5.4 Episode of Physical Restraint: Means the time physical restraint 

commences to the time physical restraint is ended.  
 

5.5 Involuntary patient: Means a patient detained under the Mental 
Health Act 2001 (as amended). 

  
5.6 Order for Physical Restraint: Clinical practice form (Appendix 1) 

completed by the senior nurse or registered medical practitioner 
initiating and ordering an episode of physical restraint. This order 
lasts for a maximum period of 10 minutes and then if required must 
be renewed by a renewal order by the senior nurse or registered 
medical practitioner. All sections of the form must be completed 
within the required timeframes: 

 
a) initiating and ordering-completed no later than 3 hours after 

the conclusion of the episode of physical restraint. 
b) Medical examination-within 2 hours of the commencement of 

the restraint episode. 
c) Consultant Psychiatrist/Duty Consultant Psychiatrist: within 

24 hours.  
 

5.7 Person/Individual/Patient: A person receiving care and treatment in 
an approved centre. 

 
5.8 Period of Physical Restraint: the length of time an individual order 

for physical restraint lasts, which cannot exceed 10 minutes. 
 

5.9 Physical Restraint: The use of physical force by one or more persons 
for the purposes of preventing the free movement of a patient’s 
body when he or she poses an immediate threat of serious harm to 
self or others (Mental Health Commission, 2022). 

 
5.10 Registered Proprietor: The person whose name is entered in the 

register as the person carrying on the centre (Section 62, Mental 
Health Act, 2001 (as amended)). 

 
5.11 Renewal order: In rare and exceptional cases where the episode of 

physical restraint is required to be extended beyond the a 10 minute 
period,  a new clinical practice form indicating Renewal order 
(Appendix 1, section 8 “Physical restraint order type”) must be 
completed by the most senior registered nurse of the ward or the 
registered medical practitioner to extend the episode of physical 
restraint to a further maximum period of 10 minutes from the time 
of the ending of the initial order.  A further renewal order may be 
made for a further period of 10 minutes, after which the episode of 
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physical restraint must end i.e. an episode of physical restraint 
cannot exceed 30 minutes in total. 

 
5.12 Representative: An individual chosen by the person who is being 

cared for (e.g. friend, family member, advocate) or a legal 
professional appointed by the person, statutory organisation or 
court to represent the person. 

 
5.13 Trauma: physical injury, or lasting emotional response that often 

results from living through a distressing event. Experiencing a 
traumatic event can harm a persons’ sense of safety, sense of self 
and ability to regulate emotions and navigate relationships. 

 
5.14 Trauma-informed care: “..an approach which acknowledges that 

many people who experience mental health difficulties may have 
experienced some form of trauma in their life. A trauma-informed 
approach seeks to resist traumatising or re-traumatising persons 
using mental health services and staff (Mental Health Commission, 
2022). 

 
5.15 Treatment: in relation to a detained patient includes the 

administration of physical, psychological and other remedies 
relating to the care and rehabilitation of a patient under medical 
supervision, intended for the purposes of ameliorating a mental 
disorder. 

 
5.16 (Work Related) Violence: “Any incident where staff are abused, 

threatened, or assaulted in circumstances related to their work, 
involving an explicit or implicit challenge to their safety, wellbeing 
or health” (Linking Service with Safety Together creating safer 
places of service, 2008). 

 
6.0 Responsibilities: 

   6.1 Organisational: 
 

6.1.1 The Registered Proprietor is responsible for: 
a) Ensuring that the resources required are allocated to 

Galway/Roscommon Mental Health Services to comply with the 
Mental Health Act 2001 (as amended) and the Code of Practice on 
the use of Physical Restraint (Mental Health Commission, 2022) and 
HSE policies on the management of violence and aggression (2018).  

b) Notifying the Mental Health Commission of the start time and date 
and the end time and date of each episode of physical restraint. 

c) Ensuring that a restrictive practice reduction policy is published on 
their website. 

d) Appointing a named senior nurse manager responsible for the 
reduction of physical restraint in the approved centre. 
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e) Ensuring a report on the use of physical restraint is compiled and 
published on their website, within 6 months to the end of the 
calendar year and ensuring it is available to the public on request. 

f) Ensuring that their nominee has established a review and oversight 
committee to analyse in detail each episode of physical restraint.  

g) Ensuring that each episode of physical restraint is in compliance with 
the Code of Practice on the use of physical restraint (mental Health 
Commission 2022). 

h) Having overall accountability for the use of physical restraint in the 
Approved Centre. 

i) Having overall accountability for the restrictive practice reduction policy. 

6.2 Senior Manager: (Nominated by the registered proprietor) 
 
6.2.1 It is the responsibility of the nominated senior manager for 

reducing the use of physical restraint in the approved centre. 

6.3 Management: 
 
6.3.1 It is the responsibility of line managers to ensure all their staff 

are aware of and adhere to this policy. 
 

6.3.2 It is the responsibility of line managers to ensure their staff have 
the appropriate training on the management of violence and 
aggression commensurate with their role. 

 
6.3.3 Line managers should maintain records of staff attendance at the 

management of violence and aggression training including when 
updates are due. 

 
6.3.4 Line managers must ensure that staff are released to attend 

training programmes as required. 
 
6.3.5 Line managers should make staff aware of the risk register and 

the safety alarm system provided for the management of 
aggression and violence. 

 
6.3.6  It is the responsibility of senior management to support in as far 

as reasonably practicable the implementation of a restrictive 
practice reduction strategy and to promote alternatives to 
restrictive practices where safe to do so. 

6.4 Registered Medical Practitioner: 
 

6.4.1 It is the responsibility of the registered medical practitioner 
initiating physical restraint to: 

a) Ensure the episode of physical restraint is in compliance 
with the Mental Health Commission Code of Practice on 
the use of Physical Restraint (2022). 

b) Initiate and order the use of physical restraint, 
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c) Inform the patient of their rights, presented in accessible 
and format,  

d) Notify the consultant psychiatrist responsible for the care 
and treatment of the person or the duty consultant 
psychiatrist of the physical restraint of the individual as 
soon as practicable, and record this in the patients clinical 
file, 

e) As soon as practicable and no later than 2 hours after the 
commencement of the episode of physical restraint 
complete a medical examination of the patient and record 
this in the patient’s clinical file, 

f) Complete the Clinical Practice form within 3 hours of the 
commencement of the episode of physical restraint, 

g) In rear and exceptional circumstances where a period of 
physical restraint needs to be extended, renew an order 
for physical restraint up to a maximum of 30 minutes in 
total i.e. 3 x 10 minutes. 

h) End the episode of physical restraint as soon as it is safe 
to do so, 

i) Record the episode of physical restraint and all reviews in 
the persons clinical file, 

j) Participate in a debriefing with the patient within two 
working days, 

k) Participate in a Multi-disciplinary review of the episode of 
physical restraint within 5 working days after the episode 
of restraint, 

l) Participate in the approved centre review and oversight 
group with a view of reducing the use of restrictive 
practices.  
 

6.4.2 Where physical restraint is not initiated by a registered medical 
practitioner it is their responsibility to: 

a) As soon as practicable and no later than 2 hours after the 
commencement of the episode of physical restraint 
complete a medical examination of the patient and record 
this in the patient’s clinical file, 

b) Complete the relevant section of the clinical practice form,  
c) Ensure that the consultant psychiatrist responsible for the 

care and treatment of the person or the duty consultant 
psychiatrist is aware of the physical restraint of the 
individual. 

6.5 Senior Registered Nurse:  
 

6.5.1 The most senior registered nurse on duty in the ward where the 
physical restraint is initiated is responsible for: 

a) Ensure the episode of physical restraint is in compliance 
with the Mental Health Commission Code of Practice on 
the use of Physical Restraint (2022), 

b) Initiate and order the use of physical restraint, 



Physical Restraint    V18                              11                          

This is a controlled document that is designed for online viewing.  Printed copies, although permitted, are deemed 
Uncontrolled from 23:59 hours on 27/06/2024. Please discard of this printed document after this date. 

11 
 

c) Inform the patient of their rights, presented in accessible 
and format,  

d) Notify the consultant psychiatrist responsible for the care 
and treatment of the person or the duty consultant 
psychiatrist of the physical restraint of the individual as 
soon as practicable, and record this in the patients clinical 
file, 

e) Ensure that as soon as practicable and no later than 2 
hours after the commencement of the episode of physical 
restraint a medical examination of the patient is 
completed, 

f) Complete the Clinical Practice form within 3 hours of the 
commencement of the episode of physical restraint, 

g) In rear and exceptional circumstances where a period of 
physical restraint needs to be extended, renew an order 
for physical restraint up to a maximum of 30 minutes in 
total i.e. 3 x 10 minutes. 

h) End the episode of physical restraint as soon as it is safe 
to do so, 

i) Record the episode of physical restraint and all reviews in 
the persons clinical file, 

j) Participate in a debriefing with the patient within two 
working days, 

k) Participate in a Multi-disciplinary review of the episode of 
physical restraint within 5 working days after the episode 
of restraint, 

l) Participate in the approved centre review and oversight 
group with a view of reducing the use of restrictive 
practices.  

6.6 Multidisciplinary Oversight Committee 
6.6.1 Members of the review and oversight committee are responsible 

for: 
a) Reviewing all episodes of restrictive practices, 
b) Ensuring compliance with the code of practice on the use 

of physical restraint (Mental Health Commission, 2022) 
and the approved centres policies,  

c) Quality assurance and learning areas of improvement 
from the use of episodes of physical restraint, 

d) Reporting to the registered proprietor.  

6.7 Staff: 
 

6.7.1 It is the responsibility of the Clinical Nurse Manager to ensure that 
all staff are familiar with and implement this policy. 

 
6.7.2 It is the responsibility of the treating team to ensure that the clinical 

practice form for physical restraint is completed in full and within 
the required timelines (Appendix 1) and filed in the patient’s clinical 
file. 
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6.7.3 It is the responsibility of the treating team/duty doctor to ensure 

that a medical examination of the person is conducted no later than  
2 hours after the start of the episode of physical restraint. 

 
6.7.4 It is the responsibility of all staff using physical restraint to ensure 

they are trained in its use and update their training as required. 
Including the location and use of safety alarms. 

 
6.7.5 It is the responsibility of all staff using physical restraint to be aware 

of the patients risk assessment and care/treatment plan. 
 
6.7.6 It is the responsibility of all staff restraining a patient to avoid: 

a) Neck Holds 
b) The application of heavy weight to the patient’s chest or back. 
c) To complete the physical restraint clinical practice form within 

the required timeframe. 
 

6.7.7 It is the responsibility of each member of staff to ensure they 
have signed (or acknowledged on Q-Pulse) that they have 
read and understood this policy. 

 
7.0 Principals Underpinning Physical Restraint: 
 
  7.1    Physical restraint should be used in rare and exceptional circumstances 

and only in the best interests of the patient when he or she poses an 
immediate threat of serious harm to self or others. It is an emergency 
measure used to manage a person’s unsafe behaviour. 

 
 7.2   Physical restraint should only be used after all alternative interventions 

to manage the patient’s unsafe behaviour have been considered. This 
may include de-escalation and talk down techniques. 

 
 7.3     The use of physical restraint is not prolonged beyond the period that is 

strictly necessary to prevent immediate and serious harm to the patient 
or others. 

 
 7.4    The use of physical restraint should be proportional and minimal force 

should be applied. 
 
 7.6     Physical restraint is used in a professional manner and is based within 

an ethical and legal framework, to protect as far as reasonable possible 
the dignity, privacy, autonomy and human rights of the person being 
physically restrained. 

 
 7.7     Physical restraint is used in settings where the safety of patients, staff                 

and visitors is regarded as being essential and equal. 
 



Physical Restraint    V18                              13                          

This is a controlled document that is designed for online viewing.  Printed copies, although permitted, are deemed 
Uncontrolled from 23:59 hours on 27/06/2024. Please discard of this printed document after this date. 

13 
 

             7.8     Use of physical restraint is based on a risk assessment (Appendix 2) (to 
include assessment of the patient’s physical condition e.g. elderly 
patients, patients with cardiac conditions). The Risk assessment record 
is completed after the episode of physical restraint. 

 
7.9 The use of physical restraint is based on best available evidence and 

contemporary practice, by trained staff who work closely together as a 
team to manage the episode of physical restraint safely and in compliance 
with the Mental Health Commission code of practice on the use of physical 
restraint (2022) and best practice in the use of physical restraint. 

 
7.10 The three person restraint team should be aware of the patients care and 

treatment plan, advanced directives and/or injuries/vulnerabilities which 
may contraindicate the use of certain restraint holds or techniques.  
 

7.11 During the period of physical restraint staff should continue to 
communicate with the patient aiming to end the episode of physical 
restraint. Communication must be open honest, empathic, compassionate 
and caring.  
 

7.12 Cultural awareness and gender sensitivity are demonstrated when   
considering the use of and when using physical restraint. Where a female 
is being restrained and where practical there should be a female member 
of staff present. 
 

7.13 A trauma-informed care approach should be utilised in the use of any 
restrictive practice. Patients may have experienced trauma in the past 
and therefore may not be able to regulate their emotional response or 
behaviours. The resulting impairment in mood and behaviour regulation 
leads to subsequent maturational difficulties, such as an inability to 
establish effective interpersonal relationships, regulate emotions, and 
learn from own and others’ experiences (Schore,  2003).  
 

7.14 Staff may not be aware of previous trauma in a patient’s life but should 
assume trauma and/or abuse may have been experienced by the patient. 

 
7.15 For some patients (especially children) physical restraint or certain types 

of holds may negatively reconnect them to prior abusive experiences and 
trauma associated with it. This information if known should inform the 
management of physical restraint episode. If highlighted as a result of an 
episode of physical restraint it should inform the management of future 
episodes of physical restraint. 
 

7.16 The patient’s physical condition should be considered before initiating 
physical restraint. 
 

7.17 An order for a period of physical restraint may only last for 10 minutes. 
If required the order must then be renewed. Each period is for a maximum 
of 10 minutes to a maximum of 30 minutes after which the episode of 
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physical restraint must end. A clinical practice form must be completed 
for each period of physical restraint. 
 

7.18 Each episode of physical restraint should be reviewed within two working 
days (excluding bank holidays and weekends) (see 18.0).  

 
8.0 Steps/considerations to prevent the use of Physical Restraint: 

 
8.1 Continuous unobtrusive observations and early interventions by staff to 

meet the needs of patients will assist in the prevention of aggressive 
outbursts.  
 

8.2 Preventative and de-escalation measures must be initiated as the first 
means of avoiding violence and aggression. 

 
8.3 Patients with a history of violence and aggression should have a risk 

assessment and a relevant care/treatment plan drawn up by their 
named nurse, in collaboration with the treating consultant and the 
Multidisciplinary Team and if possible, the patient themselves.  

 
8.4 The findings of any risk assessment should be considered e.g. to identify 

and avoid any trigger that could lead to violent behaviour. 
 

8.5 Completion of An Adult Sensory Profile and sensory plan (sensory 
modulation interventions) may assist the patient in identifying 
antecedents to aggressive behaviours and identify self-calming 
strategies to avoid aggressive behaviours.   

 
8.6 The patient should be asked to highlight in the care/treatment plan 

antecedents to behaviour that may have led to their restraint in the 
past. They may also at this point indicate restraint techniques/holds that 
may cause them distress due to a past history of abuse (see 7.11).  

 
8.7 Allow/encourage the patient to ventilate their anger verbally rather than 

physically. 
 

8.8 Consider the relocation to a low stimulus or quieter environment. 
 
8.9 The emphasis on the use of physical restraint as a last resort. 
 
8.10  The individual should be asked to stop his/her behaviour. 
 
8.11 Steps should be taken to avoid the need for restraint, through dialogue, 

negotiation, diversion or compromise. Do not allow the patient to be 
backed into a psychological corner. (The patient’s dignity and respect 
must be maintained at all times). 

 
8.12 Failing to secure a patient’s compliance with one form of intervention is 

not the automatic signal for a more forceful response.  
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8.13 The most appropriate person should negotiate with the patient. 
 
8.14 Gender, age, and race issues must be taken into account (e.g. 

pregnancy, children, and older adult patients). 
 
8.15 The presences of additional staff may/may not abate the patient’s 

behaviour. 
 

8.16 The use of physical restraint may be traumatic for a patient and staff. 
The risk of trauma and/or re-traumatised a patient should be assessed 
during and following an episode of physical restraint. 

 
8.17 A trauma informed care approach should inform the care and treatment 

of patients. The principles of trauma-informed care include (Appendix  
3): 

 
a) Safety. 
b) Trustworthiness & transparency. 
c) Peer support. 
d) Collaboration & mutuality. 
e) Empowerment & choice. 
f) Cultural, historical & gender issues. 

 
8.18 Special consideration should be given to the use of restrictive practices 

on: 
a) Children/young adults, 
b) Vulnerable adults, 
c) Confused frail or elderly patient’s, 
d) Patients with physical disabilities. 

 
9.0 Alternatives to Physical Restraint: 

 
9.1 Physical Restraint is a last option where other alternatives have failed. 

Alternatives  include: 
a. Unobtrusive general observations, 
b. Behavioural support plans,  
c. Care planning to identify and address antecedents/trigger factors, 
d. De-escalation/Verbal intervention 
e. Sensory modulation and self-calming strategies,  
f. Safewards model (10 interventions) Appendix 4), 
g. Use of medication e.g. PRN, Rapid Tranquilisation 
h. Disengagement/Breakaway 
i. physical deflection 
j. Time out 
k.   One to one nursing 
l. Seclusion 

 
Note: this is not an exhaustive list. 



Physical Restraint    V18                              16                          

This is a controlled document that is designed for online viewing.  Printed copies, although permitted, are deemed 
Uncontrolled from 23:59 hours on 27/06/2024. Please discard of this printed document after this date. 

16 
 

10.0  Infection Prevention and Control: 
 

10.1 Due to the Covid-19 Pandemic the following infection prevention and 
control measures must be adhered to where there is a suspect or confirmed 
Covid case. 
 

10.2 All staff must wear personal Protective Equipment when restraining a 
patient with suspect or Covid-19 positive result. This will require careful 
planning and should be noted at the safety pause meetings (where these 
occur). 

 
10.3 Where possible continue with de-escalate measures, while the restraint 

team don their Personal Protective Equipment over scrubs. 
 

10.4 Where possible hazmat suits should be worn during the episode of 
restraint as they are more robust than gowns. Staff require training on 
donning and doffing Hazmat suits due to the risk of self contamination 
when removing a suite. 

 
10.5 Staff should be aware of the possibility of the patient coughing/sneezing 

or spitting during the episode of restraint.  
 

10.6 If the Personal Protective Equipment, (gown or Hazmat suit) is damaged 
during the restraint the nurse should change their scrubs, shower (if 
necessary) and change into new scrubs. 
 

10.7 Staff must adhere to the correct procedure for doffing Personal Protective 
Equipment including hand hygiene when the episode of physical restraint 
has ended. 

 
NOTE: Infection prevention and control guidelines are updated 
regularly. Covid measures only apply where necessary. 

 
11.0 Good Practice During Physical Restraint: 

 
11.1 Physical Restraint is a last resort, if initiated it is done so on the basis of a 

risk assessment i.e. there is an immediate danger to the patient or others 
which cannot be managed using available alternatives. The risks are 
assessed prior to (and monitored during) the restraint and documented 
following the restraint. 

 
11.2 The person initiating physical restraint should use their clinical judgement, 

taking into consideration, the patient, the patient’s history, specific 
information in the patient’s care and treatment plan, the circumstances, 
risk of injury to self and others, and any other relevant factors e.g. known 
physical conditions, should be the ultimate factor in deciding if physical 
restraint is necessary (Appendix 2). It should then only be carried out when 
sufficient appropriately trained staff are available to carry out the process 
safely. 
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11.3 In particular extreme caution should be used when physically restraining 
vulnerable patient’s including: 

a) Physically unwell, 
b) Obese, 
c) Frail, 
d) Children, 
e) Pregnant, or 
f) Physical disabled. 

 
11.4 Make a visual check for weapons or items that may be used as weapons. 

 
11.5 Identify leader and team members prior to physical intervention. 

 
11.6 The use of physical restraint should ALWAYS be the last resort and for the 

shortest time necessary. 
 

11.7 If a patient requires restraint then the least intrusive method should be 
used requiring only minimum or reasonable force. 

 
11.8 The restraint team leader will ensure: 

 
a) The patient’s head and neck is supported (as needed), 
b) Continuous observation of the persons airway and breathing to 

ensure that it is not compromised due to the restraint, 
c) Monitor the patient’s pulse, respiration and pallor or skin/lips for 

signs of respiratory distress/compromise, 
d)  Interpret patients vital signs (pulse, respiration and pallor) taking 

immediate action if a risk is posed to the patient, 
e) A record of the patients pulse, respiration and pallor is made, 
f) Maintain effective communication with the patient during the 

episode of physical restraint, using de-escalation techniques to 
assist the patient regain control of their behaviour/emotions, 

g) Ensure the patients senses are not interfered with, to ensure open 
effective communication,  

h) Observe and monitor the patient’s physical, emotional and 
psychological health following the episode of physical restraint until 
such time as the patient has recovered.  

 
11.9 Staff should take account of the understanding, age, gender, mental state, 

and physical ability of the patient. 
 

11.10 Continued efforts to de-escalate the situation should be attempted during 
the restraint. Staff should communicate with the patient in an open honest 
compassionate and caring way, keeping them informed of what is 
happening and when the restraint will end. 

 
11.11 The team leader monitors the patient during the episode of physical 

restraint to avoid injury e.g. positional asphyxia. An adequate source of 
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light will aid the observation of the patient during physical restraint 
especially during night time.  

 
11.12 There should be continual communication (verbal and non-verbal) between 

the team leader, patient, and the remainder of the team.  The team leader 
should inform the patient of the reasons for, likely duration of and the 
circumstances which will lead to the discontinuation of physical restraint 
(unless such information would be prejudicial to the patients mental health 
or wellbeing). Where this communication does not take place a record of 
this should be made in the patient clinical file.  

 
11.13 When possible, the other patients and staff not involved with the physical 

restraint should be relocated to another area. 
 

11.14 Only staff trained in control and restraint procedures should be involved in 
the incident (and only use approved techniques). If other staff are required, 
they should take direction from the trained individuals; this will reduce the 
risk of accidental injury to staff or patient. 

 
11.15 Restraint must be discontinued when members of staff restraining the 

patient agree that the patient is once again in control of him/herself. 
 

11.16 Staff will at all times demonstrate unconditional positive regard and ensure 
that communication between the patient and staff is not allowed to 
deteriorate into a verbal confrontation. 

 
11.17 Staff should be aware of the potential of trauma for other patient’s 

witnessing an event where an episode of physical restraint is initiated 
including the episode of physical restraint itself. They may feel unsafe and 
vulnerable as a result and require support after the event.  

 
11.18 Following a physical restraint episode the patient must be informed of their 

right to: 
 

a) Participate in a debriefing, if they wish, 
b) Have the debriefing within two working days of the episode of 

physical restraint or at their preferred time outside this timeframe, 
c) Have a nominated representative participate in a debriefing, 
d) Participate in a multidisciplinary review of the episode of physical 

restraint, if they wish, 
e) Have their care plan reviewed to include strategies/interventions 

aimed at preventing the use of restrictive practices,  
f) Express preferences for the management of their physical restraint 

in the future if the situation arises, 
g) Make a compliment or complaint.  

 
NOTE: this information should be in accessible language and format. 
The Mental Health Commission information leaflet:  “What you need to 
know about the Code of Practice on Physical Restraint” may be used. 
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12.0 Initiating and ordering Physical Restraint: 

 
12.1 Physical restraint may only be initiated and ordered by a Registered 

Medical Practitioner, or a Registered Nurse (Mental Health Commission, 
2022). 
 

12.2 The patient should be informed of the reasons for and the circumstances, 
which will lead to the discontinuation of physical restraint unless the 
provision of such information is prejudicial to the person’s mental health, 
wellbeing or emotional condition. 

 
12.3 The person initiating and ordering the use of physical restraint must as 

soon as is practicable: 
 

a) Notify the patients treating consultant or the consultant on duty. This 
must be recorded in the patient’s clinical file. 

b) Complete the clinical practice form (Appendix 1) as soon as is 
practicable and no later than 3 hours after the episode of physical 
restraint.  

 
12.4 An order for physical restraint lasts for a maximum period of 10 minutes. 

 
12.5 The patient must be examined by a registered medical practitioner as 

soon as is practicable and in any case no later than 2 hours after the 
initiation of physical restraint. This must include a physical examination 
of the patient to assess for any possible injuries during the episode of 
restraint. If a patient refuses to co-operate the review will be limited to 
the observations of the patient that the doctor can make. The refusal 
and any observations made should be clearly documented within the 
patient record. 

 
12.6 The treating consultant psychiatrist or consultant on duty must sign the 

clinical practice form (section 18) as soon as practicable or in any event 
within 24 hours.  

 
12.7 If physical restraint is required to be extended beyond the initial 10 

minute period,  then a renewal order must be made by a registered 
medical practitioner or the most senior registered nurse on duty 
in the ward following a medical examination or nursing review of the 
patient for a further period not exceeding 10 minutes. A new clinical 
practice form must be completed for each renewal order and a record of 
the reasons for the renewal/s documented as well as the medical 
examination or nursing review (to include Date and Time of the 
review/examination) should be recorded in the person’s clinical file. 

 
12.8 A maximum extension of 2 renewal orders can be made i.e. an episode 

of physical restraint cannot exceed 30 minutes. 
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12.9 The clinical practice form for the use of physical restraint must be 
completed within the required time periods and a copy filed in the 
patient’s clinical file. 

 
12.10 A record of the episode of restraint including all nursing 

reviews/observations and medical examinations, should be documented 
in the patient’s clinical file. 

 
12.11 As soon as is practicable and with the patient’s wish/preference as 

documented in their recovery care plan, the patient’s representative 
should be informed of the patient’s physical restraint. In the event this 
notification does not occur, the rational for not notifying the person’s 
representative must be documented clearly in the person’s clinical file. 

 
12.12 Where the patient does not wish to notify their representative of his or 

her physical restraint, no such communication should occur except that 
which is necessary to fulfil legal and professional requirements. 

 
12.13 Notification or non-notification of representatives must be recorded in 

the patient’s clinical file.  
 

13.0 Patient Dignity & Safety: 
 
13.1 Staff involved in physical restraint should be aware of and give 

consideration to any requirements specified in the patient’s care and 
treatment plan e.g. advance directives, patient preferences, 
communication difficulties, preferences for notification of a 
representative, or physical problems which could cause a risk during the 
episode of restraint. 

 
13.2 A risk assessment should be conducted before the initiation of physical 

restraint. The aim of the risk assessment is to establish known risk 
factors for the patient which will be monitored during the episode of 
restraint.  This risk assessment will be documented in the risk 
assessment record (Appendix 2) after the episode of restraint. 

 
13.3 The person initiating physical restraint should ensure that there is 

sufficient staff to physically restrain the patient thereby avoiding 
possible injury to the patient, staff or others.  

 
13.4 Staff restraining patients should be aware of any instructions or 

advanced directives in the patients care plan. These may include the 
request by the patient not to use certain types of holds due to past 
traumatic experiences e.g. physical or sexual abuse. 

 
13.5 A designated member of staff will take the lead in directing the physical 

restraint while also monitoring the patients head and airway. 
 
13.6 The lead person must be satisfied that the patient’s airway is clear at all 

times and should be observing for positional asphyxia.  
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13.7 To ensure proper monitoring of the airway there must be adequate 

lighting to observe the patients respirations and colour of lips. 
 
13.8 The patient should be continually assessed throughout the episode of 

restraint to ensure their safety. Holds used should not compromise the 
patient’s respiration. The leader should continue to communicate with 
the patient to de-escalate the situation and end the physical restraint as 
soon as possible. 

 
13.9 Where practicable gender sensitivity should be considered throughout 

the episode of physical restraint.  
 
13.10 Staff should be aware of the dangers of restraint including: 

a) Psychosocial injury (Trauma). 
b) Soft-tissue injury. 
c) Articular or bone injury. 
d) Respiratory restriction. 
e) Cardiac Compromise. 

 
13.11 The use of holds intended to deliberately inflict pain is strictly prohibited 

as being contrary to patients care ethics. 
 

13.12 The following should be avoided - 
  a) Neck holds 
  b) The application of heavy weight to the patient’s chest or back. 
                c) Holds that deliberately inflict pain,  

d) Holds that prevent the patient from communicating or interfering 
with their speech, vision or hearing. 

                  
NOTE: The use of the prone (face down) position is only permitted to 
be used in exceptional circumstances by staff who have received the 
appropriate training. Where this position is used the rational for its 
use must be clearly documented in the patient’s clinical file. 
 

14.0 Risk Register: 
 
14.1 The risk of violence and aggression should be assessed and 

entered onto the local risk register. This assessment must include 
all control measures in place to manage the risk of violence and 
aggression. 
 

14.2 The details of the risk register must be made know to all staff 
working in the area including relevant contract and agency. 
 

14.3 The risk register is updated as required usually quarterly and/or 
after any serious incidents. 
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15.0 Risk assessment stages: 
 
15.1 The risk assessment consists of two stages: 

I. Risk assessment of the situation, 
II. Risk assessment of the patient. 

 
15.2 When risk assessing the situation consideration is given to: 

a) The behaviour of the patient (danger to self or others), 
b) Other interventions have failed or the situation does not 

lend it to alternatives, 
c) The surroundings, 
d) The presence of sufficient staff to safely restrain the patient. 

 
15.3 When risk assessing the patient during the restraint consideration 

is given to: 
a) The patients know physical condition, 
b) Communication difficulties, 
c) Dangers of restraint. 

 
15.4 Staff restraining a patient must be aware of the dangers of 

restraint and monitor the patient carefully during the episode of 
restraint.  
 

15.5 It may not be possible to document a full risk assessment on the 
patient prior to the restraint. However staff are trained to assess 
risk during restraint and these are then recorded on the risk 
assessment record after the episode of restraint. 

 
15.6 The risk assessment record should be reviewed during the review 

of the episode of restraint and amendments made to the patients 
care plan if necessary. 
 

NOTE: Not all risks may be known prior to an episode of physical 
restraint, as patients may have undiagnosed/unknown 
underlying physical conditions. The review of the episode of 
physical restraint therefore may highlight information that may 
be important in the future episodes of restraint, care and/or 
treatment.  
 

16.0 Use of Security Staff/Gardaí During an Episode of Physical  Restraint: 
 
16.1 In exceptional circumstances security staff or the Gardaí may be 

required to assist the 3 person restraint team during an episode of 
physical restraint. 

 
16.2 The intervention of the Gardaí or Security staff is on the basis of 

the risks posed to the patient, staff or others and on the basis that 
it is the only option available to staff at the particular time and is 
deemed necessary for the safety of all concerned.  
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16.3 The staff member leading the restraint will continue to give 
directions in relation to the physical restraint of the patient and 
monitor the patient’s airway.  

 
16.4 Security staff must be trained in the management of aggression 

and violence. 
 

16.5 They will only intervene when directed to by the team leader. The 
team leader will direct their interventions and continue to monitor 
the patient to ensure their safety.  

 
16.6 Where security or Gardaí are used to assist in the restraint of the 

patient the rational for this must be documented in the patient’s 
clinical file.  

 
17.0 Ending the Use of Physical Restraint: 

 
17.1 Physical restraint should be ended as soon as it is safe to do so. The team 

leader will continue to communicate with the patient to de-escalate the 
situation with the aim of ending physical restraint as soon as possible. 
 

17.2 The designated member of staff responsible for leading the physical 
restraint and monitoring the head and airway of the patient will make the 
decision to end the physical restraint. 
 

17.3 Consideration should be given to close observation, continuous 
observation or seclusion as a means to end physical restraint. 
 

17.4 The patient may be de-escalated to a chair and the physical restraint 
ended in a seated position. 
 

17.5 A bean bag is used in the seclusion room to enable staff to de-escalate 
physical restraint and place the patient in a comfortable position so that 
the staff can exit the seclusion room safely. Staff training covers the use 
of a beanbag to exit the seclusion room safely. 
 

17.6 Physical restraint can have an emotional effect on both patients and staff. 
Therefore support and debriefing are essential following an episode of 
restraint. Patients react in an individual way to physical restraint and the 
aftercare should take account of this. 
 

17.7 Patients may experience thoughts of “..retaliation, loss of personal 
freedom or shame..” (MAPA 2015). The therapeutic and trust relationship 
between staff and patient may need to be rebuilt.  

 
17.8 Following physical restraint, the patient concerned should be afforded the 

opportunity to discuss the episode with members of the multi-disciplinary 
team involved in his or her care and treatment as soon as is practicable. 
This review must be documented in the patient’s clinical file. 
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17.9 The time, date and reason for ending the episode of physical restraint 
must be recorded in the patient clinical file and section 19 of the clinical 
practice form (Appendix 1) by the person ending the episode of physical 
restraint. 

 
18.0 Debriefing following an episode of physical restraint: 

 
18.1 The patient should be offered the opportunity to attend a person-centred 

debriefing session following each episode of physical restraint.  
 
18.2 The personal choice of the patient to attend or not attend must be 

respected. If the patient does not wish to attend a record of this should 
be made in the patient’s clinical file. 

 
18.3 The debriefing session should take place within two working days of the 

ending of the episode of physical restraint. If the patient chooses to have 
the debriefing session outside of this timeframe, their preference should 
be respected. This includes if the wish to have a representative or 
nominated support person to attend the debriefing with them.   
 

18.4 If the patient’s representative or nominated support person does not 
attend the debriefing a record of this should be made in the patient’s 
clinical file. 
 

18.5 The debrief will include explore with the patient: 
 

a) What antecedents lead to the initiating of physical restraint. 
b) What alternatives could be used in the future. 
c) The behaviour of the patient prior to initiation of physical restraint. 
d) The management of the episode. 
e) Any injuries during the episode of restraint. 
f) The patient understanding of the need for physical restraint and 

their behaviour that resulted in the use of physical restraint. 
g) Alternatives methods that the patient can use to ventilate their 

feelings. 
h) Methods to improve patient’s self-control and early interventions 

to manage behaviour safely.   
i) The patients individual care plan. 
j) The patients experience of physical restraint. 
k) A physical restraint reduction plan based on the findings of the 

review. 
 

18.6 Multiple episodes of physical restraint within the same 48-hour time 
frame may be included in the same debriefing. 
 

18.7 A record of attendance at the debriefing should be recorded in the 
patient’s clinical file. 

 
18.8 Where a patient decides not to attend a debriefing they make a written 

submission on their preferences for the future use of physical restraint 
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e.g. certain holds not to be used as they find them distressing and their 
care plan updated accordingly.  
 

18.9 Due to the risk of trauma appropriate emotional support should be 
offered to: 
 

a) The patient, 
b) The staff involved in the restraint, 
c) Anyone witnessing the physical restraint of the patient i.e. other 

patients. 
19.0 Recording the use of Physical Restraint: 

 
19.1 All episodes of physical restraint should be clearly recorded in the 

patient’s clinical file and on the “Clinical Practice Form for Physical 
Restraint” prescribed by the Mental Health Commission (Appendix 1). 
 

19.2 The completed clinical practice form should be placed in the patient’s 
clinical file and a copy should be available to the Inspector of Mental 
Health Services and/or the Mental Health Commission on request. 
 

19.3 A record of notification or non-notification of the patient’s representative 
of the patients physical restraint should be made in the patient’s clinical 
file. This may be reviewed by the inspector of mental health services 
during the inspection process.  
 

19.4 The Physical Restraint check list (Appendix 2) should be used to ensure 
that the restraint complies with the Code of Practice on the use of Physical 
Restraint in the Approved Centre. 
 

19.5 Galway Roscommon Mental Health Services have introduced a Physical 
Restraint Care Pathway and associated review sticker as a quality 
initiative. This document will be used on a pilot basis and reviewed as 
part of a quality improvement and compliance process.  

 
20.0 Review of Episode of Physical Restraint: 
 
20.1 Each episode of restraint must be reviewed by members of the 

multidisciplinary team involved in the care and treatment of the patient, 
as soon as is practicable and no later than 5 working days after the 
episode. 

 
20.2 The review should consider: 
 

a) What antecedents/triggers which lead to the initiating of physical 
restraint, 

b) What alternative de-escalation strategies could be used in the future, 
c) The management of the episode, 
d) A review of any missed opportunities for early intervention, in line 

with the principles of positive behavioural support (Appendix 5)  
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e) The duration of the episode of restraint and was it for the shortest 
period possible,  

f) Any injuries during the episode of restraint, 
g) Outcomes from the person centred debriefing (if completed),  
h) Assessment of any factors which may have contributed to the 

initiating of restraint,  
NOTE: Positive behaviour support aims to identify and mitigate the 
triggers that generate behaviours and if done successfully it can reduce 
the chances of a behaviour occurring. Some of these strategies 
include; Avoid or minimize known triggers. Use distraction or 
redirection away from the trigger. 
 
20.3 The review should be documented in the patient’s clinical record and their 

care plan updated to include: 
a) Actions decided on, 
b) Follow-up plans to reduce or eliminate restrictive practices for the 

patient.  
c) Updates to the patient’s care plan. 

 
20.4 Patients clinical files, clinical practice forms and documented reviews of 

episodes of physical restraint should be made available to the inspector 
of mental health services on request. 

 
NOTE: where a patient is also secluded the review of the physical 
restraint and the use of seclusion can occur at the same time, but 
must be documented separately. 

 
21.0 Review of Episode of Physical Restraint (Staff Review): 

 
21.1 The effects of the episode of physical restraint on staff should be reviewed 

at the time of the patient review. 
 
21.2 The review should consider (in addition to relevant information from the 

patient review): 
 

a) What alternatives (if any) were considered by staff. 
b) Risk assessments conducted before and during the episode of restraint. 
c) The management of the episode, staff involved, holds used and rational 

for use. 
d) Information available at the time from the patients individual care plan. 
e) The staff members experience of physical restraint. 
f) Any learning/recommendations for the future. 

 
22.0 Multidisciplinary review and oversight committee: 

 
22.1 The approved centre multidisciplinary review and oversight committee 

are accountable to the registered proprietor and will: 
a) Meet quarterly, 
b) Analyse in detail every episode of restrictive practices, 
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c) Determine if an episode is in compliance with the relevant code of 
practice, rule, regulation or the Mental Health Act 2001 (as 
amended) , 

d) Determine if the episode of restrictive practice is in compliance 
with the approved centres own policies, procedures and 
guidelines, 

e) Identify, document and action any areas for improvement, 
f) Identify a person or persons responsible and timeframes for 

completion of any actions, 
g) Promote learning from episodes of restrictive practices including 

any suggestions for reducing same, 
h) Assure the registered proprietor that episodes of restrictive 

practices are in compliance with the relevant code or practice, 
rule, regulation and/or the Mental Health Act 2001 (as amended), 

i) Produce a report  following each meeting on the quarterly review 
of restrictive practices made available for all staff involved in the 
use of restrictive practices and the Mental Health Commission and 
the inspector of Mental Health Services as required. 

 
23.0 Staff Training: 

 
23.1 Staff training on the management of aggression and violence is 

mandatory.  
 

23.2 It is essential that staff physically restraining patients have up to date 
training, aware of the patient’s needs and familiar with the patients care 
plan. If staff are unfamiliar with the patient and information in their care 
plan they may assist under the direction of the restraint leader.  

 
23.3 Nominated members of staff are qualified instructors in the management 

of aggression and violence programme (MAPA or TMV) and will roll out 
this training to staff of the mental health services commensurate with 
their role. 
 

23.4 In approved centres only trained nursing services staff and medical staff 
will physically restrain patients. Their training must be up to date and 
refreshed as required.  

 
23.5 Programmes used in GRMHS are: 
 

a) Management of Actual and Potential Violence (MAPA) for all staff. 
Training Modules: 

I. The Crisis development model 
II. Non Verbal Behaviour and Para verbal communication 

III. Verbal intervention 
IV. Precipitating factors/Rational Detachment and integrated 

experience 
V. Fear and anxiety 

VI. Decision Making (Human Rights) 
VII. Physical Intervention/Disengagement/ Theory & Practice 
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VIII. Physical Interventions Holding/ Theory & Practice  
IX. Post crisis approaches. 
X. Monitoring for the adverse effects of restraint on the patient. 

 
NOTE: Alternatives to physical restraint are addressed throughout 

each module, to ensure that restraint is used as a last 
resort.   
 

b) The Therapeutic Management of Violence (TMV) for all nursing staff 
and designated multitask attendants. 
Training Modules: 

I. Theories on Violence & Mental Health 
II. De-escalation Skills & alternatives to restraint 

III. Physical Skills- Breakaway 
IV. Ethics Law and Restraint (Human Rights) 
V. Introduction to teamwork 

VI. Dangers of Restraint 
VII. Restraint & Seclusion 

VIII. Debriefing 
IX. Safewards. 
X. Monitoring for the adverse effects of restraint on the patient. 

 
NOTE: Alternatives to physical restraint are addressed throughout each 
module, to ensure that restraint is used as a last resort.   
 
23.6 Each programme takes account of the needs of the individual patient 

including patients of a different culture, gender and those with an 
intellectual disability. 

 
23.7 In order to safely restraint a patient staff must be up to date with current 

training. Other staff (trained in the use of physical restraint) may assist, 
but would not lead as they may not be familiar with the needs of the 
patient.  
 

23.8 Refresher training is required every two years. 
 

23.9 Staff training records are maintained in the approved centre and are 
available for inspection by regulators. 
 

23.10 Additional training will be provided on Sensory Modulation assessment, 
strategies and planning by Occupational Therapy staff.  
 

23.11 Recommend Training modules are also available on HSELand also 
include: 
 

a) Equality and Human rights in the public service, 
b) Person Centred Cultures, 
c) Becoming trauma aware, 
d) Positive behavioural support, 
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23.12  All staff involved in the review or episode of physical restraint should 

have completed training on Mental Health Act 2001 (As amended). 
 

24.0 Physical Restraint of a Child: 
 

24.1 Children are not admitted to Galway Roscommon Mental Health Services 
adult approved centres. In the unlikely event that an exception is made 
the following applies. 
 

24.2 The admission of children to an adult approved centre is governed by the 
Code of Practice Relating to the Admission of Children Under the Mental 
Health Act 2001 (2006) and the Addendum to the Code of Practice 
Relating to the Admission of Children Under the Mental Health Act 2001 
(July 2009) and Galway/Roscommon Mental Health Services policies on 
the admission of children and one to one supervision of the child. 
 

24.3 Children may be particular vulnerable (both physically and 
psychologically) to physical restraint. Therefore restrictive practices 
including physical restraint should be used with extreme caution and 
informed by the potential adverse effects that may occur including: 
 

a) Physical injury, 
b) Psychological trauma (being restrained or witnessing an episode of 

restraint). 
 

24.4 On admission every child should have a risk assessment completed by a 
registered nurse or registered medical practitioner to assess risks 
(physical and psychological) of the potential effects of an episode of 
physical restraint would have on a child. This should inform the care and 
treatment plan if restrictive practices should be used for that individual 
child. All staff should be aware of this risk assessment and the care and 
treatment plan for the child. 
 

24.5 In rear and exceptional circumstances where a child is required to be 
restrained the actions of staff should be proportionate to the 
circumstances that led to a child needing to be physically restrained (DOH 
& C, 2001 section 6.28).  
 

24.6 The physical restraint of the child will follow the same process as for an 
adult informed by the risk assessment on admission. He child must be 
communicated with during the restraint and informed of: 
 

a) The reasons for the physical restraint, 
b) What circumstances will lead to the ending of the episode of 

physical restraint. 
  

 
24.7 The communicate must be in child friendly language and must be 

recorded in the clinical record. 
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24.8 All episodes of physical restraint are notified to the child’s parent or 

guardian as soon as is practicable and a record of this is documented in 
the child’s clinical file. 
 

24.9 The child’s parent or guardian should be informed when the episode of 
physical restraint has ended. A record of this should be made in the child’s 
clinical record. 

 
25.0 Procedure for managing a violent/aggressive incident: 

 
25.1 Where violent/aggressive incident occurs the overall aim is to deescalate 

the incident in the first instance. 
 
25.2 A risk assessment should inform the course of action to be taken. 
 
25.3 When a violent/aggressive incident is in danger of escalating the panic 

alarm system should be activated immediately and responders assist in 
the restraint (if required). 

 
25.4 The safety of the patient, other patients and staff are paramount. 
 
25.5 The Clinical Nurse Manager/nurse in charge should delegate staff in the 

following way: 
 

a) The Clinical Nurse Manager/nurse in charge must contact the 
doctor and when he/she arrives he/she should be involved in 
containing the incident as well as prescribing/reviewing any 
necessary medication. 

 
b) Ensure adequate staff are present to diffuse the situation. 

 
c) All unnecessary personnel, both staff and patients, should be 

asked to leave the area.   
 
25.6 The patient should be removed, if possible, to a quiet area of the ward, 

e.g. side-room. 
 

25.7 All articles of furniture that could prove dangerous should be removed 
from the immediate area. 

 
25.8 Staff should use de-escalation techniques to prevent the incident 

escalating. 
 

25.9 Where de-escalation techniques fail and the patient poses an immediate 
threat of serious harm to self or others the patient may be physically 
restrained. 

 
25.10 The leader monitors the patients head and airway. 
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25.11 When medication has to be administered intramuscularly and physical 
restraint is unavoidable, i.e. where the patient exhibits violent behaviour, 
it should be borne in mind that restraint must be a therapeutic measure, 
and it should be carried out as professionally as any other treatment.  
Physically restraining the patient should not be prolonged beyond the 
period which is strictly necessary to prevent immediate and serious harm 
to the patient or others. 

 
25.12   At all times, it is very important to talk to the patient and explain to 

him/her what is being done.  
 
25.13   Physical restraint may be ended by the leader at any time.  To ensure 

physical restraint is not prolonged the patient may be require to be 
placed into seclusion or placed on high observation. 

 
25.14   Incident forms should be completed if either the patient or members of 

staff are injured.  A Special Report should also be written, as well as the 
usual reports in the clinical file and Daily Report Book. 

 
25.15   Incident reviews should be regarded as a learning event. Any new 

learning being communicated to staff.  
 

26.0 Occupational Health and Employee Assistance: 
 
26.1   Staff exposed to incidents of aggression and violence should be advised 

of supports available locally, Employee assistance programmes and 
Occupational Health.   

 
27.0 Staff Assaults:  

 
27.1 Where a patient or other person assaults a staff member the Gardaí may 

be informed.  
 

27.2 The staff member will be required to make a statement to the Gardaí in 
order for the Gardaí to take proceedings against the individual accused 
of the assault. 
 

27.3 Line managers should support their staff in making statements to the 
Gardaí.  

 
28.0 Restrictive Practice Reduction Strategy:  

 
28.1 Galway/Roscommon Mental Health Services aims to reduce seclusion by: 

a) Education and training of staff on the use of physical restraint with 
emphasis on, 

i. Building positive therapeutic relationships, 
ii. Supporting positive behaviour, 
iii. Understanding the patients individual life story (trauma, abuse, 

ect.), 
iv. Emphasis on observation and de-escalation, 
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v. Identification of triggers specific to the individual, 
vi. Proportionate restraint as a last resort. 

b) Alternatives to seclusion, 
i. Use of time out/step down area, 
ii. Increased nursing observation level, 
iii. Quiet area/Bedroom/low stimulus environment, 
iv. Ensure a recovery approach to care (patient participation in care 

planning),  
v. Safety Plan/individual Care Plan interventions for behaviour, 
vi. Medication, 
vii. Sensory Modulation tool kit (Appendix 6), 
viii. Combination of interventions. 

c) Reviewing Data: 
i. Times of incidents 
ii. Locations of incidents, 
iii. Length of time of restraint, 
iv. Initiation of restraint, 
v. Reasons for initiating restraint, 
vi. Analysis of audit results. 

d) Reviewing annually the seclusion policy, 
e) Conducting the review of an episode of seclusion with a focus on: 

i. Identification of antecedents individual to the person, 
ii. Interventions/strategies for the individual to appropriately avoid 

or manage behaviours. 
iii. Giving the patient an opportunity to discuss episode of restraint 

with members of the multidisciplinary team, 
iv. Giving staff an opportunity to discuss episode of restraint, 
v. Review of medication management. 
vi. Updating the safety and care plan for the individual patient.  

f) Premises: 
i. Maintain privacy of individuals, 
ii. Provide appropriate recreational activities for patients, 
iii. Maintenance programme to ensure the decor of the unit is 

maintained, 
iv. Provide where possible relaxation areas. 
v. Comfortable warm environment that promotes recovery, rest and 

sleep at night. 
g) Patient engagement: 

i. Patient staff meetings, 
ii. Patients are involved in planning their care, 

h) Staffing: 
i. Appropriately qualified and trained staff, 
ii. Staffing appropriate to patient dependency levels,  
iii. Staff supports available for staff including clinical supervision, 

employee support, counselling 
i) Leadership/governance: 

i. Senior staff to take a lead in the restrictive practice reduction 
strategy. 
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ii. The service regularly reviews episodes of restrictive practice at 
business meetings. 

iii. Strategy is communicated across the service. 
iv. Complaints process utilised by patients and/or relatives. 

j) Regulation: 
i. Compliance with rules and codes of practice. 

k) Audit of practice. 
NOTE: This is not and exhaustive list. 

 
28.2 This restrictive practice reduction strategy will be implemented 

incrementally and will develop over a period of time. It is also dependent 
on additional resources for some interventions. 

 
29.0 Safewards: 

 
29.1 Galway/Roscommon Mental Health Services has commenced the Safewards 

Model (Bowers 2014) within each Approved Centre. Safewards Model is an 
evidenced with the aim of reducing conflict and containment (Lee et al, 
2021). 
 

29.2 A Safewards steering committee provides oversight for local Safewards 
implementation groups and the introduction, monitoring and evaluation of 
Safewards. 

 
29.3 Staff and Service users are involved in the implementation of key 

interventions and work together to make improvements within Approved 
Centres. 

 
29.4 Two interventions “Mutual Help Meetings” and “Mutual Expectations” have 

been chosen to commence the introduction of Safewards Model, with the 
remain 8 interventions being introduced incrementally.   
 

30.0 Damage to Property: 
 

30.1 Any person found to have caused damage to property may be pursued by 
management for the costs and/or criminal proceedings against the 
individual. 

 
31.0 Governance of Restrictive Practices: 

 
31.1 The use of restrictive practices are closely monitored by the review and 

oversight group of the approved centre to ensure the human rights of 
the individual patient are protected (in far as reasonably practicable) 
and that where used it is a last resort, practiced within the legal and 
ethical framework. 
 

31.2 As part of a review staff initiating, ordering and/or participating in the 
use of restrictive practices will be required to reflect on each event and 
consider if the situation could be managed in a different way. 
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31.3 Physical restraint cannot be used for: 
a) Staff shortages, 
b) As a punishment, 
c) Solely to protect property, 
d) As a substitute for other less restrictive interventions. 
 

31.4 Only trained and experienced nursing and medical staff can participate in 
the physical restraint of an individual.  
 

32.0 Reporting of the use of restrictive practices: 
 
32.1 The registered proprietor should notify the Mental Health Commission of the 

start time and date and end time and date of each Episode of physical 
restraint.  
 

32.2 Data on the use of physical restraint must be held in the approved centre and 
used to produce an annual report on the use of physical restraint in the 
approved centre signed by the registered proprietor nominee. 

 
32.3 The report must be publically available on the registered proprietors website 

within 6 months of the end of the calendar year. The report should contain the 
following: 
 

a) aggregate data that should not identify any individuals;  
b) a statement about the effectiveness of the approved centre’s 

actions to eliminate, where possible, and reduce physical 
restraint;  

c) a statement about the approved centre’s compliance with 
the code of practice on the use of physical restraint;  

d) a statement about the compliance with the approved centre’s own 
reduction policy; and  

e) The total number of persons that the approved centre can 
accommodate at any one time*  

f) The total number of persons that were admitted during the 
reporting period*  

g) The total number of persons who were physically restrained 
during the reporting period*  

h) The total number of episodes of physical restraint  
i) The shortest episode of physical restraint  
j) The longest episode of physical restraint  

*Where this number is five or less the report should state 
“less than or equal to five” 

 
33.0 Audit: 

 
33.1 The use of physical restraint will be audited using the audit tool in 

Appendix 2 or comparable audit tool. 
 

34.0 Abbreviations: 
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34.1 MHA 2001= Mental Health Act 2001. 
34.2 MAPA= Management of Actual and Potential Violence 
34.3 TMV= Therapeutic Management of Violence 

 
35.0 Production and Consultation Trail: 

 
35.1  Version 17 of this document was amended on the recommendations of the Inspector 

of Mental Health Services in September 2023. 
 

35.2 The document was sent to the Executive management team for signing in September 
2023. 
 

35.3 Changes were notified to the governance group in  September 2023. 
 
 

36.0 Implementation of Policy: 
 
36.1  Following sign off this policy will be uploaded to Q-Pulse. Staff will be 

notified by email of its implementation date and a contact person if any 
questions arise. 

 
36.2 Staff will acknowledge the policy via Q-Pulse as evidence that they  

have read and understood the policy. 
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38.0 Appendix 1: Clinical Practice Form Physical Restraint. 
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39.0 Appendix 2: Physical Restraint Risk assessment & Checklist/Audit Tool. 
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40.0 Appendix 3: Trauma Informed Care Principles 

 
41.0 Appendix 4: Safewards 10 interventions 

 
 

42.0 Appendix 5: Positive behavioural support Strategies  
  
• Develop a positive rapport  

• Establish consistent routines  

• Remain calm and respond positively during a behaviour  

• Involve the person in discussing behaviour issues.  
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Positive behaviour support aims to identify and mitigate the triggers that 
generate behaviours and if done successfully it can reduce the chances of a 
behaviour occurring. Some of these strategies include; 
 

• Avoid or minimize known triggers  

• Use distraction or redirection away from the trigger  

• Discuss these triggers with the person  

• Work together on possible coping strategies  

• Suggest and encourage these strategies when a trigger occurs.  
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43.0 Appendix 6: Sensory Modulation 
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44.0 Review History: 
 
 
PPG-GRMHS-CLN-20  Physical Restraint and the management of aggression and 
violence. 
Section Changes Made 
 Document changed to comply with the Revised Code of Practice on the use of Physical 

Restraint (MHC 2022) 
6.4.1 c) New point added 
6.5.1 c) New point added 
7.12 Added “Where a female is being restrained and where practical there should be a 

female member of staff present.” 
11.8 g) New point added 
11.8 h) Added “..emotional..” 
11.18 a)  Added “..if they wish,” 
11.18 d) Added “..if they wish,” 
11.18 Added “NOTE: this information should be in accessible language and format. 

The Mental Health Commission information leaflet:  “What you need to know 
about the Code of Practice on Physical Restraint” may be used.” 

12.1 Deleted “..or other members of the multi-disciplinary team”. 
12.2 New point added. 
12.7 Added “..medical..” 
12.2 Deleted “..the to..” 
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