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Intellectual Disability                   

Research                                      

Other, please specify below          

 

ECD Group 

 

 

 

 

 

 

Please Note: The Commission handles all confidential and personal information in a professional way and will not 

release or disclose this information unless it is necessary to fulfill our legal and professional requirements 

yes 

1 5 



3 

 

 

Section 1 - Introduction  

The Mental Health Commission is commencing a consultation exercise on its Draft Seclusion 
and Physical Restraint Reduction Strategy. The draft strategy includes 18 actions which are 
presented in this consultation document. 
 
A number of developments encouraged the Commission to work on such a strategy.  In 

particular: 

 

• We already play a lead role in the regulation of seclusion and restraint and encourage 

services to try and reduce the use of these interventions; 

• We have published annual reports on the use of seclusion and restraint in 2008, 2009 

and 2010 and we monitor data collected on the use of these interventions on an ongoing 

basis; 

• Concerns have emerged internationally over the safety and effectiveness of restrictive 

interventions and of their impact on patients; and  

• Seclusion and restraint reduction initiatives have taken place successfully in other 

countries. 

 

The actions included in the draft strategy were informed by international good practice 

initiatives. A copy of the knowledge review which informed the draft strategy is available for 

download from the Commission website – www.mhcirl.ie  

 

The knowledge review summarizes the findings of a number of literature reviews in the area of 

seclusion and restraint reduction. It highlights nine intervention categories which the evidence 

shows have been effective in achieving reductions in other jurisdictions. They include areas 

such as leadership, training and education and patient/family/advocate involvement. These are 

consistent with many of the themes in A Vision for Change (Department of Health and Children, 

2006) and the Quality Framework for Mental Health Services in Ireland (MHC, 2007). 

 

Researchers and policy makers have advocated seclusion and restraint reduction strategies 

which are composed of multiple interventions linked to the above areas.  

 

We considered the literature findings in an Irish context before choosing which actions to 

include in a draft seclusion and physical restraint reduction strategy for Ireland. Eighteen 

actions have been included along with organizations and/or individuals that we suggest should 

be responsible for the implementation of each action. Further information is provided in Section 

2 of this consultation document. 
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In developing the draft strategy, we have been especially mindful of the current fiscal climate 

and the Moratorium on Recruitment and Promotion in the Public Services.  For instance, 

evidence based interventions such as increased staff-to-patient ratios are not possible due to 

the moratorium.  

 

We have also included actions which complement existing policy and guidance in the area of 

seclusion and physical restraint. The strategy includes three actions which provide further 

guidance on the implementation of existing rules/provisions of the Rules Governing the Use of 

Seclusion and Mechanical Means of Bodily Restraint and the Code of Practice on the Use of 

Physical Restraint in Approved Centres in the areas of training (Action 10), debriefing (Action 

17) and review procedures (Action 18).  

 

It should be acknowledged that some actions may have resource implications for services, such 

as organizing peer-to-peer networking between services (Action 2) and the implementation of 

policies and procedures associated with guidance on training, debriefing and review 

procedures. 

 

The draft strategy was approved by the Commission at the end of 2011 with a commitment to 

undertake a wider consultation before implementation.  

 

We have decided to carry out a written consultation and are seeking your views on the draft 

strategy and the actions that you would prioritise for implementation. The Commission will also 

link in with service user groups to ascertain their views through additional methods. 

 

Our goal is to produce a strategy that is both collaborative and evidence-informed and which 

enables a measurable reduction in the use of seclusion and restraint in approved centres to be 

achieved.   

  

Note: The use of medication to achieve reductions in the use of seclusion and restraint was 

also examined in the literature reviews consulted for the purposes of our knowledge review. 

There is clear evidence that the choice of anti-psychotic medication can influence rates of 

seclusion and restraint (Smith et al, 2005).  

 

The Commission recognizes that the administration of medication may be appropriate in certain 

circumstances and guidance is available on the use of rapid tranquillization as a method of 

managing violence and aggression (See for example Royal College of Nursing, 2005).   

 

The use of medication as restraint includes the use of sedative or tranquilising drugs for purely 

symptomatic treatment of restlessness or other disturbed behaviour (Mental Welfare 

Commission for Scotland, 2006). Medication is also used to treat mental illness which may 
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underlie disturbed behaviour although the boundary between these two uses of medication is 

not always that clear (Mental Welfare Commission for Scotland, 2006).  

 

As the draft strategy concentrates on promoting alternative strategies to seclusion and restraint, 

the Commission does not consider it appropriate to include an action related to the use of 

medication as restraint to achieve reductions in the use of seclusion or physical restraint. 
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Section 2 - Draft Strategy Action Points 

The 18 actions are set out below. These should be read in conjunction with the Seclusion and 

Physical Restraint Reduction Knowledge Review. 

Take a look at them and then consider the questions in the next section.  

    

1. The MHC should request regular updates on the implementation of those aspects of the HSE 

Strategy for Managing Work-Related Aggression and Violence within the Irish Health Service, 

Linking Service and Safety (HSE, Dec 2008) that relate to seclusion and physical restraint. 

Action: MHC     

Intervention Category: Policy and regulation changes 

 

  

2. Peer-to-peer networking should be organised between mental health services with a particular 

emphasis on creating links between services that report relatively high overall uses of seclusion and 

physical restraint and services that report relatively low overall uses of seclusion and physical 

restraint.   

      Action: HSE & independent mental health service providers 

      Intervention Category: Leadership 

 

 

3. Responsibility should be allocated to HSE senior managers for the implementation of this strategy in 

all publicly funded mental health services. Responsibility should be allocated for the implementation 

of this strategy to senior managers within each approved sector in the independent sector that uses 

seclusion and/or physical restraint. 

      Action: HSE & independent mental health service providers 

      Intervention Category: Leadership 

 

 

4. (a) A seclusion and physical restraint reduction plan should be developed for each approved centre 

that uses seclusion and/or physical restraint. It should:  

• Include a mission statement;  

• Clearly articulate the approved centre’s philosophy about seclusion and restraint 

reduction and the expectations that this places on staff; 

• Identify the role of the Clinical Director and senior management in directing the overall 

plan;  

• Describe the roles and responsibilities of all staff and indicates how they will be 

accountable for their responsibilities; 

• Commit senior management to creating a collaborative non-punitive environment to 

facilitate the reduction of seclusion and restraint in the approved centre; 
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• Indicate how the approved centre intends to make use of data on seclusion and physical 

restraint to assist in reducing the use of both interventions; 

• Indicate how staff training and education will assist in realising the goal of seclusion and 

restraint reduction; 

• Support clinical audit;  

• Be developed in consultation with staff, service users and advocates; and 

• Be reviewed on an annual basis. 

 

The Commission should be provided with an update on the implementation of this plan on an 

annual basis. 

            Action: HSE & independent mental health service providers 

            Intervention Category: Leadership 

 

5. A commitment to the implementation of the seclusion and physical restraint reduction plan should be 

demonstrated in each approved centre. This should include but is not limited to:  

• Making seclusion and physical restraint reduction a standing item on the agenda of 

multidisciplinary staff meetings; 

• Setting up a staff recognition project which recognises staff for their work towards 

achieving reductions in the use of seclusion and physical restraint on an ongoing basis; 

• Clinical leadership communicating to staff that they will be expected to reduce the use of 

seclusion and physical restraint;  

• Reviewing seclusion and physical restraint policies; and  

• Formally marking the commencement of the plan’s implementation.   

     Action:  Clinical Directors and Registered Proprietors   

     Intervention Category: Leadership 

 

6. An examination of the feasibility of removing the seclusion room from each approved centre that 

uses seclusion should be undertaken and a report on its outcome should be forwarded to the Mental 

Health Commission. 

      Action:  Clinical Directors and Registered Proprietors   

      Intervention Category: Leadership 

 

7. There should be a call for an exemption from the moratorium on recruitment in the public sector to 

facilitate the replacement of staff who are retiring from mental health services to ensure that current 

staff to patient ratios are not further reduced leading to a possible increase in the inappropriate use 

of seclusion and physical restraint. 

       Action:  MHC & HSE  

       Intervention Category: Staffing 

 

8. An examination of the feasibility of establishing psychiatric emergency response teams in every 

approved centre that uses seclusion and/or physical restraint should be undertaken and a report on 

its outcome should be forwarded to the Mental Health Commission. 

      Action:  Clinical Directors and Registered Proprietors   
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      Intervention Category: Staffing 

 

9. Staff rotation should be arranged to ensure that staff are not working continuously with acutely 

unwell patients.  

Action:  Senior management and persons with delegated responsibility for staff rostering                  

Intervention Category: Staffing 

 

10. The following Mental Health Commission guidance on training on seclusion and physical restraint 

should be followed to support achieving compliance with Section 19 of the Rules Governing the Use 

of Seclusion and Mechanical Means of Bodily Restraint (Staff Training) and Section 10 of the Code 

of Practice on the Use of Physical Restraint in Approved Centres (Staff Training). 

  

“Each approved centre’s policy on training in the use of seclusion and policy on training in the 

use of physical restraint should address the following:  

• attitudes to the use of seclusion and physical restraint;  

• crisis management skills including de-escalation and negotiation;  

• new models of care including trauma informed care and training in the principles of 

recovery; and  

• the role of (i) policy and regulation (ii) support from the Mental Health Commission (iii) 

leadership (iv) changes to staffing (v) the involvement of service users, family members 

and advocates (vi) data (vii) review procedures/debriefing and (viii) medication in 

reducing the use of seclusion and physical restraint”. 

  

Confirmation that this guidance has been implemented in the approved centre should be    forwarded   

to the Commission six months after the commencement date of this strategy. 

    Action:  Clinical Directors and Registered Proprietors   

    Intervention Category: Training and Education 

 

11. Provision 15.1 of the Code of Practice on Admission, Transfer and Discharge to and from an 

Approved Centre (initial assessment on admission) should be complied with to ensure that that each 

resident of an approved centre has an adequate assessment following admission, including a risk 

assessment. This risk assessment should aim to identify individual triggers for each patient and 

include personally chosen advance directives to be implemented in crisis situations. The outcome of 

this assessment should be integrated into the patient’s individual care and treatment plan. 

      Action:  Clinical Directors and Registered Proprietors   

      Intervention Category: Patient/Family/Advocate Involvement 

 

12. Advocates and service user representative groups should be involved in national, regional and local 

initiatives to achieve reductions in the use of seclusion and physical restraint. This may include but is 

not limited to taking part in the development of a seclusion and physical restraint reduction plan and 

representing patients in debriefing episodes, where appropriate i.e. with the patient’s consent.  

Action:  IAN, NSUE, MHC & HSE   
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Intervention Category: Patient/Family/Advocate Involvement 

 

13. Seclusion and physical restraint reduction targets for each approved centre in which seclusion 

and/or physical restraint are used should be jointly set by the Mental Health Commission and mental 

health services. These targets should be publicised along with an approved centre’s progress on 

reaching the target on the Mental Health Commission website. 

      Action:  MHC, HSE & independent service providers   

      Intervention Category: Using data to monitor seclusion and restraint episodes 

 

14. Additional data analysis using data collected on the Register for Seclusion and the Clinical Practice 

Form for Physical Restraint but which are not returned to the Commission should be carried out on a 

quarterly basis. The additional data which are analysed should support clinical audit and include: 

• Seclusion and physical restraint episodes and hours by shift, day, unit and time; 

• Seclusion and physical restraint episodes initiated by different staff members. 

        Arising out of this analysis, staff, wards and shifts which are recording high levels of seclusion 

and physical restraint use and who may benefit from training and education in seclusion and 

restraint reduction should be identified.  

       Action:  Clinical Directors and Registered Proprietors   

       Intervention Category: Using data to monitor seclusion and restraint episodes 

 

15. The feasibility of developing electronic versions of the Registers and Clinical Practice form to replace 

the hard copy format should be examined.  This would allow for data returns to be extracted directly 

from the Registers without manual collation and allow additional data to be reported on, including 

total seclusion hours. 

      Action:  MHC with assistance from HSE and independent services    

      Intervention Category: Using data to monitor seclusion and restraint episodes 

 

 

16. The feasibility of collecting additional data on seclusion and physical restraint use that will assist in 

monitoring their use and achieving reductions should be examined. 

Action:  MHC & clinical scientist who is undertaking research into seclusion as part of the 

MHC/RCSI joint PHD research programme   

Intervention Category: Using data to monitor seclusion and restraint episodes 

 

17. The following Mental Health Commission guidance should be followed to support achieving 

compliance with Rule 7.4 of the Rules Governing the Use of Seclusion and Mechanical Means of 

Bodily Restraint (Debriefing) and Provision 7.2 of the Code of Practice on the Use of Physical 

Restraint in Approved Centres (Debriefing). 

 

“A debriefing should take place with a resident after an episode of seclusion or physical restraint. 

A resident’s advocate, carer or family member should be granted the opportunity to participate in 

the debriefing with the resident, or, on his or her behalf, if the resident declines to do so and 
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where he or she consents to the participation of others. A debriefing should include a discussion 

of the events leading up to the episode of seclusion or physical restraint and address how the 

use of seclusion or physical restraint can be avoided in the future. The outcome of the debriefing 

should be documented in the resident’s individual care and treatment plan. Approved centres 

should develop policies and procedures on debriefing that conform to this guidance”. 

  

Confirmation that this guidance has been implemented in the approved centre should be 

forwarded to the    Commission six months after the commencement date of this strategy.  

Action:  Clinical Directors and Registered Proprietors   

Intervention Category: Review Procedures/Debriefing 

 

18. The following Mental Health Commission guidance should be followed to support achieving 

compliance with Rule 9.3 of the Rules Governing the Use of Seclusion and Mechanical Means of 

Bodily Restraint (Review Procedures) and Provision 10.3 of the Code of Practice on the Use of 

Physical Restraint in Approved Centres (Review Procedures). 

 

“A formal review of an episode of seclusion or physical restraint should take place after the 

debriefing of the patient, advocate, carer or family member. The staff member who chairs a 

review meeting should not have been someone who was involved in initiating the episode of 

seclusion or physical restraint.  Approved centres should develop policies and procedures on 

review procedures that conform to this guidance”. 

  

Confirmation that this guidance has been implemented in the approved centre should be 

forwarded to the Commission six months after the commencement date of this strategy.  

             Action:  Clinical Directors and Registered Proprietors   

 Intervention Category: Review Procedures/Debriefing 
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Section 3 - Consultation Questions 

1. Do you think it would be useful to put a Seclusion & Physical Restraint Reduction 

Strategy in place? Please explain.  

 

YES 

Comments 

1. The ECD group wants to stress that there are sometimes clear therapeutic indications 

for the use of seclusion. Specialist settings such as Forensic Psychiatry, Learning 

Disability and urban based acute units will be expected to have higher levels of usage. 

2. It is imperative to raise awareness at national level regarding restrictive practices and 

reduce these appropriately. Education re same, cultural change and the requirement for 

service policies is key as is monitoring and accountability for the use of such practices. 

3. Comparison of practices between similar services with analyses of reasons behind 
these differences will be very useful. It is also important to give regard to distinct 
populations within different approved centres such as secure settings. Learning should 
be pooled between services as successful strategies may be usefully modified.  

 

 

. 
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2. Which actions specified in Section 2 above would you prioritise for implementation?  

 

• 01  This puts the reduction of seclusion at high level within the Health Service. 

• 03  Allocation of responsibility to senior managers will focus the issue at high level 
but the HSE needs to include quality or clinical outcomes in the Service Plan. 

• 04 This will prioritise the issue at local level and facilitate dissemination of 
knowledge to facilitate attitude change. A national benchmarking process will help 
local services see where they are located on the spectrum of seclusion and 
physical restraint usage. Need training, audit processes and reviews of incidents. 

• 05  This is a whole service issue and will be dependent on good leadership and 
good governance around reviews, risk assessment and ongoing updating of local  
policies. 

• 07  Yes and should include all disciplines. 

• 08 This is important and will enhance safety. It needs to be organised and reviewed 
frequently. 

• 09 Important to balance this with continuity of care and development of special 
skills and experience. 

• 10 This document gives  guidelines and templates for services to work off. 
Important to enhance this with theoretical knowledge. 

• 11 This makes sense in a preventative way. 
• 17 The service user’s wishes must be respected in this process of review. 

 

3. Which actions specified in Section 2 above would you regard as suitable for medium-

term implementation? 

• 02 Peer to peer networking will be very valuable after the local team has established 

its own policy and baseline situation. 

• 06 This can be considered but careful assessment is needed. Evaluation of the type of  

clientele coming to the unit and the reasons for each seclusion episode are vital here. 

Some clients could suffer if seclusion is not available to them and this must not be lost 

in an overall strategy for reduction. 

• 12 This is important.  

• 13 This needs to be handled with extreme sensitivity but should be worthwhile. 

• 14 Good idea to have data that will allow services do internal analysis around 

seclusion. 

• 15 Good idea. 

• 16 Good idea. 
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4. Which actions specified in Section 2 above would you regard as suitable for longer-term 

implementation? 

• None: all above 

 

 

 
 

5. Are there any actions specified in Section 2 that you consider are not suitable for 
implementation?  
 

 

No 
 
 
 
 
 
 
 

 
 

 
6. Please explain your responses to the above items: 
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7. Have you any other comments or suggestions you wish to make? 
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For a full list of references, please consult the Seclusion and Physical Restraint Knowledge 

Review which should be read in conjunction with this consultation document.
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Thank you for taking the time to take part in this 

consultation.  
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