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1. Introduction 
 

“Older persons should be able to enjoy human rights and fundamental freedoms when 
residing in a shelter, care or treatment facility, including full respect for their dignity, 
beliefs, needs and privacy and for the right to make decisions about their care and the 
quality of their lives.”  

Principle 14 of the United Nations Principles for Older Persons 
 
Equality, fairness, respect, dignity, autonomy and participation are core values that 
underpin human rights.   In residential care settings for older people we require that 
human rights are positively incorporated into the reality of people’s lives.  
 
In 2009 the National Quality Standards for Residential Care Settings for Older 
People were approved. At the heart of these standards, and the regulations 
underpinning them, is the belief that these residential settings are peoples homes, and 
every possible effort must be made to ensure that the residents can live their lives to 
the fullest extent possible and enjoy their time there. 
  
The publication of this policy, Towards a Restraint Free Environment in Nursing 
Homes, is another significant step in demonstrating our commitment to the person at 
the very centre of care.  A restraint free environment is underpinned by a combination 
of a well designed setting and trained staff committed to delivering person-centred 
care.   The creation of a comfortable, safe, relaxed environment where individuals feel 
valued, confident and secure reduces the incidences of residents presenting with 
challenging behaviour.  Taking time to get to know residents and understanding the 
underlying reasons for their behaviour and what they are attempting to communicate 
helps individuals in distress and minimises the need for unnecessary interventions.    
 
This requires a strong commitment from all stakeholders and I ask that you use this 
policy to guide you in delivering a service that we can all be proud of.   
 
Finally, my sincere thanks are offered to the members of the Working Group who led 
the development of this policy. 
 
 
 
 
Dr James Reilly T.D. 
Minister for Health  
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2. Policy background 

 
The introduction of a new registration and inspection regime in 2009 for designated 
centres for older people was a significant event for residents and their families, 
owners and operators of private and voluntary nursing homes, the Health Service 
Executive and people working in this area. 
 
Purpose and scope of policy 
 
The purpose of this document is to outline a national policy on the promotion of a 
restraint free environment in designated centres for older people. This policy will 
inform the future development of standards and regulations in this area.  
 
Government policy on restraint is summarised as: 
 
To eliminate the use of restraint, or where this is not possible, to restrict the use of all 
forms of restraint to those exceptional emergency situations where it is absolutely 
necessary. Where restraint is necessary it should only be applied in accordance with 
the law and best professional practice.  
 
The use of restraint of any kind should only be a measure of last resort where there is 
imminent risk of serious harm.  An episode of restraint is a temporary measure and 
should always be in the least restrictive form and used for the least amount of time 
necessary. 
 
This policy is intended to cover the use of restraint in designated centres for older 
people.  Section 2 of the Health Act 2007 provides the legal definition of “designated 
centre” and this policy applies to all residential facilities registered with the Health 
Information and Quality Authority (HIQA) under the Health Act 2007 (Registration 
of Designated Centres for Older People Regulations) 2009, whether operated by the 
Health Service Executive (HSE), voluntary organisations or private providers.1  
 
This document should be read in conjunction with the national quality standards and 
the regulations that underpin them. Standard 21 of the National Quality Standards for 
Residential Care Settings for Older People in Ireland sets out criteria for responding 
to behaviour that is challenging that promote individuals’ wellbeing with the least 
restrictions.  
 
Government policy for older people 
 
Government policy supports older people to live in dignity and independence in their 
own homes and communities for as long as possible and, where this is not possible, to 
support access to quality long-term residential care. Nursing homes are the homes of 
the residents living in them. 
 
One of the key objectives of Government policy is to ensure the dignity, autonomy, 

                                                 
1 While “designated centre” is the term set out in the legislation, these residential facilities are 
colloquially known as “nursing homes” and this term will be used in this policy document. 
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safety and well-being of older people in residential care through the enforcement of 
quality standards underpinned by regulations. Recent years have seen significant 
developments concerning residential care for older people. These include the 
commencement of a new independent registration and inspection regime, operated by 
HIQA, for all nursing homes and the commencement of the new system of financial 
support for public and private long-term nursing home residents, the Nursing Homes 
Support Scheme (known as Fair Deal). 
 
Working Group 
 
The Department of Health and Children established a working group to draw up this 
policy, consisting of members from the educational sector and representatives from 
the regulatory agency (HIQA), public and private service providers (HSE and Nursing 
Homes Ireland) and relevant divisions of the Department of Health and Children. The 
full list of members is given in Appendix C. 
 
The working group adopted the following terms of reference at its first meeting: 
 
“To examine the issue of restraint and to develop an overarching policy to promote a 
restraint free environment and, where necessary, regulate the use of restraint in 
designated centres for older people, taking account of: 
 Human rights 
 Legal principles, 
 Best practice, professional guidelines, and 
 Submissions from residents, service providers, advocacy groups and the public.” 
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3. Legal background 
 
The legal position on restraint can be summarised as: 
 
In general, the application of restraint on a person, without their consent, is 
unlawful. 
 
The use of restraint must be considered in the wider context of rights conferred under 
the Irish Constitution (Bunreacht na hÉireann) and in the context of the European 
Convention on Human Rights (ECHR). From these, the following principles can be 
said to derive: 
 
1 Use of restraint on another person is, on its face, an interference with the person’s 

constitutional right to bodily integrity/personal liberty. 
 
2 Interference with a person’s right to bodily integrity/personal liberty may be 

permissible, if necessary to protect another constitutionally related right  - for 
example to protect a person (either the person in question or another) from 
imminent risk of harm. 

 
3 The extent of the restraint used must be proportionate to the risk of harm or injury. 
 
4 From a European Convention on Human Rights perspective, in the absence of 

detention in a criminal or similar context, the use of restraint (physical or 
chemical) can only be justified if it is a medical or therapeutic necessity. The 
standard of proof required to establish this is high.    

 
5 The use of restraint beyond what is necessary to meet this purpose, may be found 

to be inhuman and degrading treatment of a resident and constitute a violation of 
the residents human rights under Article 3 of the European Convention on Human 
Rights.   

 
The courts have recognised that within the bundle of personal rights guaranteed under 
Article 40 of the Constitution, is included a right to bodily integrity. The European 
Convention on Human Rights, which following the passing of the European 
Convention on Human Rights Act 2003, has been implemented in Ireland, provides at 
Article 3 that “No one shall be subjected to torture or to inhuman or degrading 
treatment or punishment.”    
 
Security and monitoring systems in designated centres for older people and the legal 
issues they give rise to are very closely related to those governing the use of restraint. 
Where there is a restraint of personal liberty by the use of such systems or devices, the 
principles 1-5 outlined above are applicable to such use. 
 
In general, the use of systems or devices that intrude on a person's privacy, without 
their consent, is unlawful. 
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4. Protection of older people 
 
The best interests of the older person must be the primary consideration in all nursing 
homes.   
 
Any episode of restraint is an imposition on a person’s rights and dignity. Restraints 
of any kind should only be used as a measure of last resort where there is imminent 
risk of serious harm.  An episode of restraint is a temporary measure and should 
always be in the least restrictive form and used for the least amount of time necessary. 
 
Protection from abuse 
 
Both the National Quality Standards for Residential Care Settings for Older People 
and the Health Act 2007 (Care and Welfare of Residents in Designated Centres for 
Older People) Regulations 2009, as amended, require that residents are protected from 
all forms of abuse, including misuse of restraint.  
 
Anyone with concerns in respect of the possible misuse of restraint in a nursing home 
should avail of the complaint mechanisms required under the Care and Welfare 
Regulations. Employees in nursing homes may also avail of protected disclosure 
under Part 14 of the Health Act 2007.  
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5. What is restraint? 
 
Restraint can be broadly defined as the intentional restriction of a person’s movement 
or behaviour.  
 
The following definitions apply for the purpose of this document: 
 
Physical restraint is any manual method or physical or mechanical device, material or 
equipment attached or adjacent to the resident’s body that the individual cannot easily 
remove that restricts freedom of movement or normal access to one’s body. 
  
‘Easily remove’ means: The device can be removed intentionally by the resident in the 
same manner as it was applied by the staff considering the resident’s physical 
condition and ability to accomplish the objective.  
 
‘Freedom of movement’ means: Any change in place or position for the body or any 
part of the body that the person is physically able to control. 
 
While equipment which promotes the independence, comfort or safety of a resident or 
which is specifically requested by the resident may be appropriate in specific 
circumstances it may also constitute a physical restraint under the definition above.  
 
Chemical restraint is the intentional use of medication to control or modify a 
person’s behaviour or to ensure a patient is compliant or not capable of resistance, 
when no medically identified condition is being treated; where the treatment is not 
necessary for the condition; or the intended effect of the drug is to sedate the person 
for convenience or for disciplinary purposes.  
 
The appropriate use of drugs to reduce symptoms in the treatment of medical 
conditions such as anxiety, depression, or psychosis, does not constitute restraint. 
Chemical restraint is always unacceptable. 
 
Environmental restraint is the intentional restriction of a resident’s normal access to 
their environment, with the intention of stopping them from leaving, or denying a 
resident their normal means of independent mobility, means of communicating, or the 
intentional taking away of ability to exercise civil and religious liberties. The design, 
layout, equipping, and operations of a nursing home should be developed in a manner 
that maximises residents’ capacity to exercise personal autonomy and choice. 
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6. General principles for individual decision making 
 
Every episode of restraint constitutes a serious and potentially hazardous 
intervention and should only be an option of last resort.  
 
It is vital that consideration be given to all alternative less restrictive measures before 
an episode of restraint may be initiated. In the exceptional circumstances that an 
episode of restraint is initiated it must be minimised to what is absolutely necessary 
and should always be viewed as a temporary measure.  
 
While any decision to use restraint must take into account the unique/individual facts 
of the situation at the time it is taken, including the immediate risk to the resident or 
others, there are a number of principles on which it must be based:  
 
a. Risk versus benefit 
 
Any potential episode of restraint must be considered only where there is clear 
evidence that the potential benefit of restraint to the individual person, and the risk 
involved if restraint is not used, outweigh the possible negative effects on the person 
subject to the restraint.   
 
A number of factors must be considered: 
 
 Residents have a right to participate in activities involving personal risk and that 

right must be respected. The desire to maximise resident safety does not of itself 
justify restraint. 
 

 Restraint should only be used in specified, restricted and time-limited 
circumstances, where it is absolutely necessary to protect either the person being 
restrained or others from harm: the risk to the person, or to others, of not using 
restraint must be serious and imminent. 

 
 The negative consequences of restraint to be considered include the 

psychological impact on the individual and risks associated with restraint.   
 
 
b. Importance of resident’s views 

 
 There is a presumption that all adults have capacity to make choices about their 

own care. A diagnosis of a condition such as Alzheimer’s disease or evidence of 
cognitive impairment might not be sufficient grounds to challenge this 
presumption. It is important to note that a resident is not deemed to lack capacity 
just because they make a decision which seems unwise. What matters is their 
ability to carry out the processes involved in making the decision and not the 
outcome or decision itself. Every effort must be made to provide information to 
the resident about an episode of restraint in a way that is most appropriate to 
help them to understand. 

 
 If a decision is made to initiate an episode of restraint, every effort should be 

made to continue to seek and respect the views of the resident. When 
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considering the form of communication which is likely to be most effective, 
regard should be had to the individual’s needs and circumstances. Almost all 
residents will have some ability to express, verbally or otherwise, their views 
about how they wish to be treated, or may have expressed them in the past.  

 
c. Need to consider alternatives to restraint 

 
 Every effort must be made to determine and to alleviate the underlying causes of 

the resident’s behaviour.  
 
 Consideration of all alternative interventions must be explored and deemed 

inappropriate before a decision on an episode of restraint may be taken.    
 
 An episode of restraint must only be a temporary measure to prevent the risk of 

imminent harm.   
 
 Service providers must ensure that there are appropriately skilled and qualified 

staff available at all times, who can deliver services in accordance with the 
needs of the residents.  An episode of restraint should not be initiated to 
overcome lack of adequate staff support and supervision. 

 
 A long-term management strategy should be formulated for any resident with 

recurrent behavioural problems.  This includes seeking expert advice on 
behaviour management, and consideration of a change in environment. 
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7. General principles for nursing homes 
 
a. Commitment to a restraint free environment and person centred care 
 
Each nursing home should be committed to a restraint free environment. 
 
Commitment to a restraint free environment requires that staff know, and understand, 
the resident’s usual conduct, behaviour, and means of communication. Staff should 
have an awareness of, and ability to adapt, the environment in response to behaviours 
that are challenging. 
 
Any consideration of restraint should reflect a person centred approach to care. It 
needs to take into account the resident as an individual and must view the resident as 
an equal partner in their own care. A person-centred approach to risk respects 
residents’ rights to take risks and prioritises the individual resident’s needs and wishes 
rather than simply trying to protect them from harm. 
 
b. Assessment 

 
A full assessment of the resident must be performed prior to any episode of restraint 
unless a resident’s unanticipated behaviour places them or others in imminent danger. 
At a minimum, this assessment must identify and consider all physical, medical, 
psychological, emotional, social, and environmental causes, or influencing factors. 
The assessment should identify the following; 
 The steps taken to identify the underlying physical and/or psychological 

causes of the medical symptom. 
 The alternative measures that have been taken, for how long, how recently, 

and with what results. 
 The evidence that restraint will benefit the symptom. 
 The risks involved in using restraint. 
 The specific circumstances under which restraint is being considered. 
 The type, period, and location of restraint. 
 The views of the resident. 
 
c. Monitoring, recording and reviewing 
 
In the instance of an episode of restraint:  
 
 The safety and response of the resident to restraint must be monitored closely 

during any episode of restraint.  Risk of injury to the resident, or distress, 
discomfort, anger, agitation, pleas for release, or calls for help, require 
immediate review and, except in rare emergency situations, cessation of 
restraint. 

 
 The assessment prior to, and during, episodes of restraint, must be carefully 

documented in the resident’s care plan. 
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 Adverse events, including psychological disturbance, resulting from restraint 
must be documented. 

 
d. Policy 
 
A policy on restraint must be in place in every nursing home. It should adhere to the 
principles outlined in this national policy, and the requirements of statutory 
regulations and national standards. This policy must be regularly reviewed and all 
staff members working with residents - including nursing staff and carers - must be 
able to demonstrate an understanding of the policy, and receive training on its 
implementation. 
 
An awareness of restraint, its use and misuse is essential for everyone working in 
residential care for older people. The provision of relevant education, training, and 
ongoing professional development of staff in evidence based practice is essential to 
ensure that staff have the necessary skills and competence to provide appropriate care 
for residents. 
 
 

  10



 
8. Evaluation and reporting 
 
Each nursing home must maintain a record detailing every episode of restraint. This 
record must be kept in compliance with statutory regulations and standards, and 
should include details of the duration and type of restraint used, and the outcome.  
 
This data on restraint should be used for internal and external audit and review, in 
order to identify issues concerning its use, and to promote systems and procedures to 
eliminate it.  The lessons learnt from this critical evaluation should feed into the 
ongoing development and implementation of the nursing home’s restraint policy, and 
should guide the development of staff training. 
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Appendix A - Public consultation 
 
Brief outline of process 
 
The Working Group decided at its first meeting to hold a public consultation by 
inviting members of the public to submit their views on the proposed policy for a 
restraint free environment. 
 
On 31st March, 2010, the Minister for Older People and Health Promotion, Áine 
Brady T.D., launched the public consultation process.  A notice was placed in national 
newspapers setting out the background and inviting submissions by e-mail and post 
before 30th April 2010.  
 
List of submissions received 
 
A total of 38 submissions were received from the following organisations and 
individuals: 
 
1. The Irish Hospice Foundation 
2. Bridget Butler 
3. Claire McLaughlin, St Vincent’s Community Nursing Home (CNU), Laois 
4. The Pharmaceutical Society of Ireland (PSI) 
5. Professor Jane Edwards, Music and Health Research Group, Limerick 

University  
6. Nurse Managers Association for Intellectual Disability 
7. Nursing Homes Ireland  
8. Association of Optometrists of Ireland 
9. Age Action Ireland 
10. Sinead O’Sullivan and Janet Hanley, Milford Care Centre 
11. Irish Institute of Mental Health Nursing 
12. School of Nursing and Midwifery, University College Cork 
13. Irish Senior Citizen’s Parliament 
14. The Alzheimer Society of Ireland 
15. Deirdre Lang, Assistant Director of Nursing, St John’s, Enniscorthy 
16. Department of Nursing and Midwifery, University of Limerick 
17. Mental Health Commission 
18. National Council for the Professional Development of Nursing and Midwifery 
19. Breda Roberts, Occupational Therapist in Sligo 
20. Catherine White, Matron, Dunmanway Community Hospital 
21. Callan Institute for Positive Behaviour Support 
22. Teresa Duignan, RPN 
23. Joint submissions, Mowlid Noor Mohammed, Senior Occupational Therapist 

and residents of Claremont Residential and Day Care Services 
24. Third Age Foundation 
25. Bernadette Flood, MPSI, Pharmacist, St Joseph’s Centre, Daughters of Charity, 

Clonsilla 
26. Dr Verena Keane, Consultant General Adult Psychiatrist 
27. Mary Cotter, Director of Nursing, Dalton Community Nursing, Co Mayo 
28. Lourda Finn 
29. Teresa Nolan, Resource Officer, Kilkenny Social Service 
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30. Dr Kate Irving, School of Nursing, Dublin City University 
31. Finbarr O’Leary, Deputy CEO, Childrens Acts Advisory Board 
32. Member of the Public 
33. National Centre for the Protection of Older People, School of Nursing, 

Midwifery and Health Systems, University College Dublin 
34. Aoife O’Toole, Cheshire Ireland 
35. Irish Association of Older People 
36. An Bord Altranais 
37. All Ireland Gerontological Nurses Association 
38. Association of Occupational Therapists of Ireland  
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Appendix B – Principal legislation relating to the care and welfare older people 
in nursing homes 2 

 

Primary legislation 

The Health Act 2007 (No. 23 of 2007) provides for the establishment of the Health 
Information and Quality Authority (HIQA). Statutory responsibility is given to the 
Chief Inspector of Social Services, (part of HIQA) for inspecting and registering 
nursing homes.  

 
The Health (Miscellaneous Provisions) Act 2010 (No. 18 of 2010) amended section 
55 of the 2007 Act. 
 

Secondary legislation 

The Health Act 2007 (Commencement) (No. 2) Order 2009 (S.I. no. 237 of 2009) 
commenced provisions under the Health Act 2007 in relation to the regulation of 
designated centres for older people from 1st July 2009. 

 
The Health Act 2007 (Registration of Designated Centres for Older People) 
Regulations 2009 (S.I. no. 245 of 2009) set out rules covering the registration of 
designated centres for older people by HIQA and the fees payable by registered 
providers of designated centres for older people. They came into force on 1st July 
2009. 
 
The Health Act 2007 (Care and Welfare of Residents in Designated Centres for 
Older People) Regulations 2009 (S.I. no. 236 of 2009) set out provisions for the 
purposes of ensuring proper standards for designated centres for older people. They 
came into force on 1st July 2009.  
 
The Health Act 2007 (Care and Welfare of Residents of Designated Centres for 
Older People) (Amendment) Regulations 2010 (S.I. no. 36 of 2010) amended 
certain articles of the 2009 Regulations and came into force on 15th February 2010. 
 
The Health Act 2007 (Registration of Designated Centres for Older People) 
(Amendment) Regulations 2010 (S.I. no. 593 of 2010) reduced the annual fee 
payable by a registered provider under Section 99 of the Act in respect of each 
resident who will be accommodated in the designated centre and came into force on 
1st January 2011. 
 

Standards 

The regulations underpin the National Quality Standards for Residential Care 
Settings for Older People in Ireland, which were approved by the Minister for 
Health and Children on 17th February 2009, and which set out the standards 
designated centres for older people are expected to meet if they are to be registered by 
HIQA. 

                                                 
2 Note – while this is the main health legislation relating to the care and welfare of residents in nursing 
homes current on the date of publication, it is not an exhaustive list. 
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Appendix C - Members of working group 

 
 Geraldine Fitzpatrick (Chair) Principal Officer, Department of Health and 

Children (DoHC) 
 Michael Smith, Assistant Principal, DoHC 
 Sheila O'Malley, Chief Nursing Advisor, DoHC 
 Marita Kinsella, Chief Pharmacist DoHC 
 Noreen Quinn, Pharmacist, DoHC 
 Dr Colette Bonner, Deputy Chief Medical Officer, DoHC 
 Dr Shaun O’Keeffe, Geriatrician, University College Hospital Galway  
 Ann Ryan, Inspector Manager, Health Information and Quality Authority 

(HIQA) 
 Vicky Blomfield, Regional Operations Manager, HIQA 
 Suzanne Cahill, Director of The Dementia Services Information and 

Development Centre's research programme at Trinity College Dublin  
 Ann Coyle, Planning Specialist for Older People, Health Services Executive 
 Sinéad Fitzpatrick, Practice Development Facilitator, Nursing Homes Ireland 

(NHI) 
 Vena Doyle, Practice Development Facilitator, NHI 
 
Secretariat 
 Dave Walsh, DoHC 
 Caitríona Mason, DoHC 
 

 
 
 
 

  




