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1. AUDIT BACKGROUND/RATIONALE 

The ‘Policy on Use of Physical Restraints in Designated Residential Care Units for Older People’ (HSE, 2010) 
was developed by an interdisciplinary working group as a guide to the very limited circumstances where the use 
of physical restraints is permitted. The document consists of the policy, procedures and guidelines on restraint 
use. It was developed by the HSE in partnership with Nursing Homes Ireland, and was implemented in 
December 2010.  
 
The purpose of this audit was to fulfil the assurance requirement outlined in the policy, whereby an initial audit 
was to be undertaken after six months in the context of compliance and any revisions that may be required. This 
is the first QPSA Audit of the policy and, as such, this audit establishes benchmark data against which future 
monitoring and audits may be compared. The findings from this audit will contribute to the overall knowledge 
base on the use of physical restraints in residential settings for older persons. The audit’s evidence-based 
recommendations will inform a national quality process to help clarify policy tenets and improve implementation 
in residential settings.  
 

2. AUDIT OBJECTIVES 

The objective of this audit was to provide a reasonable level of assurance to the audit requester in respect of 
the “Policy on Use of Physical Restraints in Designated Residential Care Units for Older People”. The audit set 
out to determine, through evidenced validation, whether staff in residential care units: 
   1) Are aware of the policy 
   2) Understand the policy, and have similar interpretations of policy directives 
   3) Are compliant with the policy, as detailed by specific tenets within the policy document. This will include 

interviews with personnel in the residential services and residents’ family members, where practicable  
 
Sources of evidence that informed the audit findings included: 

� Analysis of questionnaire returns from the units (98 responses)  
� Five site visits, which included interviews with Director of Nursing (DON) or Person in Charge (PIC), 

interviews with restraint champion(s), and analysis of evidence at each site.  
 

3. SIGNIFICANT FINDINGS 

3.1  Application and Management of the Policy in the Unit 

� Definition of Restraint: 97% of the units agreed with the definition of restraint, although there were 
queries about restraints versus enablers i.e. whether a device is a restraint if it is put in place for a 
resident’s safety. A similar finding was reflected at the site visits.  

� Resident Restraint Register: 43% of all units stated a restraint register is “always” completed every 
morning by the DON/PIC. On the site visits, the audit team observed a broad range of interpretations 
with regard to the application of this register, the frequency it is updated, and the template used. 

� Restraint Champion: 86% of units affirmed they had a restraint champion. There was evidence of a 
restraint champion identified in four of the five site visits, although the term “champion” was not always 
used. Only one site had a restraint champion available for the audit team to interview.  

� Staff Training: 68% of units stated that all staff received appropriate training on the policy. Methods of 
training ranged broadly. The audience for training sessions also varied from “all grades of staff” to 
“nursing staff only.” On the site visits, the audit team observed that training methods, content depth, and 
audience varied significantly.  

 

3.2 Methods of Restraint 

� In the main, methods of restraint were limited to lap belts and bed rails, with 60% of units using lap belts 
“mostly / sometimes” and 83% of units using bed rails “mostly / sometimes”. There was no evidence 
found on any of the site visits of a unit using methods of restraint considered “not acceptable” as per the 
national policy. 

 

3.3 Resident / Family Involvement and Consent: 

� Resident Consent: 87% of units noted that they “always” obtain residents’ consent to any restraining 
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action and this is documented in their care plans. On all site visits, the audit team found evidence of 
consent in less than half of the care plans reviewed at each site and, at one site, no evidence of resident 
consent. 

� Family Involvement in Decision Making: 84% of units indicated that relatives, advocates, or 
guardians are “always” involved in the discussions on restraint. On the site visits, the audit team found a 
range of evidence and approaches to family involvement. One site requested family members’ 
signatures on care plans, while at the other four sites family involvement was documented by nurses. 
Documentation was inconsistent at most sites. 

� Permission of Others to Use Restraint: 91% of units responded that a resident’s physician could 
“never” give permission to use restraints; responses were not as clear-cut as regards permission given 
by family members or legal representatives. At site visits, staff informed the audit team that family 
members sometimes request the use of bed rails, and staff may feel pressurised to use bed rails despite 
their clinical judgement. With regard to legal representatives, three units responded that a legal 
representative can “never” give permission to restrain a resident judged to lack capacity to consent; the 
policy, however, notes that appointed legal representatives may exercise this right.  

� Disagreement over the Use of Restraint: 92% of units stated that, where there is disagreement over 
the use of restraint, staff always / mostly embark on further discussion with senior staff involving the 
multi-disciplinary team. None of the five sites visited, noted disagreement on the use of restraint. 

 

3.4 Clinical Governance 

� Written Record - All Staff Read & Understand Policy: 93% of units responded that they had a written 
record indicating all staff have read and understand the policy, though only 29% of units “always” review 
and update the sheet monthly. On the site visits, the audit team viewed evidence of signature sheets in 
three of the five units; the signature sheets varied broadly in terms of content, layout, and the 
percentage of staff who signed them.  

� Each Episode of Restraint Reviewed by MDT and Documented in Clinical File: 85% of units 
always/mostly review each episode of restraint with a multi-disciplinary team involved in the resident’s 
care and treatment, and document this on the clinical file. Of the five site visits, the audit team found 
only one site which evidenced multidisciplinary involvement in decision making on the use of restraint. 

� Audit or Evaluation on the Use of Restraint and Related Statistical Reports: 61% of units reported 
that an audit and/or evaluation on the use of restraint was undertaken in the unit. The audit team found 
evidence of audit or evaluation in two of the five sites visited. 

 

3.5  Resident Assessment 

In the response to the questionnaire, the majority of units responded “always / mostly” to the policy 
tenets in respect of resident assessment.  Of the five sites visited, two sites had evidence of 
assessment for bed rails in all resident care plans reviewed, regardless of whether bed rails were in use 
at the time. At the other three sites, assessments were completed for bed rails and lap belts; however, 
there was no evidence of assessment made prior to the decision to restrain, assessments appear to 
have been conducted once the decision to restrain or enable had already been made. There was no 
evidence of assessments or consultation with regard to the use of anti-wandering devices in any care 
plans reviewed. 

 

3.6 Care of the Resident During Periods of Restraint; Emergency Situations; Restraint Review 

� Appropriate Care of Resident During Restraint: In the response to the questionnaire, the majority of 
units reported always / mostly adhering to policy tenets in respect of the appropriate care of residents 
during periods of restraint. The audit team found evidence of restraint release and review charts in four 
of the five sites visited. Three sites used these charts for each resident who currently had bed rail and/or 
lap belt and as a restraint and/or an enabler. One site used the charts for two residents for whom lap 
belts were used as restraint only. 

�  Emergency Situations: A large number of units responded that they always/mostly follow policy tenets 
in relation to care of residents who are restrained in emergency situations, or to address an immediate 
unplanned need. On four site visits, there was no evidence of the use of restraint for periods of 
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emergency or unplanned need in the resident care plans. In one site, there was one incident of a 
resident restrained in an emergency situation; the restraint was undertaken by external staff.  

�  Review of a Resident’s Condition Linked to the Use of Restraint: The majority of units responded 
“always” or “mostly” to policy tenets in relation to the review of a resident’s condition linked to the use of 
restraint. On the site visits, the audit team viewed evidence of regular review, ranging from weekly to 
quarterly, of all residents who used bed rails or lap belts as either restraints or enablers. Review 
frequency ranged from weekly to quarterly. 

 

3.7 Use of Lap Belts and Bed Rails 

� Use of Lap Belts: 98% of units reported having lap belts with releasing buckles. 89% of units always / 
mostly use lap belts for safety when moving within the unit or outside. The audit team viewed evidence 
of lap belts in all five sites visited, though the use of assessments varied greatly. At three sites, lap belts 
were used only as enablers, but only one of the three had assessments for lap belts in resident care 
plans. One site did not specify if lap belts were used for restraints or enablers, and had no evidence of 
relevant assessment. One site used lap belts as restraints for two residents, but only had evidence of 
assessment for one of them.  

� Bed Rails Assessment: 98% of units responded that they always / mostly use bed rails following 
individual assessment. On the site visits, the audit team found evidence of a range of compliance. Three 
sites had evidence of bed rails assessment in the care plans of all residents using bed rails, although 
the actual assessment “tool” ranged i.e. a brief checklist, a risk balance, and a full assessment tool were 
all viewed in various sites.   

� Approved Use of Bed Rails: The majority of units reported that they use bed rails for approved use 
only. On all five site visits, the audit team found no documentary evidence of inappropriate use of bed 
rails in the resident care plans.  

� Alternatives to Bed Rails: The most frequently used alternative to bed rails was nursing the resident 
on a lowered bed, followed by the use “ultra low beds” and crash mats. The majority of units never use 
inflatable bed rails nor perimeter mattresses. At all five site visits, the audit team were advised of 
alternatives to bed rails including: low-low beds; crash mats; pressure alarms; anti-wandering devices; 
door keypads; laser alarms; and sound monitors. 

� Fitting Bed Rails: 94% of units reported “always / mostly” fitting and checking bed rails as per guidance 
issued in the national policy. On the site visits, the audit team viewed evidence of bed rail risk 
assessment in two of the sites. In the other three sites, all beds have integrated bed rails, so fitting of 
bed rails was not deemed necessary.  

3.8 Complaints 

� 94% of units reported that they had received no complaints in respect of the use or lack of restraints. 
None of the five sites visited reported any complaints in respect of restraint. 

 

4. RECOMMENDATIONS 

The audit team makes the following national recommendations: 
1. The revised policy should be clearer in terms of an “enabler” vs. “restraint”, in particular what 

documentation must be completed if an appliance (e.g., anti wandering device) is used as a restraint 
and what (if any) documentation must be completed if it is used as an enabler. 

2. The policy uses a different definition of restraint as compared to HIQA standards and DOHC policy. This 
can cause confusion in the system. The two definitions should be reviewed in concert, and one 
definition agreed to reduce ambiguity and potential misunderstanding. 

3. Due to the fact that the DOH policy in respect of restraint (2011) was published after the HSE national 
policy (2010), there is a lack of clarity for staff as to which policy they must adhere. The two documents 
must be harmonised and communicated. 

4. The resident restraint register is currently noted in the policy section “Emergency or Unplanned Need”. 
The audit team observed a broad range of interpretations with regard to the application of this register. 
This needs to be clarified in the review of the policy.  

5. The T4T training programme needs to be reviewed to ensure a clear and consistent message is 
imparted to staff in attendance.  Training needs to have a standardised approach across all regions. 

6. Following review and standardisation of the policy and training, there needs to be a refresher course 
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provided for people who have previously attended T4T training. 
7. Bearing in mind current resource challenges, rather than an “all staff” requirement for training, the policy 

needs to specify which staff must receive training on physical restraint e.g. staff who have direct contact 
with residents.  

8. The role of the Regional Policy Lead should be clarified i.e. designated as a resource and support for 
restraint champions in each designated residential unit. The Lead should be able to provide clarity for 
restraint champions’ concerns, and also monitor the implementation of the policy in the region.  

9. The revised policy should take into consideration anti-wandering devices and the definitions of these 
devices. See recommendation one regarding documentation required for enablers vs. restraints in 
relation to anti-wandering devices.    

10. The policy section pertaining to family, physician and legal representative involvement in consent for the 
use of restraint needs to be reviewed and clarified. In particular, the issue of whether the clinical 
decision to use or not use restraint always supersedes the input of others.  

11. The current policy refers to procedures which must be undertaken in respect of restraint, and which 
involve multi-professional and/or interdisciplinary staff in residential units. The revision of the national 
policy requires broader representation by allied health professional (AHP) disciplines, taking into 
account their own professional codes of practice, and communicated to AHP staff who provide services 
to residential units. This is particularly relevant to AHPs who provide services on a sessional basis. 

12. The policy must dictate what specific templates / forms need to be completed to ensure a systematic 
approach to record keeping in respect of policy tenets, making a clear distinction between those 
required for use of restraint vs. use of enablers.  

 
 

5. CONCLUSION 

 
Based on the questionnaire responses and five site visits, the QPSA audit team: 

• Found sufficient evidence to provide reasonable assurance that staff had awareness of the HSE policy 
in public residential care units for older people 

• Did not find sufficient evidence to provide reasonable assurance that staff members understand the 
HSE policy and have similar interpretations of policy directives due to confusion over which policy to 
follow (related to Recommendation #2) 

• Did not find sufficient evidence to provide reasonable assurance that staff members are compliant with 
the HSE policy, as detailed by specific tenets within the policy document.  

 
In particular, the audit team found there was a discrepancy between what was reported in the questionnaire 
responses and the actual evidence viewed during site visits. 
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