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Approved Centre Acute Psychiatric Unit, Tallaght University Hospital
Name:
The total number of persons that the centre can accommodate at any one 52
time

The total number of persons that were admitted during the reporting period | 611

Rules Governing the Use of Seclusion

Issued Pursuant to Section 69(2) of the Mental Health Act 2001-2018.

The total number of persons who were secluded during the reporting

period 36

The total number of seclusion episodes 81

The shortest episode of seclusion <1 hours
The longest episode of seclusion 112 hours

A statement about the effectiveness of the approved centre’s actions to

reduce or, where possible, eliminate the use of seclusion

The Approved Centre has taken a structured and consistent approach to reducing, and where
possible eliminating, the use of seclusion. This work is guided by the Restrictive Practices
Reduction (RRP) Policy and is supported through clear governance arrangements, including the
Review and Oversight and Reducing Restrictive Practice Committee, the Implementation Group,
and regular monthly audit cycles.

Across 2025, seclusion activity was reviewed quarterly to monitor trends and inform practice. 23
episodes were recorded in Q1, reducing to 20 in Q2, remaining at 20 in Q3, and decreasing further
to 18 in Q4. While the overall reduction across the year is modest, the data demonstrates stability
with a gradual downward movement from the start of the reporting period.

It is also noteworthy that a small number of individuals accounted for a proportion of the
episodes. For example, one individual was involved in 20 of the 81 recorded episodes (25%). This
suggests that seclusion is being applied in response to specific, high-risk clinical situations rather
than as a routine or widespread intervention. Continued targeted planning for these individuals
remains central to further reduction efforts.

The average duration of seclusion varied throughout the year. A prolonged episode in Q3
influenced the overall average for that quarter. However, by Q4, the average duration had
reduced again. This suggests that episodes are being actively reviewed and that learning is
informing practice adjustments, rather than seclusion being allowed to continue without scrutiny.
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In addition to monitoring activity, a range of reduction initiatives has been implemented. These
include the embedding of the Safewards model, structured two-day and five-day post-incident
debrief processes, staff reflective debrief sessions, strengthened Individual Care Plan
documentation to ensure reduction planning is recorded following each episode, and the
introduction of checklists to support compliance with the Rules Governing the Use of Seclusion. A
Trauma-Informed Care training pathway has commenced, with a Train-the-Trainer model planned
for 2026 to further strengthen early intervention and de-escalation practice. Enhanced data
collection examining antecedents and contributing factors to seclusion episodes has also been
introduced to inform preventative strategies.

Overall, the Approved Centre’s approach reflects an active commitment to reducing seclusion
through governance, audit, staff development, and data-informed practice. While continued
reduction remains a priority, the structures and initiatives now in place provide a strong
foundation for sustained progress.

A statement about the approved centre’s compliance with the rules
governing the use of seclusion

The Approved Centre has a Seclusion Policy in place which guides and standardises our practice.

The policy is aligned with the Mental Health Commission Rules Governing the Use of Seclusion
and clearly sets out the requirements for clinical decision-making, including medical reviews,
observation levels, documentation, notification, debriefing, and multidisciplinary review.

In addition, staff use a structured Seclusion Pathway booklet during each episode. This provides a
clear, step-by-step guide to ensure that all requirements of the Rules are followed in practice and
documented appropriately.

Quarterly audit data for 2025 demonstrates high and improving compliance. In Q1 overall
compliance ranged from 92% to 94%. In Q2 compliance ranged from approximately 89.7% to
96.6%. In Q3 overall compliance rose to 98.8%, and in Q4 it reached 99.1%. Early in the year, areas
requiring improvement were identified. These included timely completion of debriefs,
documentation of patient consent regarding informing nominated representatives, and full
recording of ICP updates following review. These deficits were explicitly identified in quarterly
reports, assigned named leads, and accompanied by time-bound action plans. Interventions
included revision of audit tools to better align with the Rules wording, introduction of
documentation checklists, direct engagement by the Clinical Director with treating teams, and
reinforcement of responsibilities during registrar induction.

The trend across the year demonstrates that where compliance gaps were identified, corrective
action was implemented and measurable improvement followed. By the latter half of 2025, most
standards were consistently achieving compliance levels above 95%, with many at or approaching
full compliance.
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On this basis, the Approved Centre is compliant with the Rules Governing the Use of Seclusion.
Moreover, it demonstrates active governance, real-time monitoring, and prompt corrective action
where deficits occur.

A statement about the compliance with the approved centre’s own reduction

policy

The Restrictive Practices Reduction Policy that is in place requires clear governance structures,
multidisciplinary oversight, audit and monitoring processes, staff education, service-user
engagement, and continuous quality improvement aimed at reducing restrictive practices.

The 2025 quarterly reports demonstrate that these requirements are in place and functioning. A
multidisciplinary Review and Oversight and Reducing Restrictive Practice Committee meets
monthly to analyse all restraint activity and compliance data. An Implementation Group,
established as a direct-action group from this committee, focuses specifically on progressing
reduction initiatives. Restrictive practices remain a standing agenda item at governance and safety
pause meetings. Monthly audits are completed and formally reported. Action plans identify
responsible persons and timelines, and findings are disseminated to staff.

The Safewards framework has been embedded across wards, alongside environmental and
therapeutic measures aimed at reducing distress and escalation. A structured Support Plan
process informed by Positive Behavioural Support principles is being developed to support
individuals with complex presentations. Trauma-Informed Care training has commenced, with
further rollout planned. A pilot data-gathering initiative examining contributory factors to
restrictive practice episodes has been introduced to guide targeted quality improvement work.
Engagement with service wide CHO7 restrictive practice recommendations is documented and
ongoing.

While some initiatives, such as formal service-user representation and full implementation of the
Trauma-Informed Care programme, are still progressing, the core elements of the reduction policy
are operational.

Overall, the Approved Centre is compliant with its Restrictive Practices Reduction Policy. The
governance systems, monitoring arrangements, staff development initiatives, and quality
improvement work outlined in the 2025 reports reflect active and meaningful implementation in
practice rather than procedural compliance alone.

Each Approved Centre should also produce a comprehensive Annual Report
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Code of Practice on the Use of Physical Restraint

Issued Pursuant to Section 33(3)(e) of the Mental Health Act 2001-2018

The total number of persons who were physically restrained during the 59

reporting period

The total number of episodes of physical restraint 157

The shortest episode of physical restraint 1
minute

The longest episode of physical restraint 10
minutes

A statement about the effectiveness of the approved centre’s actions to

eliminate, where possible, and reduce physical restraint

The Approved Centre has taken a structured and consistent approach to reducing, and where
possible eliminating, the use of physical restraint. This work is guided by the Restrictive Practices
Reduction (RRP) Policy and the local Physical Restraint Policy, and is supported through clear
governance arrangements, including the Review and Oversight and Reducing Restrictive Practice
Committee, the Implementation Group, and regular monthly audit cycles.

Across 2025, physical restraint activity was reviewed quarterly to monitor trends and inform
practice. 62 episodes were recorded in Q1, reducing to 31 in Q2. Activity increased to 36 in Q3
and reduced again to 28 in Q4. While there was variation mid-year, there was an overall reduction
from the beginning to the end of the reporting period.

It is also noteworthy that a small number of individuals accounted for a proportion of the physical
restraint episodes. For example, one individual was involved in 55 of the 157 recorded episodes
(35%). This indicates that physical restraint is being used in response to specific high-risk clinical
situations rather than as a routine intervention. Continued targeted planning for these individuals
remains central to further reduction efforts.

The average duration of restraint remained short across the reporting period. This reflects
adherence to the principle that restraint should be used for the minimum duration necessary and
discontinued as soon as the immediate risk has reduced.

In addition to monitoring activity, a range of reduction initiatives has been implemented. These
include the embedding of the Safewards model, structured two-day and five-day post-incident
debrief processes, staff reflective debrief sessions, strengthened Individual Care Plan
documentation to ensure reduction planning is recorded following each episode, and the
introduction of checklists to support compliance with Code of Practice standards. A Trauma-
Informed Care training pathway has commenced, with a Train-the-Trainer model planned for

2026 to further strengthen early intervention and de-escalation practice. Enhanced data collection

Each Approved Centre should also produce a comprehensive Annual Report
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examining antecedents and contributing factors to restraint episodes has also been introduced to
inform preventative strategies.

Overall, the Approved Centre’s approach reflects an active commitment to reducing physical
restraint through governance, audit, staff development, and data-informed practice. While
continued reduction remains a priority, the structures and initiatives now in place provide a
strong foundation for sustained progress.

A statement about the approved centre’s compliance with the code of
practice on the use of physical restraint

The Approved Centre has a Physical Restraint Policy in place which guides and standardises

practice. The policy is aligned with the Mental Health Commission Code of Practice on the Use of
Physical Restraint and clearly sets out the requirements for clinical decision-making, including
medical examination within two hours, documentation standards, notification processes,
debriefing within two working days, and multidisciplinary review within five working days.

Staff utilise a structured Physical Restraint checklist to ensure that all procedural and legal
requirements are completed contemporaneously and recorded appropriately.

Quarterly audit data for 2025 demonstrates overall high compliance, with improvement across
the year. In Q1 overall compliance ranged between 94% and 97%. In Q2 compliance levels were
lower, ranging between approximately 56.9% and 73.3%, with deficits primarily relating to
documentation of MDT reduction planning and nominated representative consent. In Q3
compliance improved to 87%, and by Q4 overall compliance reached 98.8%.

Where gaps were identified, they were clearly documented in quarterly reports and assigned to
named leads with defined timelines. Interventions included revision of audit tools to align more
closely with the Code of Practice wording, introduction of ICP update checklists, registrar
induction training on legal and documentation requirements, reinforcement of prompts to ensure
medical examination occurs within two hours, and direct engagement by the Clinical Director with
relevant treating teams.

The trend across the year demonstrates that where compliance gaps were identified, corrective
action was implemented and measurable improvement followed. By Q4, most standards were
consistently achieving compliance levels above 95%, with several standards approaching full
compliance.

On this basis, the Approved Centre is compliant with the Code of Practice on the Use of Physical
Restraint and demonstrates active oversight, ongoing monitoring, and responsive quality
improvement where standards require strengthening.

Each Approved Centre should also produce a comprehensive Annual Report
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A statement about the compliance with the approved centre’s own reduction

policy

The Restrictive Practices Reduction Policy that is in place requires clear governance structures,
multidisciplinary oversight, audit and monitoring processes, staff education, service-user
engagement, and continuous quality improvement aimed at reducing restrictive practices.

The 2025 quarterly reports demonstrate that these requirements are in place and functioning. A
multidisciplinary Review and Oversight and Reducing Restrictive Practice Committee meets
monthly to analyse all restraint activity and compliance data. An Implementation Group,
established as a direct-action group from this committee, focuses specifically on progressing
reduction initiatives. Restrictive practices remain a standing agenda item at governance and safety
pause meetings. Monthly audits are completed and formally reported. Action plans identify
responsible persons and timelines, and findings are disseminated to staff.

The Safewards framework has been embedded across wards, alongside environmental and
therapeutic measures aimed at reducing distress and escalation. A structured Support Plan
process informed by Positive Behavioural Support principles is being developed to support
individuals with complex presentations. Trauma-Informed Care training has commenced, with
further rollout planned. A pilot data-gathering initiative examining contributory factors to
restrictive practice episodes has been introduced to guide targeted quality improvement work.
Engagement with service wide CHO7 restrictive practice recommendations is documented and
ongoing.

While some initiatives, such as formal service-user representation and full implementation of the
Trauma-Informed Care programme, are still progressing, the core elements of the reduction policy
are operational.

Overall, the Approved Centre is compliant with its Restrictive Practices Reduction Policy. The
governance systems, monitoring arrangements, staff development initiatives, and quality
improvement work outlined in the 2025 reports reflect active and meaningful implementation in
practice rather than procedural compliance alone.

Rules Governing the Use of Mechanical Means of Bodily Restraint

Issued Pursuant to Section 69(2) of the Mental Health Act 2001-2018.

The total number of persons who were mechanically restrained under Part 3 | NIL
(Immediate Risk of Harm)

The total number of episodes of mechanically restrained under Part 3 NIL
(Immediate Risk of Harm)

Each Approved Centre should also produce a comprehensive Annual Report



“*  Statement on compliance with the rules governing

seclusion, restraint & mechanical restraint for 2025

—

—

The shortest episode of mechanically restraint under Part 3 (Immediate Risk | NIL
of Harm)
The longest total episode of mechanically restraint Part 3 (Immediate Risk of | NIL
Harm)
The total number of persons who were mechanically restrained (Part 4: NIL
enduring risk of harm to self or others)

A statement about the effectiveness of the approved centre’s actions to

reduce and, where possible, eliminate mechanical means of bodily restraint

Mechanical means of bodily restraint are not used within the Approved Centre.

A statement about the approved centre’s compliance with the rules

governing the use of mechanical means of bodily restraint

Mechanical means of bodily restraint are not used within the Approved Centre.

A statement about the compliance with the approved centre’s own reduction
policy

Mechanical means of bodily restraint are not used within the Approved Centre.

Signed by Registered Proprietor

. Uy Brade
Nominee:
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*If you do not have a Digital Signature, typing your name will be accepted as your signature.
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