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The Quality of Care Principles within 
the Aged Care Act 1997 have been 
amended to minimise the use of 
restraints.

The new principles, which came into effect 
on July 1, arrived in a climate of adverse 
media coverage (notably, images on 
television of residents with dementia being 
strapped to chairs) and scrutiny from the 
ongoing Royal Commission into Aged Care 
Quality and Safety. The use of physical and 
chemical restraints in residential aged care 
is a focus area for the Commission.

What is a restraint?

The new principles attempt to guide 
decision making on the use of restraints 
– whether they should be physical or 
chemical, or used at all.

A chemical restraint is a ‘restraint that is, 
or that involves, the use of medication or 
a chemical substance for the purpose 
of influencing a person’s behaviour ...’, 
whereas a physical restraint is a restraint 
other than a chemical one. 

Excluded from both definitions is 
‘medication prescribed for the treatment 
of, or to enable treatment of, a diagnosed 
mental disorder, a physical illness or 
a physical condition’. This means a 
pharmacological agent might be regarded 
as a chemical restraint in some scenarios, 
yet not be considered a ‘chemical restraint’ 
if used to treat a diagnosed mental 
disorder.

Who does this apply to?

The Quality of Care Principles apply to 
approved providers of aged care (that is, 
government-funded aged care providers 
regulated under the Aged Care Act).

So (for readers who are not aged care 
providers), the Quality of Care Principles 
become relevant if you are employed 
by or contracted to work for an aged 
care provider. You should expect to be 
contractually required to act consistently with 
the obligations of that aged care provider.

The following are some key considerations:

Decision to restrain

When considering physical restraints, 
alternatives to restraint must be used ‘to 
the extent possible’. Where a physical 
restraint is to be applied, the restraint must 
be the ‘least restrictive form of restraint 
possible’.

A chemical restraint, on the other hand, 
must not be used unless assessed 

and prescribed by a medical or nurse 
practitioner. Interestingly, there is 
no express requirement to consider 
alternatives, nor a requirement to use the 
least restrictive form of restraint, as there is 
with physical restraints. 

This is presumably in recognition that 
the prescribing of chemical restraints is a 
matter for a practitioner’s clinical judgment, 
rather than being something capable of 
being governed by prescriptive regulation.

A decision to restrain must be 
documented, with specific requirements 
depending upon whether a physical or 
chemical restraint is used.

Consent

People receiving aged care often have 
representatives making decisions on their 
behalf. This can create challenges where 
difficult decisions such as decisions to 
restrain are to be made.

The Quality of Care Principles attempt to 
provide some structure:
• For physical restraint, informed consent 

is required except in an emergency.
• Before using a chemical restraint, a 

representative must be informed ‘if it is 
practicable to do so’.

• A representative is to be informed as 
soon as practicable, if a physical or 
chemical restraint is used without the 
necessary consent being obtained, or 
representative being informed prior.

These requirements raise some practical 
challenges in their implementation.

What is the likelihood that a person (or their 
representative) would consent to the use 
of physical restraint? What is a practicable 
means of informing representatives prior 
to using chemical restraints, particularly 
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where the use is not just a one-off (i.e. 
where a drug is to be administered multiple 
times and/or over an extended period)?

Monitoring and duration of use

Where a physical restraint is used, it must 
be only for the ‘minimum time necessary’. 
The restrained person’s condition, and the 
necessity of the restraint, must be regularly 
monitored. 

When a chemical restraint is used, the 
restrained person must also be regularly 
monitored. However, there is no express 
requirement in the User Rights Principles 
to limit the duration of a chemical restraint, 
nor to regularly monitor necessity in the 
same way as for a physical restraint. 

The User Rights Principles do not attempt 
to specify how these types of decisions are 
to be made. As with the initial decision to 
use a chemical restraint, the practitioner’s 
professional judgment remains the guiding 
factor.

Concluding comment

Regulatory responses to the use of restraints 
in aged care may continue to evolve – 
particularly as the sector moves through a 
period of heightened scrutiny and reform.

Each aged care provider will have their 
own policies, processes and procedures 
for compliance with their legal obligations, 
especially in areas of record keeping and 
consent. Readers who work in aged care 
should have an awareness of the new 
provisions of the User Rights Principles, 
and be mindful that responses will vary 
from provider to provider. 
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