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EXECUTIVE SUMMARY:
This policy provides guidance and a framework to promote a positive culture and support safe
practice, particularly focusing on reducing the risks associated with behaviours of concern, in
the form of violence, aggression and harassment. In addition to supporting staff safety and
well-being, the policy provides guidance on how we can best support the people in our care to
minimise distress, anger or potential violence.
Preventing, minimising and managing behaviours of concern involves a hierarchy of
strategies ranging from prevention and de-escalation (primary and secondary strategies)
through to the use of restrictive physical interventions such as physical restraint, rapid
tranquillisation and seclusion (tertiary strategies) as an absolute last resort. A focus on
primary and secondary strategies is known to reduce behaviours of concern and the need to
use restrictive physical interventions.
Any use of restrictive physical interventions by employees must be lawful, necessary,
reasonable in the circumstances, and proportionate to the identified risk.
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1.0. INTRODUCTION
1.1.

Purpose of the Policy

The Trust has a legal and moral responsibility to reduce the known risks to staff, service
users, visitors, carers and other persons carrying out authorised tasks on behalf of the Trust
so far, as is reasonably practicable
This policy provides guidance and a framework to promote a positive culture and support safe
practice, particularly focusing on reducing the risks associated with behaviours of concern, in
the form of violence, aggression and harassment. In addition to supporting staff safety and
well-being, the policy provides guidance on how we can best support the people in our care to
minimise distress, anger or potential violence.
Preventing, minimising and managing behaviours of concern involves a hierarchy of
strategies ranging from prevention and de-escalation (primary and secondary strategies)
through to the use of restrictive physical interventions such as physical restraint, rapid
tranquillisation and seclusion (tertiary strategies) as an absolute last resort. A focus on
primary and secondary strategies is known to reduce behaviours of concern and the need to
use restrictive physical interventions.
The Trust is committed to reducing the use of restrictive interventions within all clinical
settings and supports a multi-faceted approach as evidence suggests that there is no one
size fits all plan. Our Reducing Restrictive Intervention Strategy summarises the key areas
that we will focus on to support the provision of safe, compassionate and lawful care. The
plan is reviewed on a quarterly basis and can be found here.
1.2.

Definitions

Behaviours of concern also known as challenging behaviour has been clearly defined in a
multidisciplinary document published by the Royal College of Psychiatry, “behaviour can be
described as challenging when it is of such intensity, frequency or duration as to threaten the
quality of life and/or the physical safety of the individual or others and is likely to lead to
responses that are restrictive, aversive or result in exclusion”.
Chemical Restraint is the use of medication which is prescribed and administered for the
purpose of controlling or subduing disturbed/violent behaviour, where it is not
prescribed for the treatment of a formally identified physical or mental illness (CQC2018).
Mechanical restraint involves ‘the use of a device (e.g. belt or cuff) to prevent, restrict or
subdue movement of a person’s body, or part of the body, for the primary purpose of
behavioural control’ (CQC, 2018).
Physical restraint (also known as restrictive physical intervention or manual
restraint) is defined by the CQC (2018) as any direct physical contact where the intention of
the person intervening is to prevent, restrict, or subdue movement of the body, or part of the
body of another person.

6

Restraint is defined by The Mental Capacity Act 2005 (MCA) as when someone “uses, or
threatens to use force to secure the doing of an act which the person resists, OR restricts a
person’s liberty whether or not they are resisting”. This may or may not involve the use of
force. Restraint does not require the use of physical force, or resistance by the person being
restrained, and may include indirect acts of interference for example removing someone’s
walking frame to prevent them moving around.
Violence can be defined as an incident where an individual is abused, threatened or
assaulted in circumstances related to their involvement with the organisation, which includes
explicit or implicit challenge to their safety, wellbeing or health‟ (adapted from DH 2000).
Examples of behaviour which could be viewed as violent or abusive are listed below:
Physical Violence
 Assault causing death
 Assault causing serious injury
 Minor injuries
 Kicking
 Biting
 Punching
 Use of weapons
 Use of missiles
 Spitting
 Scratching
 Sexual Assault
 Deliberate self-harm

1.3.

Non Physical violence
 Verbal Abuse
 Racial or sexual abuse
 Threats – with or without weapons
 Physical posturing
 Threatening gestures
 Abusive phone calls
 Threatening use of dogs
 Swearing
 Shouting
 Name-calling
 Bullying
 Insults
 Innuendo
 Deliberate silence

Scope of policy

This policy applies to all employees (including apprentices and those seconded into the
Trust), temporary workers and volunteers within the organisation. There is some guidance
that applies only to certain areas and this is stipulated where appropriate.
It covers both physical and non-physical violence and aggression which may relate to
incidents:
- between service users and staff;
- between service users and service users;
- between visitors/carers and service users;
- between visitors/carers and staff;
- between visitors/carers and visitors/carer
1.4.

Principles

1.4.1 The Trust is committed to the safe and compassionate prevention and management
of behaviours of concern that are consistent with the current legislative framework
and best practice guidance, which are summarised in Appendix 1.
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1.4.2. Key elements of each are cited in the document and underpin our practical training
programmes. When any of these sources are amended the policy will be updated
where applicable.
1.4.3. The Trust believes that staff can often prevent an individual service user who is
distressed, over-aroused and presenting with behaviours of concern, from
deteriorating further by the use of skilled interventions. Appropriate training and
support for employees who have direct and regular contact with service users will be
provided to enable these skills to be developed.
1.4.4. Staff must adhere to the following principles:
 Practice must comply with the relevant rights in the European Convention on Human
Rights at all times.
 Understanding people’s behaviour allows their unique needs, aspirations,
experiences and strengths to be recognised and their quality of life to be enhanced.
 Involvement and participation of people with care and support needs, their families,
carers and advocates is essential, wherever practicable and subject to the person’s
wishes and confidentiality obligations.
 People must be treated with compassion, dignity and kindness.
 Health and social care services must support people to balance safety from harm
and freedom of choice.
 Positive relationships between the people who deliver services and the people they
support must be protected and preserved
(Positive and Proactive Care: reducing the need for restrictive interventions; DOH,
2014).
1.4.5. Service users must always be treated with dignity and respect regardless of the
degree of behaviours of concern and with due regard to an individual’s race,
ethnicity, age, religion, political belief, gender, sexual orientation, mental, physical,
learning disability or transgender status.
1.4.6. There have been numerous reports highlighting inadequate provision of mental
health services for ethnic minority groups. Improving Mental Health Services for
Black and Ethnic Minority Communities states that ethnic minority groups are more
likely to:
(a) Be disproportionately represented in special hospitals, medium secure units and
psychiatric in-patient units.
(b) Experience far more detentions under the Mental Health Act 1983 and are forcibly
restrained more often.
(c) Be prescribed anti-psychotic medication.
It is important to be aware of this information and for staff to approach people as
individuals, with a sensitive understanding of the cultural factors that may influence
their response.
1.4.7. All staff must consider their statutory duties in regards to safeguarding children and
vulnerable adults, if it is suspected an adult or child is at risk of abuse or neglect
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then safeguarding procedure’s should be followed and implemented. Please read
this in conjunction with the Safeguarding Children’s and Safeguarding Adults at Risk
Safeguarding Policies.
1.4.8. People that are exposed to restrictive physical interventions must be given
information about their use which includes their right to complain and how they can
do this.
1.4.9. Service users who are assessed to be at risk of behaviours of concern should have
clear plans of care or positive behaviour support (PBS) plans easily accessible
within their care records. These must detail the difficulties identified, the underlying
causes, triggers or exacerbating factors, and identify the primary, secondary and
tertiary interventions that may help to reduce risks.
1.4.10.Where required and appropriate, non-restrictive de-escalation and other non
physical skills should always be the first course of action.
1.4.11.Where restrictive physical Interventions are used the legal and ethical basis for their
use will be founded on eight overarching principles.
 They will never be used to punish or for the sole intention of inflicting pain, suffering
or humiliation.
 There must be a real possibility of harm, to the person or to staff, the public or
others if no action is taken.
 The nature of the techniques used to restrict must be proportionate to the risk of harm
and the seriousness of that harm.
 Any action taken to restrict a person's freedom of movement must be the least
restrictive option that will meet the need.
 Any restriction should be imposed for no longer than necessary.
 What is done to people, why and with what consequences must be subject to audit and
monitoring and must be open and transparent.
 Only ever used as a last resort.
 People who use services, carers and advocate involvement is essential when
reviewing plans for restrictive intervention.
(Positive and Proactive Care: DOH, 2014)
1.4.12.Restrictive physical interventions (manual restraint) must only be used to:
 Take immediate control of a situation where there is a real possibility of harm to
the person or others if no action is undertaken, and
 End or reduce significantly the danger to the service user or others.
1.4.13.If restrictive interventions are used staff must monitor the physical and
psychological wellbeing of the service user
1.4.14.Emergency alarm systems and resuscitation equipment should be readily available
in clinical areas where restrictive physical interventions take place. These must be
checked regularly and staff must be trained in their use.
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1.4.15.In all cases where restrictive physical interventions have been used, as soon as
possible staff should make clear records of what has taken place, the interventions
used and the justification for its use. Any injuries sustained by service users,
visitors or staff should also be recorded.
1.4.16.Post incident support should be available to service users, carers and staff.
1.4.17.Robust monitoring and governance processes support continual improvements in
the prevention and management of behaviours of concern and the reduction of the
use of restrictive interventions (Appendix 6).

2.0

Policy Statement

The policy undertakes to promote a culture of proactive care to minimise incidents of
behaviours of concern and reduce the use of restrictive physical interventions. The overall
objectives are to:
 To protect people’s fundamental human rights and promote safe, person centred and
therapeutic approaches to supporting people when they are distressed, angry or violent.
 To ensure staff are enabled to carry out their role safely in line with Health and Safety at
Work Act 1974
 To ensure that staff have the appropriate information, training and support to promote
positive culture and practice that focuses on prevention, de-escalation and reflective
practice.
 To ensure that if restrictive physical interventions are needed, that they are used safely,
compassionately and lawfully.
 To ensure proper oversight and monitoring of the use of restrictive physical interventions
across the organisation.

3.0. DUTIES
Please see Appendix 2.

4.0.

PROCEDURES

4.1- 4.38 The Principles of Preventing and Managing Aggression and Violence
4.1. Overarching statements
All members of staff have a responsibility to try to prevent situations that increase risk to
service users, members of the public and Trust staff.
Individuals and teams should strive to develop and maintain person-centred, human rights
approach to the care they provide. A multi-faceted and multi-disciplinary approach is required
to prevent violence and aggression.
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The following text describes the primary, secondary and tertiary strategies that staff should
consider in the prevention and management of violence and aggression which in turn will
support the reduction of restrictive physical interventions as described in Positive and
Proactive (DH, 2014) the MHA Code of Practice (2015) and NICE guidance (2015).
4.2 - 4.14.
4.2.

Prevention - Primary Strategies

Staff personal safety

Every member of staff in every area of the Trust has a responsibility to preserve their own
safety, that of others and providing assistance to others as necessary. All Trust staff should
work in accordance with the Working Alone Policy and Procedure.
The basic principles are:
 All staff have a responsibility to work to uphold the Trust values and to support service
users, carers, and their colleagues
 Good communication underpins all aspects of enhancing safety. All staff must familiarise
themselves with local communication systems
 No member of staff, finding themselves alone faced with a potentially violent incident
should attempt any physical interventions before adequate assistance has been obtained.
The exception would be a situation where such inaction would endanger themselves or
others and there is no opportunity to remove themselves from the situation.
 Staff must weigh the impact of removing themselves from the immediate vicinity of an
aggressor with their duty to care to protect service users.
 Staff must inform other members of the team of their whereabouts at all times.
4.3.

Understanding the reasons for behaviours of concern.

It is important to understand the root causes of behaviour and recognise that many
behaviours of concern are assumed to have a purpose and communicative meaning for the
person.
Staff must be aware of how their own behaviour, communication (verbal and non-verbal) and
actions can impact the behaviour of others. Factors which may contribute to a person’s
distress or behaviours of concern which should be considered within the risk assessment and
care plan are described in Appendix 3- Framework for explaining behaviours of concern.
4.4.

Creating safe, welcoming, comfortable and supportive environments

A well planned physical environment allows adequate space, reasonable comfort, privacy and
safety. Staff must be aware of environmental design features so that they can help people to
benefit from the good aspects and minimise the effects of the bad.
Unless a person is subject to specific justifiable restrictions (e.g. for security reasons), primary
strategies should typically include the following, depending on the individual’s assessed
needs:
 Avoiding excessive levels of environmental stimulation
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Awareness of occasions known to be associated with increased risk of distress or
frustration, such as mealtimes and staff handovers. Staff should aim to reduce risk and
levels of arousal at such times by monitoring and reviewing arrangements if required,
including available space, light, heat and noises.
Organising environments to provide for different needs, for example, quiet rooms,
recreation rooms, visiting areas, single-sex areas and access to open spaces and fresh
air.
People should have a defined personal space and a safe place to keep their possessions.
Fittings/furniture must be fit for purpose and well maintained.
Completing regular environmental checks to maintain safety and cleanliness
Ensuring that reasonable adjustments are made to the care environment to support
people whose needs are not routinely catered for, for example, sensory impairments.
Avoiding demands associated with compliance with service based routines and adherence
to ‘blanket rules’. Oppressive environments and the use of blanket restrictions such as
locked doors, lack of access to outdoor space or refreshments can have a negative impact
on how people behave, their care and recovery. They are inconsistent with a human
rights-based approach. Where blanket rules are considered necessary, services should
have a clear policy in place and ensure that the reasons are communicated and justified to
people who use services, family members and carers.

4.5.

Staffing

Staffing levels should be based on anticipated future events, therapeutic staff/service user
ratios and any recent adverse events. A consistent approach within a team improves
communication and confidence in managing difficult situations. The following factors need to
be taken into account (not an exhaustive list):
 An agreed skill, gender and ethnic mix of staff and flexibility to meet ward/unit needs;
 Adequate staff cover for night, weekend duty and shift change over;
 The multi-disciplinary consensus on service user(s) clinical care needs;
 The clinical presentation of service user(s) on the ward;
In the event of staffing levels falling below agreed levels, or of previously agreed levels being
insufficient to maintain the safety of service users or staff, staff must escalate this to their Line
Manager and complete an incident report stating what action has been taken to keep people
safe.
4.6.

Communication

All staff must be aware of the need for effective communications with service users at all
times. For example, some people may have their understanding impaired by acute mental
illness; those with cognitive impairment may also struggle to understand or be understood.
Peoples whose first language is not English should have access to interpreters where
possible, and written material in their own language. This should include information about
expressing concerns, making complaints, understanding their rights and gaining access to
advocacy services. There can be occasions when a family or friend can interpret for a
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patient but all staff must note that an independent translator should be used as this is
recognised as best practice.
Services must make provision for communication where required i.e. signage, individualised
communication systems, leaflets which can contribute to minimising frustration for service
users and visitors therefore reducing the risk of distress and/or behaviours of concern.
Care should be taken to ensure that negative assumptions are avoided and perceptions not
based on stereotypes of ethnic, racial or religious background.
4.7.

Care and Support

Individuals (and their carers or relatives if appropriate) should be involved in all aspects of
care and support planning. Staff should ensure that meetings to discuss an individual’s care
occur in a formal location and at a time of day that promotes engagement of service users,
families, carers and advocates
Care should be person centred taking into account the individuals unique circumstances, their
background, priorities, aspirations and preferences.
People should have access to activity, therapy or vocational programme that are relevant
to their identified needs, including during the evenings and at weekends.
4.8.

Early recognition of signs of distress, anger or potential violence

Recognising signs that a person is becoming distressed, aggressive or potentially violent is
crucial in managing and reducing that risk. Whilst disturbed/violent behaviour can never be
predicted with 100% accuracy certain features in a service user’s presentation can serve
as a warning sign to indicate they may be escalating towards physically violent behaviour
The following are some of the signs that an individual may be becoming distressed, angry or
potentially violent:
 Increased restlessness, increased muscle tone, pacing, clenching of the fists
 Increased volume and or tempo of speech, erratic movements
 Stereotypical behaviour (e.g., rocking back and forth, flapping hands in front of face
 Facial expression - tense, angry, discontented, frustrated
 Refusal to communicate
 Unclear thought processes, poor communication
 Delusions or hallucinations with violent content
 Delusions and hallucinations directed towards a specific individual to which the service
user has access
 Warning signs observed from previous incidents of violence and aggression
 Person reports feelings of anger / frustration
 Towering posture
 Verbal threats and gestures
 Changes to their usual presentation
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Where staff recognise signs of distress, anger or potential violence they should utilise the
secondary prevention skills identified within the individuals PBS / care plan (please see
section 4.11).
4.9.

Risk Assessment

Risk assessments are a crucial component in preventing and minimising aggressive and
violent behaviour (NICE NG10, 2015).
All work areas must have a risk assessment pertinent and applicable to their respective
situation/specialty that allows the assessment and management of risk in relation to violence
and aggression on their risk register. This must be subject to a regular timely review which
should not exceed 12 months. Where applicable reference must always be made to the Trust
Working Alone (Personal Safety) Policy & Procedure.
Service users will have a comprehensive risk assessment that includes an assessment of
immediate and potential risks of behaviours of concern. It is the responsibility of the multi
disciplinary team (MDT) to ensure that this is completed in conjunction with the service user
and where appropriate their families / carers / advocates.
The timing of reviews should reflect the level and magnitude of risk assessed for example the
greater the risk the more frequent the review but should not exceed the time limits set out in
the Trusts Clinical Risk Assessment and Safety Planning Policy. Risk assessments must
be reviewed whenever there is significant new information or a significant change in
clinical presentation or circumstances.
They should take account of the person’s history of such behaviours, their history of
experiencing personal trauma, their presenting mental and physical state and their current
social circumstances. Whilst previous history is an important factor in assessing current risk,
staff should not assume that a previous history of behaviours of concern means that a person
will necessarily behave in the same way in the future.
When concluded risk assessments should describe the behaviours of concern, the function
that they serve for the individual, the possible triggers for such behaviour, early warning signs
and interventions known to help and record this in the individuals PBS / care plan.
Risk assessment is a dynamic process and should be subject to ongoing review through
standard clinical procedures such as daily handovers, regular one to one time, safety
huddles, MDT reviews, and other contact with service users and carers.
For service users supported by the Partnership Domiciliary Care Agency (PDCA) a Restrictive
Intervention Risk Assessment (RIRA) must be completed. This will include a prescribed list of
restrictive interventions that are suitable for each individual. The RIRA must be agreed and
signed by the service user's Care Manager, and reviewed on an annual basis or following the
use of a restrictive intervention.
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For further information staff should refer to the Clinical Risk Assessment and Safety Planning
Policy.
4.10. Positive Behaviour Support (PBS) / care plans
All service users that are identified as being at risk of behaviours of concern must have a PBS
/ care plan. PBS provides a framework that seeks to understand the context and meaning of
behaviour in order to inform the development of supportive environments and skills that can
enhance a person’s quality of life. This involves getting to know the service user as an
individual through assisting them to develop personal relationships, improve their health,
becoming more active in their community and to develop themselves personally.
PBS acknowledges that behaviours of concern arise due to a combination of unmet needs,
poor quality of life, and exposure to challenging environments. Skilled assessment is required
in order to understand the probable reasons for behaviours of concern; what predicts their
occurrence and what factors maintain those behaviours.
PBS Plans should
 Be based on an understanding of why, when and how behaviours occur
 Focus on altering triggers for behaviour - Prevention & early intervention
 Have skills teaching as a central intervention e.g. teaching alternatives
 Focus on improving quality of life as well as reducing challenging behaviour.
 Should have a multi-component focus - acknowledging that challenging behaviours often
occurs for multiple reasons & has multiple forms
 Be bias towards proactive strategies but recognise the need for reactive strategies
 Eliminate/negate punishment and use reinforcers
 Change problematic environments
 Not be about behavioural change in isolation
 Be Values-led
 Have a long-term focus
Service users eligible for support from an independent Mental Health Act advocate (IMHA)
should be reminded that an IMHA can support them in presenting their views and discussing
their PBS / care plans.
PBS / care plans should identify:
 Primary preventative strategies including proactive actions to manage identified
environmental and situational factors, promoting autonomy through enabling decision
making around alternative ways to express distress
 Secondary preventative strategies including details of the techniques to be used by
carers/staff when a person starts to become anxious, aroused or distressed. These
strategies should aim to promote relaxation and avert any further escalation to a crisis
 Reactive strategies for how staff should react when a person's agitation further escalates
to a crisis where they place either themselves or others at significant risk of harm. This
may include the use of restrictive interventions
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This will ensure that restrictive practices remain proportionate, least restrictive, last for no
longer than is necessary, and take account of service user preference wherever possible
[NICE NG10, 2015].
Examples of primary and secondary preventative strategies can be extracted from materials
found at here.
4.11.

Advanced Statements

People who are identified as being at risk of presenting with behaviours of concern should be
given the opportunity to have their wishes and feelings recorded in an advance statement, if
they have the capacity to do so.
In brief, these statements provide the service user with an opportunity to say in advance how
they would prefer future difficulties of this nature to be managed. These should form part of
the PBS / care plan and be known to and accessible to staff.
Please see the Advance Decisions to Refuse Treatment (ADRT) & Advance Statements
policy for further information.
4.12.

Safewards

We are committed to rolling out the Safewards model across inpatient services. The
Safewards model has demonstrated significant effectiveness in achieving reductions in
incidents of violence and aggression and the use of restrictive in interventions. The model is
based on 10 interventions known to reduce conflict and containment ensuring that flashpoints
are avoided, de-escalation is more effectively achieved and alternatives to restrictive
interventions are consolidated into practice.
Further information about the model and interventions can be found here.
4.13. Relational Security
The term ‘relational security’ is frequently associated with secure inpatient settings but it is of
value to a wider range of settings. As one of the three elements that make up clinical security
in secure mental health units, relational security is concerned with how members of staff
relate to service users, to each other and to visitors, and how the knowledge and
understanding they have of service users and the environment can translate into better
relationships. This is about matters such as:
 being approachable
 picking up on signs and differences in service users
 knowing more about what is taking place in a service
 perceiving risks and other potential problems sooner rather than later, and
 supporting service users more effectively wherever possible.
The concept is simple, and should be familiar to professionals, but has been shown to be
especially useful for staff teams that receive ongoing training and support in its use. As
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mentioned, the principles can be applied in any setting, not just those that are secure, so it is
a useful tool for all inpatient staff teams preventing and reducing the use of restrictive physical
interventions.
For further information refer to the Department of Health’s document, See, Think, and Act.
The 2nd edition was issued in 2015 and below is a link to the PDF document.
See, Think, Act
4.14-4.17. Prevention - Secondary Strategies (Non-restrictive and restrictive) Including
De-escalation, Observations and Disengagement Techniques
If signs of distress, anger or potential violence are observed staff should implement
secondary strategies that may include;
4.14.

De-escalation.

De-escalation is always the preferred method of intervention when situations of arousal,
threat and potential or actual violence or aggression occur. It is a secondary preventative
strategy that involves using verbal and non-verbal communication skills to enable the gradual
collaborative resolution of a potentially violent or aggressive situation where an individual
begins to show signs of agitation and/or arousal that may indicate an impending episode of
behavioural disturbance.
De-escalation strategies promote relaxation, e.g. through the use of verbal and physical
expressions of empathy and alliance, remaining as calm as possible, respecting personal
space, speaking clearly but in short sentences, avoiding provocative responses, being
assertive but not aggressive in manner, listening, distracting, redirecting the individual into
alternate pleasurable activities and removing sources of excessive environmental stimulation.
In some instances it may be feasible for families to contribute to de-escalation approaches,
e.g. by speaking to their relative on the telephone, if this is known to be an intervention that
helps
They should be recorded as secondary preventative strategies in the individual’s PBS / care
plan.
Staff will have opportunities to explore and develop confidence in their de-escalation skills
through simulation exercises during PMVA training courses.
4.15.

Enhanced Observations

The purpose of enhanced observation is to ensure the sensitive monitoring of the person’s
behaviour and mental state, enabling a rapid response to any change, whilst at the same
time fostering positive therapeutic relationships.
Observation is seen as an integral part of the care plan that will contribute to the
management and reduction of risk. The level of observation used should be the least
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restrictive balancing the safety, dignity and privacy with the need of the people using Trust
services to maintain the safety of those around them. (NICE Guideline NG10).
All staff engaged in the activity of enhanced observation should adhere to guidance set out
in the Therapeutic Engagement and Observation Policy.
4.16.

Using oral PRN (pro re nata or when required) medication

Oral medication is not considered to be Rapid Tranquilisation (RT) within current national
guidelines (NICE NG10) (BAP 2018), however it needs to be considered in the context of
supporting people with behaviours of concern. It is part of a secondary intervention to help deescalate or prevent situations that may lead to incidents of violence and aggression. Oral prn
medication for acute & severe agitation should only be offered after non-drug de-escalation
techniques have not been successful, and before Intramuscular (IM) medication is considered
(see section 4.35)
The rationale and circumstances in which PRN medication may be used should be discussed
with the service user (and their carers / families if appropriate), documented in care notes and
included as a secondary intervention in their PBS / care plan.
The process for the use of oral PRN is detailed within The Rapid Tranquillisation Policy
(Including the use of oral PRN medication).
4.17.

Disengagement Techniques

All staff working with service users will be taught disengagement techniques as a minimum.
The theory of disengagement is to create a window of opportunity which will allow you to
escape from a situation, giving you time to seek assistance or to allow time to re-assess the
situation. The techniques are designed to enable a person to disengage from a person who
has grabbed hold of them by using bio mechanical movement.
In order for the techniques to be successful staff must ensure they are deployed using:
SPEED, SKILL and SURPRISE.
Any disengagement skills used by staff on a service user must:
 Be reasonable in the circumstances
 Use only the minimum force necessary to disengage and avoid harm to the service user,
or others.
When considering the options available staff should be mindful at all times of whether to
exit the situation, to call for assistance, the possibility of negotiation and or the option to
use reasonable force. Please see section 4.26.
4.18. Tertiary strategies (Restrictive Physical interventions)
The use of all forms of physical intervention and physical contact, or even imminent
threat of force, is governed by criminal and civil law. The unnecessary or inappropriate threat
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or use of force may constitute an assault and may also infringe the rights of an individual
under the Human Rights Act 1998.
Staff who impose restrictive interventions or use force on those in their care must have a
lawful basis for doing so. All staff are accountable for any force they use and must always be
able to justify this. Further guidance can be found in Appendix 1
4.19.

Use of Restrictive Physical Interventions - Manual Restraint

Non-restrictive interventions should always be the first resort even at tertiary stage when an
actual behaviour of concern is occurring.
The most common causes for needing to consider the use of restrictive physical interventions
are:
 Physical assault.
 Dangerous, threatening or destructive behaviour.
 Extreme and prolonged over activity that is likely to lead to physical exhaustion.
 Attempts to escape or abscond (Where the person is detained under the Mental Health
Act or deprived of their liberty under the Mental Capacity Act.
 Self-harm or risk of physical injury by accident.
 To support people with essential personal care.
If it is necessary to use restrictive physical interventions, the type of intervention will vary
dependant on the circumstances. It is the duty of staff to decide what interventions are
necessary and proportionate based on the presenting factors.
However decisions should be guided by
 The service users wishes and feelings, if known (e.g. by an advance statement).
 What is necessary to meet the needs of the individual service user based on a current
assessment and their history.
 The services users age and any individual physical or emotional vulnerabilities that
increase the risk of trauma arising from specific forms of restrictive intervention.
 The services users protected characteristics, especially in ensuring respect of privacy and
dignity.
 Whether a particular form of restrictive intervention would be likely to cause the service
user distress, humiliation or fear.
 Responsibilities to protect other service users, visitors and staff
 The availability of resources in the care environment.
On all occasions when restrictive physical interventions are considered necessary, staff
should ordinarily continue to employ de-escalation techniques as far as is practicable. Staff
should use calm and supportive speech and behaviour, avoid stimulation of the service
user and adhere to the overarching principles described in Section 1.4.11.
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4.20.

Risks associated with Restrictive Physical Interventions

Physical restraint is often a major contribution to delaying recovery, and has been linked with
causing serious trauma both physical and psychological, to service users and staff.
Individual risk factors, which suggest a service user is at increased risk of physical and/ or
emotional trauma, must be taken into account when applying physical restraint. The
experience of being physically restrained may be seen as representing a re- enactment of
previous physical or sexual abuse and add to the individual's distress.
There is a risk of death during and after restrictive physical intervention and conditions of
particular concern include positional asphyxiation, cardiac arrest, cerebral vascular accident,
myocardial infarction, and fractures.
Whilst the risk of death from positional asphyxia during restraint has been increasingly
recognised, harm can also occur in the period following restraint from the effect of illicit
substances, alcohol, prescribed medications (including any RT).
People with enduring mental illnesses are at increased risk of coronary heart disease,
cerebrovascular disease, diabetes, infections, epilepsy and respiratory disease, all of which
can potentially be exacerbated by the psychological and physical effects of physical
interventions.
Delirious behaviour that requires physical restraint or RT may indicate a life-threatening
underlying medical cause or head injury.
Staff will receive training on PMVA courses in recognising conditions that may result in
medical emergencies.
4.21.

Existing physical health conditions and or limitations.

A full physical examination and assessment will take place within 24 hours of admission or as
soon as it is practically possible by medical staff (see Physical Health Care policy for further
information). A baseline assessment is a useful comparator for episodes of restrictive
interventions to determine the physiological impact of the intervention on the person. If for any
reason these are not undertaken the reasons must be documented and continued attempts
must be made to ensure that they are completed.
At the PDCA service users will not have a full physical examination and assessment but
NEWS observations should be completed within the first 24 hours of support being provided.
All staff using physical restraint on a person must be aware of that person’s physical condition
and or limitations, which must be included in and planned for within a person’s care plan or
RIRA in the case of people receiving support from the PDCA.
Limitations may be:
 Sensory impairment
 Pregnancy
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Cognitive difficulties due to brain injury/dementia/autistic spectrum conditions/other
neurological conditions
Physical disability
Physical frailty
Age
Abuse/Post traumatic Stress
Obesity
Existing injuries
Post-operative situations
Self-harm
Reduced limb movement
Cardiac and respiratory problems
Epilepsy
Intoxication
Exhaustion

There may be emergency situations where a physical history is not known or complete In
these cases, the restraint team must have regard for the individual’s physical condition during
and after the restraint.
The PMVA team can assist in developing PBS / care plans for people with complex health
concerns, disability or limitations. Please contact PMVA@sussexpartnership.nhs.uk
4.22.

Use of Restrictive Physical Interventions - Special Considerations

4.22.1. Expectant Mothers
If a service user is pregnant there must be a risk assessment and PBS / care plan in place
outlining what action to take should she exhibit behaviours of concern. This should be written
in collaboration with medical staff, the team managing the care, specialist services and, where
possible, with the pregnant woman and their carer or advocate.
Details such as the type of holds to be used should be included. As with all incidents of
behaviour of concerns the priority will be the prevention of and de-escalation of the incident.
Physical restraint should be avoided wherever possible and must only be used as a last resort
where there is no other safer alternative.
Pregnant women should not be restrained in the prone position as this could lead to airway
obstruction and respiratory distress. The risk to the mother and the foetus during pregnancy is
especially high in the supine position as the pregnant woman may develop Supine
Hypotensive Syndrome which is characterised by hypotension (abnormally low blood
pressure) and bradycardia (abnormally low heartbeat) when a pregnant woman lies down and
is restrained on her back. If the pregnancy is in the third trimester, or the stomach is very
large in the second trimester the pregnant woman needs to be positioned on her LEFT SIDE
so that the left side of her body is on the ground, with the right side upper most. This is to
ensure that the uterus (with the foetus inside) does not compress the inferior vena cava.
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Where restraint is unavoidable during pregnancy, the seated position, on a chair, bed, bean
bag, or a semi-recumbent position on the floor is preferable to any other position.
If the woman has placed herself on the floor, the decision to continue safely to support her in
a seated or semi-recumbent position on the floor should be made. If this is deemed unsafe,
then staff should stop the physical intervention and re-assess.
The pregnant woman should not be stood up from a seated or semi-recumbent position on
the floor by the team; staff should withdraw when assessed as safe to do so and allow the
woman to stand in her own time.
The process of supporting a pregnant woman is a dynamic one, and should be done on a
continuous basis always keeping the safety of the individual and others at the forefront of any
interventions.
Additional support and advice can be obtained from the PMVA Team by emailing
PMVA@sussexpartnership.nhs.uk
4.22.2. Children and young people under 18
In the case of children and young people under the age of 18, the use of restrictive
interventions may require modification to take account of their developmental status.
The legal context within which restrictive interventions are used with children and young
people is different from adults; key aspects of this are explored in the following paragraphs.
Restrictive interventions must only be used with great caution on children and young people
who are not detained under the Mental Health Act (MHA) 1983. If there are indications that
the use of restrictive interventions (particularly physical restraint) might become necessary,
consideration should be given to whether formal detention under the MHA is appropriate.
A person with parental responsibility can consent to the use of restrictive interventions where
a child lacks competence or a young person lacks the capacity to consent, but only if the
decision falls within the ‘scope of parental responsibility’
For young people aged 16 or 17 who are not detained under the MHA 1983 and who lack
capacity to consent to the proposed interventions, the use of restrictive interventions in the
young person’s best interests will not be unlawful if they meet the requirements in section 6 of
the MCA and do not amount to a deprivation of liberty. Staff caring for children and young
people should be aware that under section 3(5) of the Children Act 1989 they may do ‘what is
reasonable in all the circumstances of the case for the purpose of safeguarding or promoting
the child’ welfare’. Whether an intervention is reasonable or not will depend, among other
things, upon the urgency and gravity of what is required. This might allow action to be taken
to prevent a child from harming him/herself, however it would not allow restrictive
interventions that are not proportionate and would not authorise actions that amounted to a
deprivation of liberty.
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Staff involved in the care of children and young people who exhibit behaviours of concern
should be able to employ a variety of skills and strategies that enable them to provide
appropriate help and support. In most cases restrictive physical interventions will only be
used if they form part of the PBS / care plan and have therefore been developed with input
from the child or young person and their family
Staff should always ensure that restrictive interventions are used only after having due regard
to the individual’s age and having taken full account of their physical, emotional and
psychological maturity. The size and physical vulnerability of children and young people
should be taken into account when considering physical restraint. It should be used with
caution when it involves children and young people because in most cases their
musculoskeletal systems are immature which elevates the risk of injury.
Additional information can be found in the Reducing the need for restraint and restrictive
intervention - How to support children and young people with learning disabilities, autistic
spectrum conditions and mental health difficulties who are at risk of restrictive intervention
guidance which can be found here.
4.22.3. Older People
Due to their generally greater vulnerability, physical interventions used on an older person
must be specific to age and, especially, physical condition. If restrictive physical interventions
are considered necessary, wherever possible, staff should take extra care to assess the
situation before acting.
Older people may be particularly prone to bruising or abrasions if physical restraint is used
and their skin and bones are often more vulnerable. The psychological needs and/or frailty of
each older person must also be borne in mind.
4.22.4. Gender Sensitivity
Where possible and appropriate, service users’ preferences in terms of the gender of staff
carrying out such interventions should be sought, respected and included in the PBS/care
plan.
For planned occasions in particular, this should be prioritised and at least one person of the
same gender as the person being restrained must be present throughout the restraint, at ALL
times, even if they are not actually involved in the restraint. When emergencies occur, it may
not be possible to undertake gender-sensitive interventions, but as soon as it is possible to do
so, relevant members of staff should request a swap/relief from a colleague in accordance
with the skills taught in training for such occasions.
4.23. Emergency Equipment and Response arrangements
Each department or unit is responsible for the ongoing review and maintenance of equipment
such as emergency alarms, mobile telephones and pagers and any other systems that allow
staff to summon help, protect people or manage the escalation of behaviours of concern.
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The response to alarms must be clearly identified in local operational policies and be made
known to all new staff as part of their induction. Local alarm protocols must include the
following:
 Arrangements for personal alarm and the system for testing and maintenance.
 How often tests on both personal alarms and alarm systems should be completed and
how and where these are recorded.
 Contingency arrangements in the event of the system being unavailable, which may
include press to talk radios or pagers.
 Identification of any areas where there is no or limited alarm system coverage e.g. for
infra-red systems external spaces are likely to have reduced efficacy.
 The expectation that alarms should be worn at all times where available, and should be
attached directly to the person using a belt loop or belt.
 Instruction in the alarm system and response arrangements.
 The need for awareness of risk at all Times
Units containing more than one ward should operate a local response system, by which
allocated members of staff from each ward will provide assistance to other areas when an
alarm (or other method of calling for support) is activated. Staff who know the service user
and their needs/risks should continue to lead the intervention.
Staff should be allocated to the role at the start of the shift and informed of this, and be
trained and up-to-date in PMVA physical intervention training. If it is unavoidable, staff who
are out of date with PMVA training may have to take the response role. As is referred to in
section 4.25 these members of staff should avoid participating in planned restraint.
Emergency resuscitation devices must be readily available in clinical areas where restrictive
physical interventions take place (high risk areas). Equipment available must include an
automatic external defibrillator, a bag valve mask, oxygen and suction equipment. The
equipment must be properly maintained and checked on a weekly basis and a record
maintained.
4.24. Principles for planned restrictive physical interventions
Prior to any planned restrictive physical intervention one person (not necessarily the nurse in
charge) should be identified as the person in charge. The person in charge is responsible for
the planning and co-ordination of the response team.
Where possible, the team should be of an appropriate size and strength to the person and be
sufficiently trained to be able to provide a range of physical responses, matching the level of
distress or aggression presented by the person
The person in charge is responsible for ensuring that all staff have a clear understanding of
the aim of the intervention and their roles. Verbal de-escalation should continue throughout
and should focus on establishing rapport, demonstrating concern, helping the person to relax
and reducing their level of distress or agitation.
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Restraint of a person on the floor should be considered as an extreme last resort, however if
floor restraint is planned or unavoidable, the descent to the floor should be as controlled and
co-ordinated as possible. When a person is restrained on the floor it must be for the shortest
period of time and for the central reason of gaining control of the situation.
In exceptional circumstances where the person needs to be placed in the prone position (face
down) this should be for the shortest possible period of time to bring the situation under
control. The prone position can be used intentionally only when there are convincing or
compelling reasons to do so.
All restraint positions pose a degree of risk, as breathing could be compromised. The person's
head and airway must be protected at all times during the restraint procedure - this is
especially important if the person is taken to a resting position on the floor as a last resort.
Physical restraint must never involve any compression of the person’s neck, chest or back. .
The mouth and nose should never be covered.
NICE guidance (NG10, 2015) recommends that restraint should not be used routinely for
periods of over 10 minutes. Periods of over 10 minutes are considered prolonged restraint by
NICE, and to avoid prolonged restrictive physical intervention, alternative strategies are
recommended, such as rapid tranquillisation or seclusion (where available).
The person must be continuously monitored during any period of physical intervention (see
section 4.28 and 4.29). Staff should remain alert to the risk of coincidental medical
emergencies or injury sustained by the person for whatever reason.
Where staff suspect a person under restraint is injured or undergoing a physical emergency,
then restraint will stop, where safe to do so, to avoid making the situation worse and to
summon appropriate help.
4.25. Restrictive Physical Interventions in emergencies
In circumstances where unforeseen behaviours of concern occur staff present should
immediately summon assistance by activating panic alarms or shouting for help.
Emergency management of the situation and the use of restrictive interventions should be
based on clinical judgement which takes account of relevant best practice guidance. Staff
are taught PMVA techniques for restrictive physical interventions that require a minimum of
two members of staff to manage unforeseen emergencies.
In the event of an unforeseen emergency situation arising in the presence of one member
of staff, the staff member has four possible options.
 Negotiate (If it is safe to do so, use communication and de-escalation skills to reduce
the risk of the distressed behaviour or anger escalating to violence)
 Exit (The member of staff could exit the environment using breakaway techniques,
moving away from the risk and evacuate other service users if it is safe to do so)
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Alarm (The member of staff can summon assistance from other members of staff by
activating their panic alarm or shouting for help loudly so that people can hear)
Reasonable Force (If the threat of violence is imminent, and the member of staff
believes the other options will not prevent an imminent attack, the member of staff may
use proportionate force under Common Law principles)

The options above do not necessarily need to follow the documented order, and the staff
member will need to decide on which options are appropriate based on the specific
circumstances of the emergency presented.
4.26. Relocation/walking a person who is distressed/resisting/ fighting
Relocating a person who is distressed / resisting / fighting poses a risk as a person who is
mobile and resisting/ fighting against staff will have more of an opportunity to cause injury to
themselves and those involved.
You should consider the size, strength and ability of the staff team to effectively relocate the
person based on their size, strength, ability and any previous knowledge of the person and
the degree of resistance being exhibited. Before relocating the person staff should always
consider all options available to them and ask the following questions;
Is it safe to end the restraint at the current location?
Is it essential to relocate the person and why?
If the team decide that relocating the person is necessary to manage any ongoing risk to
themselves or others the main consideration must be the safety of all concerned.
Three members of staff are required to relocate a person walking. Two members of staff are
required to secure the persons arms, and one person to support the head. The head person
should be mindful of the care, communication and control aspects of the situation as well as
the staff team and indeed the person being relocated.
During the relocation process if the risk of injury is becoming heightened due to level of
resistance, options to consider are;
 to continue relocation walking
 to take the person to a seated position
 as a last resort option to the floor for the shortest time possible with an aim to calm and reassess the situation
If continued relocation/walking is to be considered then this should be done in a manner that
promotes security and that limits the persons mobility. The use of stairs whilst physically
restraining a person is NOT recommended, and should be avoided wherever possible,
because of the high level of risk and potential for serious injury. If you are unable to deescalate the situation and the person remains distressed and unable to engage with you, they
should be managed, wherever possible, on a level surface.
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Should it be necessary to transport a person who is being restrained between the floors of a
unit, this should only be done as a last resort. Ideally the person should be calmer and more
able to work with the team before moving them. The option of using the lift is the more
favourable one.
If there are resources available, and the persons condition would indicate that it is
appropriate, the person can be medicated and then moved via the lift. If no lift is available,
the person should be kept where they are until they are able to use the stairs themselves
without restraint.
Should a person be in the process of attempting to abscond from a ward or unit via the stairs,
staff should not stop them whilst on the staircase itself, but wait until they have reached a
level surface.
If a person has stopped mid-way down a staircase, staff should wait at the top and bottom of
the staircase and attempt to de-escalate from this point.
At all times during the restraint identified staff members should be communicating with the
service user. The aim of this is to try to calm the person and the situation with the hope that if
defused or de-escalated verbally then the situation may be resolved quicker and no need to
use restrictive physical interventions to move them.
4.27. Monitoring a person’s health during physical restraint
All staff trained to use restrictive physical interventions should be competent in physical health
monitoring and staff must have completed the appropriate training as detailed in the Trusts
Resuscitation and Anaphylaxis Policy.
The person must be continuously monitored during any period of physical intervention. All
members of staff involved in a restraint have a responsibility to monitor the person’s health
whilst under restraint, but the person in charge should ensure that physical health monitoring
occurs. This monitoring should include:
 Continuous support of the persons head and neck, if needed, and monitoring of the
integrity of their airway so that the persons breathing is not compromised.
 Pulse.
 Respirations.
 Level of consciousness using AVPU scale.
 Complexion (with special attention for pallor/discolouration).
 Any deformity of limbs.
 Any complications associated with pre-existing medical conditions.
 Injury.
 Verbal expressions of distress.
 Increase/decrease in resistance due to difficulties in breathing.
If the person’s physical condition and/ or their expressions of distress give rise to
concern, the restraint must stop immediately. Warning signs may include:
 The service user is struggling to breathe
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There is noted flushing and redness to the face and neck
There is marked expansion of the veins in the neck
Reducing level of consciousness

Appropriate support must be provided and in the event of warning signs of a medical
emergency, emergency services must be contacted
4.28. Monitoring a person’s health after physical restraint
Staff must continue to monitor the individual for signs of emotional or physical distress
following an episode of physical restraint.
Physical observations should be attempted at least every hour including when they are asleep
for as long as is clinically necessary. This should be recorded on the NEWS/PEWS and
observation charts. As a minimum these checks should include:
 Pulse.
 Blood pressure.
 o2 Saturations.
 Respirations.
 Level of consciousness using AVPU scale.
 Temperature.
 Fluid and food intake & output.
If consent and co-operation for these observations is withheld then this should be clearly
documented and record what alternative actions have been taken.
As an absolute minimum in these cases staff should continue to complete non-contact
physical observations i.e. respirations, level of consciousness (AVPU), movement, pallor,
food and fluid intake. It is also important to monitor for any verbal or non-verbal signs of pain
or discomfort.
Observations requirements increase if RT has been administered to a person. Please see the
Rapid Tranquillisation Policy (Including the use of oral PRN medication) for further
information.
The PDCA service will ensure that each individuals RIRA references the specific risks
associated with restraint and document a person centred plan for post restraint observations.
4.29.

Medical attention for members of staff and service users

Any person injured during an incident of violence and aggression or physical interventions
must be offered first aid. Where the injury is considered more serious staff may need to
commence resuscitation and summon emergency services.
If the injury is considered less serious, service users should be assessed by local medical
staff, this should include an assessment of potential physical reasons for the individual’s
behaviour and records made accordingly.
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Members of staff should be offered the opportunity to withdraw from the clinical area and
advised to attend their GP. The Occupational Health department should also be contacted.
4.30.

Calling for emergency Police assistance

Where no significant threat of harm or commission of crime is present, the police will not
attend to assist in restraining service users who are receiving treatment or assessment either
as compulsory or voluntary service users.
It is unlawful for the police to restrain a service user on the basis that they might be violent if
not restrained. Therefore police involvement in restraint is confined to:



Part of a structured handover under Section 136 of the Mental Health Act 1983
Or
Where the offending behaviour has reached such a serious level that the person needs to
be arrested and dealt with under the criminal justice system.

The police should only be called in cases where there is:
 An immediate risk to life and limb or of serious harm
 Serious damage to property
 Offensive weapons
 Hostages
A ‘999’ call should be made. Staff making the call should state clearly where they are and the
reasons why an immediate Police response is sought (using one of the above terms) they
should also reference Operation Cavell (please see section 4.42).
Arrangements should be made to ensure that a member of staff is available to meet the police
to enable access to the ward / service and provide a handover of the situation.
Throughout any incident in which police respond and assist nursing staff to regain control the
responsibility of the service users health and safety remains that of Trust staff.
Staff should be aware that the Mental Health Units (Use of Force) Act 2018 imposes a duty
on police officers to take a body camera if it is reasonably practicable to do so whenever they
attend a mental health unit to provide support. The Act requires that if the police officer has a
body camera they must wear it and keep it operating at all times when reasonably practicable,
unless, there are special circumstances that justify not wearing or not operating the camera.
Police officers also have a range of manual and mechanical restraint options available to
them and receive appropriate training in their use. These include handcuffs, body and leg
restraints, plus use of irritant sprays, electro-conductive devices or other equipment. All of
these options will be considered by police who are called to deal with violent service users
and will be deployed in line with their National Decision model.
Staff should be aware that Police attendance will generally not result in removal of a person
with mental health needs from our services.
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Please refer to the Police Liaison Policy for further information
4.31.

Weapons

The advice for dealing with a person who is in possession of, or is using, an offensive
weapon, is, if safe to do so, to use verbal de-escalation from a safe distance and attempt to
negotiate that they put down (not hand over) the weapon. Failing this or where the risk is
deemed too great, staff should withdraw from the situation, making sure others are as safe as
can be, isolating the individual if possible and to calling the police immediately.
In the event of a person threatening you with a weapon, if the person does not agree to
disarm voluntarily, you must not attempt to take the weapon by using force. The police
should be called immediately using 999 and staff and other people evacuated from the
area in which the person with the weapon is located
If an attack with a weapon is believed to be imminent, unavoidable and escape is not
possible, you may use such force as is reasonable in the circumstances in defence of
yourself or others under Common Law Principles.
4.32. Restrictive Physical Interventions and Searching
In some circumstances where it is assessed that there is an immediate risk and failure to
search a person may result in significant harm it may be necessary to deploy restrictive
physical interventions to enable a search.
The PMVA team deliver Search training (personal and environmental) to Trust staff based
on best practice guidance from Sussex Police.
Please see the Trusts Searching Patients and their property policy for further information.
4.33. Restrictive Physical Intervention and Rapid Tranquillisation (RT)
In some circumstances, the administration of RT to a service user may be necessary. If IM
medication is required and physical restraint is used to facilitate this safely, the legal authority
(usually Mental Health Act) and prescription chart should always be confirmed as part of the
plan.
The PMVA team teach holding techniques that are suitable for use when administering RT
when a person is either standing, seated and in the prone or supine position.
Whilst it is recognised that IM injections may need to be administered to a person who is
resisting / struggling, extreme care must be taken with the injection as in these cases there is
a greater risk of hitting a vein and the drug being given intravenously. The risk of needle stick
injuries also increases.
Extra care should be taken to ensure that service users are cared for and monitored at such
times.
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The process for this is detailed within The Rapid Tranquillisation Policy (Including the use of
oral PRN medication).
4.34. Restrictive Physical Intervention and Seclusion
In some working areas staff may have to use physical interventions in order to transfer a
service user to seclusion.
These interventions must only be used in accordance with the Trusts Seclusion and LTS
Policy. This describes the legal framework within which restrictive intervention may be used
and establishes important safeguards which protect the well-being and human rights of the
service users.
However, when it is necessary to move a person to a designated seclusion room this is
sometimes done with the use of restrictive physical interventions.
Staff to be trained to use a small number of options for restrictive physical interventions on
occasions when they leave a service user in a seclusion room just before the door is
closed. One of these should be used if an individual is secluded and restrictive
interventions are used.
Training is also provided around techniques for entering locked seclusion rooms, managing
risks and reviewing service users later on. These procedures do not involve routine
physical restraint of the person in seclusion. They do involve readiness for the team of staff
to undertake restraint if it becomes necessary to do so in order to maintain safety, and
include provision of food and fluids and other key matters.
4.35. Mechanical Restraint
The Trust does not authorise the use of devices that prevent, restrict or subdue movement
of a person’s body, or part of the body, for the primary purpose of behavioural control.
4.36. Clinical holding
Clinical holding is concerned with the application of safe restrictive physical interventions in
order to deliver essential care and treatment to service users who are unable to attend to
these themselves due to a lack of capacity.
Staff involved in the essential care and treatment must act in the best interests of the patient
in order to maintain the individual's health, safety and welfare. The use of clinical holding
should be proportionate to the aims of the procedure to be carried out. Staff should follow
guidance as set out in the Forced Care Framework (Appendix 4).
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If a person requires assistance with personal care it is important that an assessment of
their capacity should be conducted in line with the Trusts Mental Capacity Act 2005 policy.
The PBS / care plan should include the best strategies of communication with the person;
their personal choices and their likes and dislikes. The wishes and needs of the family
should always be recorded in the care plan
The PBS / care plan should include details of how many staff should be involved, and the
types of holds required to safely support the individual with personal care, using the least
restrictive options.
Any use of clinical holding is a restrictive physical intervention and should be reported as
such on Ulysses using the appropriate drop down box
4.37. Post incident support and management
Post-incident management and initial support for staff, service users and others, constitutes
good practice in limiting the effects of distressing events. Responding quickly to the needs of
any service users and staff involved in such events must be viewed as important. The
consequences of not doing so may include:
 Reduced morale and confidence amongst staff;
 Increased sickness absence and subsequent use of temporary staff;
 Service users losing faith in the ability of services to meet their needs;
 The progress of service users being effected due to their having witnessed, or having
been involved in, episodes of aggression or violence.
4.37.1. Post Incident Support for Service Users
Those in charge of clinical areas following an incident should ensure that at an appropriate
time, the service user involved has the opportunity to discuss the incident in a supportive
environment with a member of staff or an advocate or carer. This is called a post incident
review.
The person should be given a choice as to who they would like to discuss their experience
with, wherever possible. If the person is able and agrees to discuss the incident which led to
the use restrictive intervention, their understanding and experience of the incident should be
explored.
The aim is to explore what led up to the incident, what aspects of the intervention helped,
didn’t help and might be done differently in the future to try and prevent a similar incident from
happening again. Staff can offer the service user the opportunity to write their perspective,
feelings, anxieties or concerns of the event in the notes. People with limited verbal
communication skills may need support to participate in the post incident review. If new
information is collated the individuals PBS / care plan should be updated.
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Service users should be reminded that they can record their future wishes and feelings about
which restrictive interventions (or any other aspect of treatment and care that has been raised
by the incident) they would or would not like to be used in an advance statement.
If the person wants to formally raise a concern they should be reminded of how to access the
complaints system and independent advocacy services. People who need alternative support
(e.g. alternative format, additional explanation) should be offered this support to access and
use the complaints procedure.
A safeguard alert must be raised when a person expresses concerns about restrictive
physical interventions.
Any other service users who may have seen or heard the incident should be given the
opportunity to discuss it so that they can understand what has happened. Carers, family
members and visitors who have witnessed an incident should also be provided with an
opportunity to discuss what happened and sign posted to appropriate support.
4.37.2. Duty of Candour (Being Open)
Duty of Candour is the legal duty to inform a service user and their family if we have made a
mistake in their care or treatment that has led to harm, and to provide an apology.
Keeping service users in our care safe from harm is paramount. If something goes wrong we
should be open, honest and transparent about it and ensure that information about the
incident is appropriately shared, learning disseminated and required changes to practice
made and embedded.
.
Every occurrence of restrictive physical intervention requires an incident form to be
completed. Any mistake or accident or injury as a result of restrictive physical interventions
must be documented clearly as soon as it is practicable to do so. Staff should then follow
guidance as set out in the Duty of candour Policy.
4.37.3. Post Incident Support - Staff
Those in charge of clinical areas at the time should plan and offer post-incident support as
appropriate. Further information can be found in the Critical Incident Stress Management
Guidance. The main types of post incident support for staff are;
Defuse - discussion following an incident or at the end of shift /end of day, 15-45 minute with
a focus on immediate practical support
Debrief- a 1.5-2.5 hour optional group intervention provided by trained facilitators between 2
and 25 days post incident. To manage the impact of an incident, providing information on
further support available
Staff can also seek support from their managers, the Accredited Security Management
Specialist (ASMS) and staff side representatives. Confidential counselling and other methods
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of psychological support are available across the Trust through Occupational Health and
Psychology services.
Managers should record the details of debriefing arrangements, and other methods of
support, provided for members of staff. Any consequential sick leave and return to work, must
also be monitored and managed carefully, and positively, to ensure that staff are supported
Further information on the support that is available if you have been the victim of, or
witnessed, workplace violence, harassment, racial abuse or anti-social behaviour can be
found in this staff leaflet.
4.37.4. Safeguarding
A Safeguarding Concern is when any person has a reasonable cause to think that an
individual with care and support needs, who is unable to protect themselves because of those
needs, is experiencing, or is at risk of, abuse or neglect. All staff have a duty to raise
concerns about the inappropriate use of restrictive interventions.
Staff can raise concerns in any of the following forums, defuse, debrief, supervision, reflective
practice, and discussions with their line manager or via the incident reporting system. If as a
staff member you are not satisfied with the outcome or response to your raised concern
please refer to the Whistleblowing - Freedom to speak up Policy.
4.38. Incident reporting and recording
As soon as is practicable, following any use of restrictive interventions staff should complete a
Ulysses Incident Report and make a progress note entry on Care Notes which includes:
Ulysses

Details of the service user subjected to a restrictive intervention
Details of any other service users and all staff involved
Details of the role of any / all staff involved

Care Notes

In the case of physical restraint, position(s) of restraint used,
details of staff and their position during restraint, the start time
and end time of each position of restraint
The Ulysses Incident number
Post incident support for the service user
The service user’s perspective of what happened and why.

Both systems

Summary of any resulting changes to care plans, risk
assessments and PBS / care plans
The circumstances which warranted the use of a restrictive
intervention
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Attempts to de-escalate the situation and the service user’s
response to them.
The reason for the intervention
The nature of the restrictive intervention used
The start and end time of the intervention. Start and end times
should then be cited as close to the minute as possible, not
rounded up or down to the nearest five minutes
Details of any medication given
Details of any injuries sustained person/ staff/ others
Any measurements taken of vital signs both during and after the
intervention.
Staff should consider whether any wider parties need to be informed of the incident (as stated
in the person’s PBS / care plan - this could include family members or relatives, advocates
and / or managers)
4.39. RIDDOR Reporting
If an incident results in more than seven consecutive days of injury to staff, service users and
visitors this should be reported to the Risk and Safety team via the Ulysses incident reporting
system under the Reporting of Injuries, Diseases and Dangerous Occurrences Regulations
(RIDDOR) 2013.
4.40. Local sanctions and criminal conviction
We all have right to work without fear of violence, abuse, or harassment. .
Operation Cavell is a joint project between Sussex Police and Sussex Partnership NHS
Foundation Trust, which sets how we will work together to develop knowledge and
understanding amongst our staff; to build trust and confidence; and to provide an effective
and consistent response when healthcare staff are threatened or assaulted. The pact states
that where violent incidents occur they will be dealt with robustly and fairly In house through
local sanctions or if formal action is warranted staff will be supported to seek an appropriate
outcome through the Criminal Justice System. As part of the PACT the Police have
committed to always put the victim first, consider a range of responses and take positive
action in the event that NHS staff report an incident of assault. More information about
Operation Cavell can be found here.
If an incident involves physical violence or anti-social behaviour against a member of NHS
staff and an immediate response is not required staff should call 101, quoting Operation
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Cavell. Non-emergency calls to the police can also be made Online via
https://www.sussex.police.uk/contact-us/report-online/. Crimes can be reported by a Third
Party in possession of basic facts e.g. when, where, who and this should be done at the
direction of a line manager where a member of staff is distressed or traumatised. Full facts
can be provided to Police by the victim / complainant later.
The crime reference/Computer Aided Dispatch (CAD) or online report number should be
included in the subsequent incident report entered onto Ulysses and if Operation Cavell
related, the relevant box should be checked.
If an incident has been reported to the police, staff are entitled to apply for compensation from
the Criminal Injuries Compensation Scheme. Help in making an application is available from:
Victim Support 020 7388 9550 or via the ASMS. Staff should refer to the Police Liaison
Policy or contact the ASMS for further information. If the incident is not reported to the Police
then staff will be unable to apply for compensation.
4.41.

Additional operational information

4.41.1. PMVA team support
The PMVA team can attend any service within the trust to offer advice and guidance in
relation to reducing restrictive interventions or to offer personalised guidance and support
teams to develop risk assessments and PBS / care plans for service users presenting with
complex needs.
It is not the role of the PMVA team to respond to emergency incidents that occur within the
Trusts inpatient services, however the PMVA team can assist your team with ongoing
complex and challenging situations such a seclusion reviews/re-entries if they are
available.
If your team want to discuss a complex case or need support or guidance please email
PMVA@sussexpartnership.nhs.uk
4.41.2. Dress Code
Staff working within inpatient services should wear clothing that reduces the risk of injury to
themselves or others during restrictive physical interventions. Examples items of clothing
that should be avoided due to potential risks are hooded tops, scarfs and neck ties. Any
staff involved in using physical interventions should wear sensible footwear i.e. no high
heels, flip flops or sandals with no back strap.
Jewellery, such as hoop earrings, body piercings or rings with raised stones may pose a
risk to the person and others. Surgical tape should be used to cover jewellery that cannot
be removed for physical or cultural reasons. Long nails may pose a risk to service users
and should be kept at a sensible length.
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Line Managers/ Matrons have the responsibility to discuss with staff as to what are
acceptable standards in local services.
4.41.3. Community/ Non Inpatient settings
All non-inpatient staff should be familiar with the Working Alone (Personal Safety) Policy and
Procedure.
In accordance with mandatory training policy all staff working with service users must
complete, as a minimum, training in Conflict Resolution and Disengagement training (CR&D)
which includes guidance on de-escalation and breakaway techniques.
Community staff who work in G.P Surgeries, A&E departments, Police custody, or any other
location that is not an In-patient environment (with the exception of the PDCA) should not use
restrictive physical interventions.
In the event of an unforeseen emergency situation arising in the presence of one member of
staff, the staff member has four possible options.


Negotiate (If it is safe to do so, use communication and de-escalation skills to reduce
the risk of the distressed behaviour or anger escalating to violence)
 Exit (The member of staff could exit the environment if necessary using
disengagement techniques to move away from risk if it is safe to do so)
 Alarm (The member of staff can summon assistance by shouting for help and or
calling the police)
 Reasonable Force (If the threat of violence is imminent, and the member of staff
believes the other options will not prevent an imminent attack, the member of staff may
use proportionate force under Common Law principles)
The options above do not necessarily need to follow the documented order, and the staff
member will need to decide on which options are appropriate based on the specific
circumstances of the risks presented.

5.0. Training
5.1

Training Needs Analysis

A Training Needs Analysis (TNA) must be completed for each clinical service by the
respective service manager as part of the local Violence and Aggression risk assessment.
The TNA will take into account information required as described by the Restraint
Reduction Networks checklist for TNA’s and includes:
 How many staff require training
 What are the roles of these staff
 Level of training required
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Service setting specific information
Population specific considerations
Any person specific characteristics (such as cultural heritage, age, gender and health
issues) that will need to be taken into account when developing a curriculum for both
the staff who will be attending the training and the people they support:
Staff characteristics
Accurate information about the current range, frequency and severity of behaviours of
concern that are presented to the staff who are attending the training

5.2. Theory Curriculum- Human rights based approach
The Theoretical curriculum for each PMVA course will be developed based on the outcome
of each clinical area’s TNA, current best practice guidance and the Restraint Reduction
Network Training Standards (2019).
All training will be provided with clear reference to a human rights based approach, focused
on the minimisation of the use of restrictive interventions and ensuring any use of
restrictive interventions and other restrictive practices is rights respecting. Human rights
apply to any person receiving care and treatment, and these rights must be at the centre of
our decision-making.
5.3. Physical skills & model of training
The PMVA training team use the General Services Association (GSA) training model. The
physical skills curriculum for each PMVA training course will be selected based on the TNA
for each service.
The curriculum of physical skills for each course is available within the training materials
(GSA Skills list).
In order to ensure adequate observation there must always be two tutors present during
the teaching and practice of physical skills. The Tutor to Student ratio is 1:6.
5.4. Mandatory Training Requirements
Mandatory training requirements for different staff groups are set out below. A ‘training
information sheet’ for each course is available on MyLearning.
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PMVA Course summary
Name

Length

Staff Group

Mandatory

Refresher

PMVA 5

5 day

Inpatient

Yes

Annually

The PMVA 5 is a mandatory introductory course for all clinical staff working in the following inpatient
clinical settings - Adult Acute, Forensic healthcare / Learning Disabilities and Children’s services.
PMVA 2
2 day
Inpatient
Yes
Annually
The PMVA 2 is the mandatory refresher course aimed at all clinical staff working in the following
inpatient clinical settings - Adult Acute, Forensic healthcare / Learning Disabilities and Children’s
services. This must be completed every year following the completion of PMVA5.
PMVA
3 day
Inpatient/
Yes
Annually
Dementia
Dementia
The PMVA Dementia is a 3 day mandatory introductory training aimed at all clinical staff working in
inpatient Dementia services.
Note-This course is not suitable for staff working within Dementia services who assist in response
arrangement to other services.
A Bespoke 5 day PMVA Dementia course can be delivered to such services. Please liaise with PMVA
lead to discuss.
PMVA
1 day
Inpatient/
Yes
Annually
Dementia
Dementia
Refresher
The PMVA Dementia Update is the 1 day Refresher course aimed at all clinical staff working in
inpatient Dementia services. This must be completed every year following the completion of the 3 day
PMVA Dementia course.
Note-This refresher course is not suitable for staff working within Dementia services who assist in
response arrangement to other services.
A Bespoke 2 day PMVA Dementia Refresher course can be delivered to such services. Please liaise
with PMVA lead to discuss.
PMVA
2 day
PDCA
Yes
Annually
for
PDCA
The PMVA for PDCA 2 day course is a bespoke course designed specifically for the Partnership
Domiciliary Care Agency. The course is collaboration with the PDCA Team and includes relevant
theory and physical skills for the PDCA service. This course is designed to be an introductory level
course and 2 day refresher.
CR&D
½ day Face to
Inpatient
Yes
Within 3 years
Face session
Rehab
& ½ day Eservices/
Learning
Non inpatient
Package
staff/
Non clinical
staff in patient
facing roles /
Staff unable to
complete
other PMVA
courses
The conflict resolution and disengagement mandatory course combines a half day face to face
session and an E-Learning package - both of which need to be completed.
The face to face session focuses on theory and physical disengagement techniques for people to use
to disengage from an aggressor.
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5.5. Refresher training
All PMVA courses with the exception of the CR&D (every 3 years) require the member of
staff to attend a refresher programme within a year of attending the original introductory
programme. Its aim is primarily to refresh skills learned previously but it also contains a
developmental element.
If the member of staff does not attend a refresher within 12 months they must not take part
in planned restrictive physical interventions.
If the member of staff has not attended a refresher within 15 months they may be required
to complete the PMVA 5 day introductory level training course.
It is the individual member of staff responsibility to monitor their own compliance with
mandatory training and when their PMVA training requires update.
Please note- Any staff member can intervene in an emergency situation to prevent an
immediate risk of harm to themselves or others under common law principles regardless of
training or refresher status.
5.6. New employees who have completed relevant training beforehand
As a precaution, for their safety and that of others, new employees who have completed
relevant training before joining the Trust cannot be considered ‘live’ (and should therefore
not get involved with planned restrictive physical interventions) with their training at the
Trust until they have attended a refresher course run by our tutors. This applies even if
they have attended a GSA course recently and is purely to make sure they are supported
and inducted properly (i.e. not all GSA trainers teach all of the available course contents).
Otherwise, the recommendations for new employees who have completed relevant training
beforehand are essentially the same as those for those who have trained at the Trust and
then require update/refresher training. Each case is potentially negotiable between the
employee, her/his manager and the training lead, but as a guide it is not necessary for new
employees to attend a 5-day/basic course solely because they have trained elsewhere.
New employees must be able to provide evidence of their most recent training at another
organisation. If the date of the last completion of training was within the preceding 12
months of a training course it is permissible for the new employee to attend an
update/refresher course.
If a new employee does not meet the required standard on this course, the options are either
another 2-day refresher course as soon as is practicable or a PMVA 5 introductory course.
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5.7. Bank staff
All bank staff working within our services are required to complete the appropriate PMVA
course and subsequent refresher training for the area that they intend to work in. The Bank
team will coordinate this.
5.8. Pre Course Health Questionnaire (PCHQ)
All students on all courses are required to complete a questionnaire designed to help the
PMVA team identify any areas of your health which may influence your ability to safely take
part in physical intervention/restraint and breakaway physical skills training.
The training is designed to be accessed by people of a wide range of ages, weight, coordination and levels of physical fitness. PMVA training does not rely upon physical strength
but managing movement safely by maximising the use of body mechanics. Therefore the
training is suitable for a wide range of staff in healthcare settings. Staff attending PMVA
training should expect that the fitness level and range of movement required is no more than
required in a busy care environment.
If you are concerned about any aspect of your health in the context of physical skills training,
we recommend that you seek advice from your GP or Occupational Health prior to attending
physical skills training.
Dependent on your current physical health needs, the PMVA team may be able to make
reasonable adjustments in order that you can train safely, or, if there are more complex
concerns, the PMVA Tutor will refer you to your line manager to discuss either a referral to
Occupational Health or a possible extension on your compliancy date with the Learning and
Development Team if there is a likelihood your condition will improve in the short term.
The data you provide on your PCHQ will be stored in line with the trusts Data protection
policy.
5.9. Expectant and new mothers - Staff
If you are pregnant, have recently given birth or are breastfeeding, you should notify your
manager.
Expectant mothers are not expected to undertake restraint or any type of PMVA training.
Your manager will discuss with you any health and safety implications that may need to be
considered. Your manager, with your co-operation, will complete a risk assessment to ensure
that you are not exposed to any hazard that may harm you or your unborn child. Your
manager will continually review this risk throughout your pregnancy and during the period that
you are breastfeeding.
If any risks are identified your manager will discuss these with you. It may be necessary
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alter your working conditions to avoid or minimise the risk.
Please see Maternity, Adoption, Maternity Support (Paternity) and Additional Paternity
Leave Policy for further information.
5.10. Circumstances affecting an employee’s ability to use restrictive physical
interventions.
There may be circumstances when some staff members may find themselves unable to
undertake or participate in the use of restrictive physical interventions through ongoing or
temporary physical limitations. In such circumstances managers are required to consider
each case individually, taking into account the needs of the service and the safety of
individuals in that area. Early discussion should take place to ensure that supportive
arrangements are put in place. The appropriate Staff Side organisation should be engaged
as early as possible.
The relevant manager will be required to carry out a risk assessment and consider whether
any risks identified can be reduced by making reasonable adjustments. The manager and
individual member of staff should agree what adjustments are reasonable and how any
potential risks will be mitigated.
If following the risk assessment and the consideration of reasonable adjustments there
remains a concern regarding the staff member’s employment, Human Resources, Staff
Side and Occupational Health representatives should be consulted to establish an agreed
position to manage the ongoing risk.
5.11. Competency, assessment and feedback
All PMVA courses will include a competence based assessment within each programme,
with students being assessed for both knowledge and skills. It must be recognised that the
PMVA department’s assessments can only assess participant’s skills within a training
environment.
The PMVA department will create and store and electronic “Individual Student Record”
(ISR) for each student on every course delivered. The ISR records the student's
competency against the documented criteria for the syllabus of their course.
The PMVA department will make every effort to make reasonable adjustments to train
students regardless of age, weight, co-ordination and levels of physical fitness, however
when testing the competence to apply a restrictive physical intervention any reasonable
adjustments must not compromise the safety of the intervention when it is applied in
practice. Time is provided on each programme so that participants can be given verbal
feedback about their performance. If a student is failing to reach the level of competency
required the Tutor will meet with the student and develop a bespoke support / coaching
plan.
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If at the end of the course the student fails to reach the level of competency required the
Tutor must refer to the identified manager including the students ISR. The student should
not be involved in planned application of restrictive interventions until they are able to
provide evidence of competence.
For those staff who have failed to meet the level of competency, the personal learning plan
should be a repetition of the training within an agreed time period.
If a Tutor has serious concerns regarding a student’s safety, values, attitudes, as reflected
in the language and behaviour used during the course they can fail a student at any stage
during a course and refer to their line manager as soon as is practical to do so.
5.12. Injuries
If an injury occurs during a PMVA course Tutors are trained to administer first aid and will
summon emergency assistance if required.
Tutors may need to contact the nominated person on the PCHQ dependant on the severity
of injury.
An incident form must be completed and the GSA should be notified
5.13. Tutor Standards
PMVA Tutors are accountable and are expected to follow the requirements within the GSA
Good Practice Policy and adhere to agreed contents of each PMVA course curriculum.
The PMVA Lead will endeavour to help PMVA Tutors achieve and maintain acceptable
standards of conduct, attendance and performance through observation and feedback,
reflective practice and individual managerial and professional supervision.
5.14. Tutors and clinical experience
In order to be clinically credible, all PMVA tutors are required to have recent relevant
clinical experience and will spend time working clinically within the inpatient services.
The frequency, length and location of the clinical placements will be discussed and agreed
during supervision conversations regarding ongoing professional development.
5.15. Complaints
The PMVA team take a positive view of complaints, compliments, comments and
suggestions and believes that they are a valuable source of information. We acknowledge
the value of all feedback to the process of continuous quality improvement.
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All complaints will be dealt with as quickly as possible and will be investigated thoroughly
and fairly. If you wish to make a complaint please contact
PMVA@sussexpartnership.nhs.uk

6.0

Development, consultation and ratification

This Policy has been developed in consultation with representatives on the Reducing
Restrictive Interventions Governance Group and was ratified by the Clinical Policy Forum.

7.0

Equality and Human Rights Impact Analysis (EHRIA)

This policy has been subject to a EHRIA impact analysis.

8.0.

Monitoring Compliance

Compliance and effectiveness of this policy will be monitored as described in Appendix 5.

9.0.

Dissemination and Implementation of policy

Once ratified this policy will be loaded onto the Trust website by the Policies team. Publication
will be announced via the Communications e-bulletin to all staff. Relevant policy information
will be included in PMVA and CR&D training programmes.

10.0. Document Control including Archive Arrangements
This policy and procedure will be stored and archived in accordance with the organisation
wide policy for the development and management of procedural documents.
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https://www.hcpa.info/wp-content/uploads/BILD_RRN_training_standards_2019.pdf
College of Policing - Memorandum of Understanding
https://www.college.police.uk/News/Collegenews/Documents/MoU%20on%20mental%20health%20restraint.pdf#
CQC (2018) Brief Guide Restraint - physical and Manual
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12.0 Cross reference
The following policies of the Trust are of relevance to this one and should be referred to as
required.
Absent Without Leave (AWOL) Policy
Critical Incident Stress Management (CISM) Policy
Clinical Risk Assessment and Safety Planning/Risk Management Policy
Complaints Management Policy and procedure
Duty of Candour (BEING OPEN) Policy
Employee Support & Wellbeing for Staff involved in Incidents, Complaints or Claims
Incidents, Serious Incidents and Learning from Deaths Policy and Procedure
Police Liaison Policy
Maternity, Adoption, Maternity Support (Paternity) & Additional Paternity Leave Policy
Mental Capacity Act 2005 Policy
Physical Healthcare Policy
Rapid Tranquillisation Policy (Including the use of oral PRN medication)
Resuscitation and Anaphylaxis Policy
Safeguarding Adults at Risk Policy
Safeguarding Children's Policy
Security Policy
Seclusion & Long Term Segregation Policy
Searching Patients and Their Property Policy
Therapeutic Engagement and Observation Policy and Procedure
Whistleblowing - Freedom to Speak Up Policy
Working Alone (Personal Safety) Policy and Procedure

13. Appendices
Appendix 1 – Legal Framework and Best Practice guidance
Appendix 2 – Roles and responsibilities
Appendix 3 - Framework for explaining behaviours that challenge
Appendix 4- Forced Care Framework
Appendix 5 – Monitoring Compliance
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Appendix 1 - Legal Frameworks and Best Practice Guidance
The following is a summary of the guidance for employers which are aimed at protecting the
safety of employees and people in their care and those which describe how restraint or force
may be used lawfully and the legislation relevant to their use. It does not give a precise
statement of the law. That can only be found in the legislation and case law. Please note that
this is not an exhaustive list of legal requirements and provisions.
1. Legislation
Common Law is created and refined by judges through decisions in courts and other legal
proceedings, rather than through legislative statutes. It recognises the entitlement to
defend oneself or another from harm
 If you have an honestly held belief that you or another, are in imminent danger, then
you may use such force as is reasonable and necessary to avert that danger.
 Necessary and proportionate action may include restrictive physical interventions to
restrain or remove a person in order to prevent harm both to the person concerned and
to anyone else.
Criminal Law Act 1967 - Section 3 of the Criminal Law Act 1967 allows such force as is
reasonable in the circumstances to prevent crime; Reasonable means:
 Necessary
 Proportionate (ie, the degree of force used must be the minimum required in the
circumstances to achieve the objective) otherwise, it is likely that the use of force will be
excessive and unlawful.
Criminal Justice and Immigration Act 2008 - Section 76 of the Criminal Justice and
Immigration Act 2008 provides clarification of the operation of the existing common law
and statutory defences. Section 76, section 76(9) in particular, neither abolishes the
common law and statutory defences nor does it change the current test that allows the use
of reasonable force. Section 76(3) confirms the question whether the degree of force used
by the defendant was reasonable in the circumstances is to be decided by reference to the
circumstances as the defendant believed them to be.
Equality Act 2010
All settings and services must ensure that they comply with the Equality Act 2010 which
requires that they do not discriminate against individuals in relation to protected
characteristics (these are age, disability, gender reassignment, marriage and civil partnership,
pregnancy and maternity, race, religion or belief, sex, and sexual orientation).
Health and Safety at Work Act 1974 - Under health and safety legislation, employers are
responsible for the health, safety and welfare of employees, service users and visitors. The
Trust will, as far as is reasonably practicable, ensure a safe and secure working environment,
protecting staff from acts of aggression, both verbal and physical.
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Health and Social Care Act 2008 (Regulated Activities) Regulations 2014- At all times
staff must adhere to the fundamental standards of care as set out in the above regulations.
Particularly those relating to;
Regulation 9 - Person-Centred Care
Regulation 10: Respect and Dignity
Regulation 11: Need for Consent
Regulation 12: Safe Care and Treatment
Regulation 13: Safeguarding people from abuse and improper treatment
Regulation 15: Premises and equipment
Regulation 16: Receiving and acting on complaints
Regulation 17: Good Governance
Regulation 18: Staffing
Regulation 20: Duty of Candour
Human Rights Act 1998 - Human rights apply to any person receiving care and treatment
and these rights must be at the centre of decision-making. These rights also apply to the
person's family and carers, other people receiving treatment (e.g. service users in the service)
and staff involved in the person's care and treatment.
Any use of lawful restrictive interventions must be rights-respecting. This means it must not
cause harm, including unintended harm which amounts to inhumane or degrading treatment
(Artcle 3). All reasonable steps must be taken to protect a person's right to life (Article 2).
Importantly, a human rights approach also means involving the person in decision-making
and taking the least restrictive option (Article 8 - right to respect for private and family life).
The use of restrictive practices within our services may restrict certain human rights;
however this can only be done if the following three criteria are met:
Lawful: is there a law or policy which allows this restriction?
Legitimate aim: have you got a legitimate reason for restricting this right?
These reasons are written out in the right itself and include the need to protect the rights of
others or the wider interests of the community (such as public safety).
Necessary: are you taking the least restrictive action necessary to achieve the aim? Have
you considered all the alternatives? The key principle is proportionality.
Further guidance on the Human Rights Act is delivered on all PMVA training courses.
Mental Capacity Act and Deprivation of Liberty - Prior to any physical intervention,
including for assistance with personal care, where possible the service users' capacity
should be assessed. Where it is assessed that the individual lacks capacity, then a best
interest’s assessment should be undertaken, ensuring that the intervention is carried out in
the least restrictive way. Further information can be found in the Mental Capacity Act 2005
Policy
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Arrangements around deprivations of liberty for care and treatment purposes for individuals
lacking mental capacity aged sixteen and over will change when the Liberty Protection
Safeguards system is introduced. Where settings think they may be depriving anyone in this
group of their liberty, they should seek legal advice to ascertain the most up to date position
and the processes they must follow so that this deprivation is necessary, proportionate and
lawful.
Mental Health Act - There may be circumstances where service users subject to the Mental
Health Act object to treatment due to a lack of capacity to make informed decisions at that
time. The Mental Health Act does give provision for the legal use of restrictive physical
interventions to enforce treatment in certain circumstances.
Chapter 26 of the Code of Practice includes guidance on the use of such interventions,
including guidance at paragraphs 26.52 – 26.61 on the use of restraint on children and
specific guidance for those under 18 at Chapter 19. It also addresses who can consent to
such treatment.
Mental Health Units (Use of Force) Act 2018 - The aim of the Mental Health Units (Use of
Force) Act 2018 is to reduce the use of force by increasing the oversight and management of
use of force in mental health units. It identifies use of force as:
(a) the use of physical, mechanical or chemical restraint on a patient, or
(b) the isolation of a patient.
• “isolation” means any seclusion or segregation that is imposed on a patient.

Under the Act each Organisation must have a named “responsible person”. There are listed
in Appendix 2 Roles and responsibilities of the Chief Nursing Officer.
2.

Best Practice Guidance

Department of Health: Positive and Proactive Care: reducing the need for restrictive
interventions (2014)
This guidance provides advice to adult health and social care staff to develop a culture where
restrictive interventions are only ever used as a last resort and for the shortest possible time
(published April 2014).
Department of Health: Mental Health Act 1983. Code of Practice (2015).
The Code of Practice provides statutory guidance to registered medical practitioners,
approved clinicians, managers and staff providers, and approved mental health professionals
on how they should carry out functions under the Mental Health Act in practice (published
April 2015).
NICE Clinical Guideline NG10 - Violence and Aggression (2015)
This guideline has been developed to advise on the short-term management of violence and
aggression in mental health, health and community settings in adults, children (aged 12 years
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or under) and young people (aged 13 to 17 years). This guideline updates and replaces NICE
guideline CG25 (published February 2005). Restrictive Physical Intervention Policy
NICE NG11 (2015) Challenging Behaviour and Learning Disabilities: Prevention and
Interventions for People with Learning Disabilities Whose Behaviour Challenges

Department of Health and Social Care (2019) Reducing the need for Restrictive
Interventions: Children and young people with learning disabilities, autistic spectrum
conditions and mental health difficulties in health and social care services and special
education settings - provides age appropriate best practice guidance aimed at reducing the
use of restrictive interventions.
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Appendix 2 – Roles and Responsibilities
Title
Chief Executive

Board of Directors

Chief Nursing Officer

Roles and Responsibilities
 Holds overall responsibility for ensuring the Trust has in place policies which are consistent with Health & Safety
legislation and, so far as it is reasonably practical, for ensuring the health, safety and welfare of all staff, service
users, and visitors.
 Ensuring the resources and support necessary to adequately implement and maintain the policy are made
available


Accountable for the safe and effective care, support and treatment of service users and for promoting and
improving their quality of life outcomes



Ensuring the safety and safe practices of its staff through providing opportunities to access education and training
programmes that are understood to be reasonable and necessary to fulfil their role and for the organisation to meet
its statutory and legal requirements
Accountable for maintaining an overarching restrictive intervention reduction programme



-

Health and Safety
Committee
Associate Director of
Nursing and PMVA
Lead Tutor







Responsible for:
ensuring that there is an up to date Policy on the use of force that reflects legislation and best practice, is
developed with key stakeholders and reviewed on a regular basis.
ensuring that staff receive appropriate training in the use of force and that this is continuously reviewed based upon
changing need and clinical risks associated with the development of services provided by the Trust
publishing information about the use of force is available to people who use services, that appropriate people are
involved in its development and that it is reviewed regularly.
ensuring that records about the use of force across the organisation are maintained.
ensuring that any deaths or serious incidents as a result of the use of force are investigated as per guidance
developed by statutory and regulatory bodies.
Monitoring the effectiveness and overall compliance in meeting statutory obligations and practicalities of providing
a safe environment for employees in areas of high risk and identified concern
The PMVA Lead will work in conjunction with the Associate Director of Nursing to;
Ensuring that the trust wide Training Need Analysis (TNA) is completed and reviewed on an annual basis based on
local TNAs, learning from incidents and guidance as set out in the Restraint Reduction Training Standards.
Ensuring that PMVA training is robust, reflects legal and best practice guidance, meets the needs of our service
users and the staff completing it, has clear outcomes and is reviewed on an annual basis.
Reporting concerns regarding the safe provision of training and also any professional concerns and issues that
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PMVA Tutors

Service Managers /
Matrons

All members of staff

they become aware of with regards to unsafe or inappropriate physical intervention practices.
 Addressing any complaints about the PMVA training raised by staff in a fair and timely manner.
 Implementing, monitoring and reviewing the Trusts Reducing Restrictive Interventions Strategy
 Producing the annual Reducing Restrictive Interventions report
 Reporting on the use of force, identifying trends, themes and learning to inform continual improvements in practice
and report this via the appropriate committees.
 Leading on developing accessible information for people who use services and their carers and ensure that this is
widely available and reviewed regularly.
 Delivering high quality training that reflects legal and best practice guidance, meets the needs of our service users
and that staff completing it.
 Adhering to GSA annual reassessments of physical intervention instructor competencies
 Maintaining a GSA portfolio of evidence to support continuous development and lifelong learning
 Accessing peer support in relation to physical intervention practice both locally and regionally
 Maintaining clinical credibility by spending time alongside clinical teams
 Holding and maintaining a First Aid at Work certificate
Service Managers/ Matrons are responsible for implementing this policy and for ensuring, in so far as is reasonably
practical, the safety of staff for whom they have responsibility. This includes:
 Ensuring that a local violence and risk assessment has been completed. This should include procedures for testing
and maintaining patient and staff alarms systems.
 Escalating unmanageable/ significant risks via the risk register process
 Ensuring that all staff understand and adhere to the principles contained within the policy within the sphere of the
staff members experience and ability
 Ensuring that safer staffing levels are maintained
 In consultation with staff through annual appraisals, regular supervision and Trust reports ensure the relevant
training is undertaken by staff according to role and care setting.
 Ensuring that all service users have risk assessments and PBS /care plans and that these are regularly reviewed.
 Ensuring post incident reviews for service users take place
 Ensuring that distressed members of staff are appropriately cared for and supported.
 Making sure that information about the use of force is available to people who use services.
 Ensuring that Serious Incidents related to the use of force are investigated, that the duty of candour is completed
and that any learning is shared.
 Responding to any complaint that is made by a patient /staff member following the use of restrictive interventions.
 Monitoring the use of restrictive interventions in their services and taking action where appropriate
All members of staff have responsibilities as employees. These include:
 Ensuring awareness of and adherence to guidance set out in this policy and information contained in the site / unit
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Service users

Carers

risk assessment.
 Understanding their individual responsibility under Health & Safety Legislation and taking care to avoid
unnecessary risks to themselves or others;
 Ensuring that people who use service have access to
 Being familiar with local alarm systems and their testing
 Completing mandatory training as described in this policy.
 Reporting actual or potential aggression, violence or threats and use of restrictive interventions.
 In instances where a variance from this policy is being considered, ensure that this is discussed with a more senior
colleague and the reasons for the variance clearly documented in the relevant patient’s notes.
 It is the responsibility of the person in charge of the unit or area to determine the risk in relation to safe staffing
levels and seek support as required. Recurring difficulties should be made known to Line managers / Matrons
Service users have a responsibility to
 Be respectful to others
 Report any concerns regarding safety and security of themselves or others to the clinical team
 Identify issues that may trigger aggression and violence and work with staff as part of the PBS / care planning
process to reduce these
 Be aware that the display of aggression and violence may lead to action by staff that can restrict liberty and involve
legal action
Carers have responsibility to:
 Report any concerns to the Nurse/Care Coordinator and/or Multi-Disciplinary Team.
 Contribute to reviews such as Care Plan Approach (CPA) meetings.
 Be aware that the display of aggression and violence may lead to action by staff that will restrict liberty and may
initiate legal processes.
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Appendix 3 - Framework for explaining behaviours of concern

The Person

HISTORICAL

CURRENT PRESENTATION

History of aggressive / violent behaviour
Relevant forensic history
History of intent to harm others
History of abuse / trauma
Past experience of being 'rewarded' for
violent behaviour

Persecutory delusions
Command / distressing hallucinations
Certain diagnosis
Cognitive impairment or difficulties
Psychological / emotional distress
Physical health factors (e.g. Chronic pain)
Illicit substance / alcohol use

ENVIRONMENTAL

SITUATIONAL

Lack of meaningful activity
Lack of personal space, possessions and /
or places to store possessions securely
Inability to hold private telephone
conversations / visits
An institutional rather than homely
environment
Restrictions on freedom
Temperature (usually too hot)
Overcrowding and a lack of privacy
Noise levels
Air quality
Inadequate nutrition

Inability to communicate effectively or feel
understood
Feeling threatened
Not feeling respected
Not feeling in control of one's situation
Experiencing perceived negative attitudes from
staff
Inconsistency from staff
Dynamics on the ward (e.g. tension between
people using services)
Unmet needs
Misinterpreting communication
Feeling staff are inaccessible
Being told 'no' consistently
Too little / too much stimulation
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Appendix 4 - Forced Care Framework
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Appendix 5 - Monitoring Compliance
What key elements will be
monitored?
Local Risk Assessments
incorporate risks related to violence
and aggression
Compliance with PMVA training
(D&CR and PMVA Physical
Interventions)
Quality of PMVA training

Individualised risk assessments
and PBS / care plans
Incidents of violence and
aggression
Use of Restrictive Interventions
- Restraint
- Seclusion
- Rapid Tranquilisation
- Long term Segregation

How will they be
monitored?
Risk Register

Who will undertake
this monitoring?
Health and Safety
Manager

How Frequently?

My Learning records

PMVA Lead Tutor

Monthly

TNA
BILD Self Assessment Tool
Peer Review
Participant feedback
Healthcare records
audit
Incident reporting data

PMVA Lead Tutor

Annually

Incident reporting data

Injuries sustained (including
RIDDOR) by staff and service
users as a result of;
(1) Violence and aggression
(2) During a restraint incident
Complaints received from service
users regarding the use of
restrictive physical interventions

Incident reporting data

All key elements of this policy

All of the above

Complaints data

Annually

Overseeing group /
Committee
Health and Safety
Committee

Evidence this has
happened
Risk Register
Minutes of meeting

Reducing Restrictive
Interventions
Governance Group
Quality Committee

Minutes of the meeting

TNA
Annual review of
PMVA training Report

Local Managers

Agreed locally

ASMS

Quarterly

Local Leadership
meetings
Quality Committee

Copies of completed
audits
Patient Safety and
Quality Report
Manager sign off on
incident forms

Local Managers

Per incident form

Quality Committee

Associate Director of
Nursing

Quarterly

Quality Committee

Patient Safety and
Quality Report

Local Managers

Per incident form

Local Leadership
meetings

Manager sign off of
incident forms.

Associate Director of
Nursing
Associate Director of
Nursing

Quarterly

Quality Committee

Per Complaint

Quality Committee

Patient Safety and
Quality Report
Patient Safety and
Quality Report

Quarterly
Lead PMVA Tutor
Associate Director of
Nursing

Annually

Quality Committee

Annual Report on the
use of Restrictive
Interventions

