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1.

INTRODUCTION

NHS organisations have a legal duty to provide a safe and secure environment
under sections 2 and 3 of the Health and Safety at Work Act (1974) to ensure, so far
as is reasonably practicable, the health, safety and welfare of employees, service
users, visitors and members of the public.
Sussex Partnership NHS Foundation Trust (SPFT) recognises the need for effective
liaison across the Trust with Sussex Police. Whilst our primary approach must
always be prevention, based on a therapeutic environments and provision of high
quality care there may be occasions when police involvement is necessary to keep
people safe or report criminal activity.
In these cases it is important that staff are clear about when police assistance should
be sought, how they make contact and what role the police have. In all cases where
Police support is required the vulnerability of service users’ always needs to be
considered when a crime is alleged as part of an assessment on whether to divert
and/or clinically manage in the current setting, or take action through the criminal
justice system.
This Policy utilises guidance from the NHS Protect (2017) National partnership
protocol for managing risk and investigating crime in mental health settings and the
College of Policing Memorandum of Understanding (MOU) - The Police use of
Restraint in Mental Health and Learning Disability Services (2017). These
documents provide clarity on the role of the police service in responding to incidents
within our settings and agree the principles of joint working. The MOU outlines when
and how the responsibilities of the police service fit with the established roles and
responsibilities of care providers. It is one of the objectives in the national Crisis Care
Concordat (CCC) action plan and it builds upon Positive and Proactive Care (2014)
which relates to work undertaken by the Department of Health to reduce restraint
and restrictive practices in mental health care.
There may be situations where there is contact with the Police which can be
sensitive or difficult and staff are reminded to seek advice if required, as to how best
to proceed. Advice may be sought from your line manager, the Local Security
Management Specialist (LSMS) or any other relevant specialist advisor i.e.
Safeguarding, Information Governance, Accessible Information Standards.

2.

OBJECTIVES AND SCOPE

The objectives of this policy are to;





Support the provision of a safe, secure and supportive workplace and service to
both service users and staff.
Ensure that staff are clear about when and how they should contact the Police
Provide clarity about the roles of Healthcare staff and the Police.
Ensure effective communication links, cooperation and liaison between
employees of the Trust and the Police service.
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Ensure that relevant, suitable and sufficient information is collected, recorded and
communicated between the two organisations and that there are appropriate
governance procedures in respect of documentation and information sharing.
Ensure that where appropriate action is taken to prevent and deter acts of
criminal damage or violence and aggression against the people who use our
services and our staff.
Assist the Police in the execution of their duties as far as is reasonably
practicable.

This policy is applicable to all communications with the Police service with regard to
protection of vulnerable adults and children, preventing or detecting criminal acts and
assistance with crime reduction.

3.

DUTIES and RESPONSIBILITIES

3.1 Board
The Trust has a duty of care to the protection of service users, staff and the public
together with the Trust’s assets. The Chief Executive has overall responsibility for
the effective governance of the organisation and ensuring that organisational policies
and procedures are in place to support staff in the protection of people (including
themselves) and the Trust’s assets.

3.2 The Security Management Director (SMD)
The Chief Nurse is the Trust Security Management Director and has Board Level
responsibility for security management.

3.3 General Managers are responsible for:


Ensuring this policy is communicated to all staff within their area of responsibility.

3.4 Ward / Unit / Team Leaders are responsible for:


Ensuring all staff within their team are aware of the policy and associated
procedures for liaison with the Police.
 Ensuring Police contact numbers are available and easily locatable - 999 for
emergency calls and 101 for non-emergency calls.
 Ensure full co-operation in response to appropriate requests for information from
the Police.

Page 4 of 18

3.5 Specialist Advisors
Provide staff with advice and support in dealing with the Police, particularly in
relation to their area of expertise i.e. Safeguarding. Specialist Advisors include the
Deputy Director of Social Work & Principal Social Worker, Deputy Chief Nurse of
Physical Health & Infection Control and Associate Director of Nursing of Quality.

3.6 All staff are responsible for:




Ensuring that they are aware of procedures for liaison with the Police.
Co-operating in response to appropriate requests for information from the Police.
Updating incident reports with outcomes/sanctions of incidents reported to the
Police.

3.7 Local Security Management Specialist (LSMS)
The Local Security Management Specialist (LSMS) is a suitable person/s nominated
by the SMD, who will:











Undertake security management work in accordance with the legal directions and
the NHS Security Management Manual despite the fact that NHS Protect is no
longer in existence.
Utilise NHS Protect methods of tackling anti-social behaviour against staff
(excluding physical assault and any insulting language relating to the nine
Protected Characteristics under the Equality Act 2010 or threats to kill) in the first
instance, before reporting to Police. This may include but is not limited to;
Aggressive or abusive behaviour
Unreasonable demands
Unreasonable levels of contact
Trespass
Act as the Police Single Point of Contact (SPOC) for incidents of a non-clinical
nature for SPFT.
Liaise with the Police Mental Health Liaison Officer and Police Single Points Of
Contact (SPOC) on crime detection and prevention, and the apprehension and
prosecution of offenders.
Be a central link for security issues across the organisation
Maintain an overview of relevant Police investigations
Facilitate preventative action where possible following physical and non-physical
assaults, thefts of Trust or personal property.
Produce a written annual report for the Executive Assurance Committee.
Pursue complaints to Sussex Police Professional Standards Department where
issues cannot be resolved via the Police Mental Health Liaison Officer.

It is the responsibility of the Local Security Management Specialists (LSMS), so far
as reasonably practicable to:
 Support employees when reporting incidents to the Police.
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Investigate all incidents where there has been an assault on a member of staff or
criminal damage caused to SPFT building or property, taking statements where
appropriate.
Ensure that the Police have the appropriate evidence available to support their
investigations of individuals who assault SPFT employees.

3.8 The Local Counter Fraud Specialist (LCFS)
The Local Counter Fraud Specialist is a suitable person nominated by the Trust,
who is responsible for investigating any allegations of fraud and bribery at the Trust.
They will:








Be professionally accredited by the NHS Protect (formerly the Counter Fraud and
Security Management Service).
Undertake Counter Fraud work in accordance with the legal directions and the
NHS Counter Fraud Manual
Provide advice to the Director of Finance on all aspects of fraud and corruption.
Be a central link for all Counter Fraud issues across the Trust
Support the investigation as appropriate by ensuring that evidence gathered as
part of an investigation is collected in accordance with the Police and Criminal
Evidence Act and NHS Protect guidelines and to communicate case progress,
support witnesses and work with HR in respect of any internal action.
Referral to the Police where fraud is suspected will be made with prior agreement
with the Director of Finance and where there the risk is such that early Police
intervention is deemed appropriate. Circumstances where this should be
considered will include where valuable evidence may be secured from residential
property, where there is a physical threat to witnesses and where there is a risk
of absconding by the subject under investigation.

3.9 MAPPA Lead Multi Agency Public Protection Arrangements
A designated MAPPA Lead acts as the agreed point of contact for MAPPA issues.
The MAPPA Lead is the Deputy Director of Social Work & Principal Social Worker.

4.

PRINCIPLES

4.1 Operation Cavell
Named after Edith Cavell, a nurse in World War 1, who treated soldiers from both
sides without discrimination, Operation Cavell is a joint pact between SPFT and
Sussex Police to tackle violence and anti-social behaviour against NHS staff. It was
launched in April 2016 to encourage reporting and tackle the low numbers of
sanctions imposed following assaults on NHS staff.
The PACT states that where violent incidents occur they will be dealt with robustly
and fairly in-house or – if formal action is warranted staff will be supported to seek an
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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.
A copy of the PACT can be found in Appendix 1. Staff should be aware that this will
not always result in removal of a person with mental health needs from our services.
The Trust commits to applying its own sanctions (referred to as Local Sanctions)
where it has been agreed as appropriate by the Clinical team against those
committing acts of nuisance or violence towards our staff, service users and visitors
using NHS Protect Guidance on Tackling Nuisance Behaviour.
Where local sanctions are not warranted and the Police are involved because a
crime has been committed the LSMS will support staff through the criminal
prosecution process.
Please contact the LSMS for further information or advice.

4.2 Memorandum of Understanding (MOU) Police attendance and / or use of
restraint in mental health and learning disability settings.
The MOU draws up a national position about when the police can be asked to attend
mental health and learning disability settings and for what reasons.
Police officers do not have specific powers to restrain a service user for the purposes
of medical treatment regardless of whether the treatment is in their best interests.
However, research by mental health charity Mind (2013) revealed significant
variance in the extent to which healthcare providers call the police for support around
restraint and restrictive practices.
The MoU outlines police powers, the law, what healthcare professionals are
committed to doing, how to manage uncertainties, restraint and restrictive practices
and provides practical case studies showing good practice. It also encourages
police and healthcare professionals to continue reviewing and learning from
incidents. It applies to all service users regardless of whether they are detained
under the Mental Health Act 1983.
The MOU highlights that the police and the health service exist to deliver distinct
public service functions which occasionally overlap and require joint working. It is
vital to service users, staff and public safety that individual professionals and
organisations understand how these functions work when responsibilities overlap in
difficult circumstances which may include the use of physical interventions when all
other interventions have been unsuccessful
The MOU document relates to the first of two phases of a national initiative aimed at
setting a clear direction on the following;
Phase one aims to provide clarity on police attendance at mental health and
learning disability inpatient settings and health based Places of Safety, and the use
of compulsion and restraint in such settings.
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Phase two will address restraint related actions outside those settings. On
occasions, mental health care involves the use of restraint. Detention under the
Mental Health Act 1983 removes the liberty of individuals, and can lead to decisions
about medical treatment being taken by others, without the consent of service users
Whilst all efforts are made to avoid restrictive physical interventions, there are
occasions when service users are restrained to ensure their own and other peoples’
safety. The risks associated with restraint are significant. Where agencies find
themselves working in close partnership in fast-moving situations in which there may
be danger, the potential for unclear communication, conflict between organisations’
guidelines and different restraint practices have the potential to increase the difficulty
in ensuring a safe and effective outcome.
Both phases aim to improve clarity and understanding as to how police officers
should exercise their professional judgement in support of colleagues from
healthcare professions – and when they should be called upon to do so. The overall
aim is to ensure the health and safety of service users, professionals and the public.
It is important that staff are aware of the MOU as this will provide clarity about when
and when not to involve the police as described within this policy. Some examples
of when police assistance might be appropriate in the event of an emergency are
described in appendix 2.

4.3 Local Operating Protocols under the MOU.
The MOU and NHS Protect guidance state that all health providers and police
services in England and Wales should agree local protocols across relevant policing
and health areas. These will maximise clear communication and cooperation and
achieve a consistency of response to mental health and learning disability inpatient
settings and health based places of safety.

4.3.1 The Over-Arching Ethos





Each situation should be properly judged on its individual merits.
Police officers should NOT be called to undertake restrictive practices, connected
to purely clinical interventions (e.g. taking of fluid samples, injections, etc.)
unless exceptional factors apply. These could include, but are not restricted to;
1. An effort by healthcare staff to undertake a restrictive intervention (restraint,
manual handling, threatened or actual use of force or other therapeutic
intervention that involves the threatened or actual use of force) without police
support has led to injury to staff which compromises their ability to continue
safely; OR
2. No other support from healthcare colleagues is available or appropriate in a
sufficiently timely manner to ensure safety of all those affected.
The police service should ensure an appropriate response to allegations of crime
and to requests for immediate support in connection with risks of serious injury
or damage, where healthcare providers’ internal mechanisms have been
unsuccessful and safety is then compromised.
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Disputes about pre-incident issues are a matter for review after safety has been
ensured.

4.3.2 Trust commitments under the MOU.
Trust staff are responsible for:




-

All clinical interventions (e.g. taking of fluid samples, injections, etc.) with or
without consent and in accordance with the law e.g. MHA status.
Local risk assessment for the purposes of staffing requirements and contingency
planning.
Taking all reasonably practicable steps to safeguard other service users and staff
during incidents to which the MOU relates.
Those restrictive interventions allied to psychiatric care; for example –
The transfer of service users to a seclusion area.
Transfer of service users; within or between mental health units or Accident &
Emergency.
Administration of treatment without consent (Part IV MHA / Mental Capacity Act –
please see MCA Policy for further details).

In the event of an emergency and the need for Police involvement Trust staff are
responsible for:









Allocating a lead member of staff to co-ordinate the incident and instruct and
inform attending police.
Ensuring attending police are fully aware of any physical health issues that may
affect safety prior, during or post incident.
Maintaining physical observations in the event of any restraint. If there are any
concerns about the service users welfare (positional asphyxia, toxic confusional
state or other conditions harmful to the service users health) staff must “speak up
and speak out” to ensure the service users safety.
Retaking control of any restraint as soon as it is safe to do so.
Initiating and implementing a joint post incident review where necessary. This
will provide an opportunity for shared learning and a mechanism to escalate
matters up where things have not gone according to plan in order to respond
differently in the future.
These examples are subject to the existence of any exceptional factors – see the
“overarching ethos”

4.3.3 Police commitments under the MOU
The Police are responsible for:



Investigation of any allegations of criminal conduct which should take into
account guidance in the NHS Protect (2017) National partnership protocol for
managing risk and investigating crime in mental health settings.
Response to serious crime, including incidents involving weapons, barricades or
hostages – see examples, below.
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Through effective response, prevention of immediate risks to life and limb,
immediate risk of serious harm to persons or serious damage to property.
Any action under the direction of court under Part III of MHA – for example,
detention or conveyance connected to s55 MHA.
Police officers should not arrest service users for a criminal offence if they have
no intention of investigating criminal matters in order to provide an apparently
legal basis to justify the use of force in connection with treatment or care.

5.0 Process
5.1 Calling the Police – General Principles








Staff should be able to evaluate the risks for when the police should be called,
taking account of the safety of everyone involved. The police will then be assured
that when a call for attendance comes from any part of the service (from acute to
forensics) it requires their immediate assistance.
Staff should not have to call the police to manage a foreseeable risk which is
exacerbated by a shortage of staff. Police have limited (if any) powers within
healthcare settings, unless a criminal offence is being or has been committed.
Indeed, staff will often have more powers than police to manage a situation.
The police should not be expected to assist healthcare staff on NHS premises in
responding to a service user who is presenting clinical management issues
(including their transfer from one service to another). There should always be
action plans in place to manage such risks.
There may be occasions where a service users behaviour crosses a threshold
beyond which standard restraint procedures are no longer adequate and training
to a different, non-therapeutic level, with the benefit of physical aids, is required
to prevent injury and damage and to assist in regaining control

5.2 Calling the Police in the event of an Emergency





Where an immediate Police response is necessary to deal with an ongoing
emergency, a ‘999’ call should be made. Staff making the call should state clearly
the reasons why an immediate Police response is sought.
In the event of a service user going Absent without Leave (AWOL) and the
circumstances suggest immediate and life threatening risk to the patient or
another, consideration should be given to contacting the Police via 999. Staff
should follow guidance as set out in the AWOL Policy.
As outlined in the MOU In the event that the Police are required to attend
services staff must follow the steps below.

Step 1 – Decide Rendezvous point (RVP)
At the time staff request the police to attend, a suitable RVP should be agreed. This
is where the most senior police officer present can meet with the most senior
member of health staff before police deployment onto the ward takes place.
Depending on the circumstances and urgency of the situation, an RVP may not be
suitable.
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Step 2 – Incident explained
Police and health staff meet at the RVP. Health staff will explain the incident, which
should include any specific risks associated with the service user (e.g. their legal
status; whether they have already been restrained by staff; whether rapid
tranquilisation has been administered and the effect this has had; highlighting any
dangers and relevant physical health related issues). An assessment of
available/sufficiently trained staff should also be made.
Step 3 – Police/Health roles established
It is important to establish what the police are being asked to do. If further
deployment is necessary both Health care/Police leads will work together to decide
how best to resolve the incident. Police will consider the use of specialist
officers/public order trained/hostage negotiator etc., where relevant. Throughout the
incident health staff will remain responsible for the service user’s health and safety.
This will require active monitoring of the persons vital signs. Health staff must alert
police officers regarding any concerns as to the individual’s welfare during any
period of restraint. Emergency resuscitation/defibrillator equipment with trained
healthcare staff should be immediately available at all times.
Step 4 – Police handover
Police will regain control of the ward/patient/situation using appropriate tactics. If
police restraint is used, police will hand-over the service user to healthcare staff as
soon as control is regained. There should be sufficiently trained healthcare staff to
enable this to happen (unless exceptional circumstances, e.g. health staff injured /
unavailable). Staff must follow guidance as set out in the Prevention and
Management of Violence and Aggression Policy.
Step 5 – Determine need for Criminal Investigation
If a criminal act is alleged or the police determine that a criminal offence has been
committed, a police investigation should be instigated. If a service user is suspected
to be responsible for a crime, it will be an exceptional set of circumstances where
police will consider arresting and removing the person from the health setting.
The Police and Criminal Evidence Act 1984, Code G needs to be carefully
considered. This does not mean a crime will not be investigated. The crime will be
recorded by police and a statement obtained from relevant witnesses (see appendix
4 for example). A short statement/CPS approved pro-forma will also be obtained
from a suitably qualified health practitioner in relation to the person’s mental state at
the time of the offence.
There will be times where a service user has committed a criminal offence but police
officers do not arrest the service user. This may have implications for health staff and
management in relation to how that individual’s treatment will continue. Issues
around the ongoing safe management of the service user need to be carefully
considered. If movement of the service user to an alternative hospital/ward is
necessary, it is expected that healthcare staff will manage this transfer, unless
exceptional circumstances apply.
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5.2.1 Police Involvement in Restraint and Restrictive Practices


Police officers 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 (TASER) or other equipment. All of these options
may be considered by police officers called to deal with service users and will be
deployed in line with the National Decision Model as described in the MOU
(please see appendix 2)
Officers arriving to support staff may also have Body Worn Cameras.

5.2.2 Post-incident




-

Staff will complete an immediate defusing session and arrangements will be
made for a formal debriefing in line with the Employee Support and Wellbeing for
Staff involved in Incidents, Complaints and Claims Policy
Staff should record details of the incident in keeping with the Incident, Serious
Incident and Learning from Deaths Policy
Operation Cavell meetings will be utilised to review collated incident data and
enable joint-review and learning. The reviews should enable discussions
around:
Any concerns by the police as to the appropriateness of any request for them to
attend.
Any decision by the police not to attend an incident, after being requested to do
so.

5.3 Calling the Police - Non-Emergency




Where an immediate response is not required staff should call 101 quoting
Operation Cavell to the call taker if the incident involves physical violence or antisocial behaviour against a member of NHS staff.
Other incidents (illicit substances, criminal damage, theft, AWOL etc. – where
there is no immediate risk identified that do not fall under Operation Cavell can
also be reported via 101 OR
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.
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5.4 Sharing and providing necessary information to the Police
Local arrangements are in place in to meet and progress issues of mutual interest to
the Trust and Police. The Local Security Management Specialist’s (LSMS) also has
a key role in liaising with the Police around individual incidents.
In the interests of service users, staff and visitor safety for all criminal investigation,
crime prevention and legal requirements, the Trust will endeavour to provide all
necessary information. This will be in compliance with relevant legislation whilst
maintaining confidentiality as appropriate. Staff should refer to the Access to Health
Records Policy or seek professional guidance before sharing information.
Accessible Information advice should always be sought where a Learning Disability
is suspected or known.

6.0 Development, Consultation and Ratification
The policy has been written by the LSMS in consultation with Sussex Police Mental
Health Liaison Officer, Deputy Director of Social Work & Principal Social Worker,
Associate Director of Nursing Quality and Staff Side.
The policy has been ratified by the Clinical Policy Forum and will be reviewed by
every three years.

7.0

Monitoring

All incidents of a clinical or criminal nature involving liaising with the Police will be
recorded on the Ulysses system in order that appropriate risk management and
review arrangements can occur. Significant incidents will trigger investigations which
will consider compliance with the principles in this policy/guidance.

8.0 Training Implications
This policy does not require a formal teaching or training process. It is expected that
the individual managers will be aware of the liaison systems in place and the
contents of this policy.

9.0 Dissemination and Implementation of policy.




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.
Policy will be implemented by; placing in policies section on Trust intranet,
raising awareness through Partnership Bulletin, site visits by the LSMS and
inclusion in the PMVA training syllabus.
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10.0 Document Control including Archive Arrangements
This policy and protocol will be stored and archived in accordance with the
Procedural documents policy.

11.0 Cross Reference to other Policies
Access to Health Records
AWOL
Employee Support & Wellbeing for Staff involved in Incidents, Complaints & Claims
Incident and Serious Incident
Mental Capacity Act
NEWs/PEWs protocol
Prevention and Management of Violence and Aggression
Rapid Tranquilisation
Risk Assessment and Safety planning
Searching patients and their property
Seclusion and Long Term Segregation

12.0 References
College of Police (2017) - Memorandum of Understanding - The Police use of
Restraint in Mental Health and Learning Disability Services
DoH (2014) Positive and Proactive Care - Reducing the need for Restrictive
Interventions
DoH (2015) Mental Health Act Code of Practice
Ministry of Justice (2017) MAPPA guidance
MIND (2013) Mental Health Crisis Care: Physical Restraint in Crisis
NHS Protect (2017) National partnership protocol for managing risk and investigating
crime in mental health settings
NICE (2015) Violence and Aggression: short term management in mental health and
community settings

Page 14 of 18

Appendix 1 – Operational Cavell PACT
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Appendix 2 – National Decision Tool
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Appendix 3 - Examples Requiring a Police Response taken from MOU.
An immediate risk to life and limb
A patient has returned from authorised s17 leave and is in possession of a large
knife. If the patient produces this weapon and threatens harm to staff an immediate
police response will be necessary. If that patient left the weapon unattended in their
room and staff can safely take possession of it, immediate police attendance would
not be proportionate.
Immediate risk of serious harm
A patient is exhibiting disturbed behaviour on a ward after returning from leave
believed to be under the influence of drugs. Nursing staff have attempted to seclude
the patient for their own and others’ safety following one nurse being punched
causing grievous injury which requires assessment in an Emergency Department.
Nurses are now asking for police support to complete the seclusion because of the
further risk of serious harm to staff. A police response would be appropriate.
Serious damage to property
A patient in an inpatient unit has caused damage to ward infrastructure including a
kitchen area where they have broken chairs, tables, windows and appliances, the
floor is covered in debris and the patient continues to cause damage and throw the
debris around the room. A police response would be appropriate.
Offensive weapons
A patient has told staff upon return from leave that they have a knife on them for their
own protection because they believe that nursing staff will harm them by giving them
more drugs. It is known the patient has a history of possessing offensive weapons or
sharply pointed implements. A police response would be appropriate.
Hostages
A patient has closed the door to their own room whilst a nurse is inside and is
shouting, threatening to harm the nurse if anyone enters the room. The patient is
asking to be allowed out of the unit as a condition of releasing the nurse and state
they will harm them unless this is agreed to. There is no indication one way or the
other as to whether the patient has a weapon and the noise from within the room
suggests that furniture has been piled against the door to block entry. A police
response would be appropriate
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Appendix 4 – Witness Statement
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