HUMAN RIGHTS WORKING GROUP ON
RESTRAINT AND SECLUSION

Guidance on
Restraint and Seclusion
In Health and Personal Social Services

AUGUST 2005






CONTENTS
Paragraph Page

WHO SHOULD READ THIS GUIDANCE? 7

1. INTRODUCTION

Background to this guidance 1.1-1.2 9
Purpose of this guidance 1.3-1.6 9
Legislative context 1.7-1.9 10
Legislative position 1.10-1.11 10
When may restraint or seclusion

be appropriate? 1.12-1.13 11
Risk assessment 1.14 11
Current position — questionnaire 1.15 11
Existing professional or practice guidance 1.16 12
Equality Impact Assessment: equality screening  1.17 12

2. DEFINITIONS AND CONCEPTS

Definition of “service user” 2.1 13
Definition of “restraint” 2.2-2.5 13
Definition of “proportionate” 2.6-2.8 14
Definition of “seclusion” 2.9-2.12 15
Definition of “time out” 2.13 16
Nature and types of

physical interventions 2.14-2.16 16
Planned physical interventions 2.17-2.19 17

(1) Ecological strategies and the environment 2.20-2.24 17
of the service user (primary prevention)

(i)  Early intervention and de-escalation 2.25-2.26 18
(secondary prevention)

(i) Emergency use of physical interventions  2.27-2.28 19



Paragraph Page

3. QUALITY ASSURANCES, COMPLAINTS AND ADVOCACY
ARRANGEMENTS AND POST-INCIDENT
MANAGEMENT AND MONITORING

Quality assurances 3.1-3.4 21
Complaints and advocacy arrangements 3.5-3.8 22
Post-Incident Management and Monitoring 3.9-3.18 22

4. LEGISLATIVE CONTEXT
General 4.1-4.2 27
The Rights of the Child (UNCRC)

The European Convention on Human Rights
(ECHR) as incorporated by the Human

Rights Act 1998 4.3-4.8 27
The United Nations Convention on the Rights

of the Child (UNCRC) 4.9-4.23 28
Restraint and seclusion: human rights

issues and the key caselaw 4.24-4.31 31
Impact of legislation

for specific service users 4.32-454 33
Conclusion 4.55 40

5. PRINCIPLES INVOLVED

General 5.1-5.10 41
Proactive use of restrictive

physical interventions 5.11-5.12 43
Emergency use of restrictive

physical interventions 5.13-5.18 43
STATEMENT OF PRINCIPLES 5.19 45



Paragraph Page

6. REFERENCE/BIBLIOGRAPHY a7
ANNEXES
Annex A: Outline Terms of Reference
Annex B: Membership of Working Group
Annex C: Membership of Sub-Group on Legislative Cotext
Annex D: Example of HSS Trust Management of Aggressn Policy
Annex E: Example of HSS Trust Protocol on the Usefd’hysical Restraint
Annex F: Example of HSS Trust Policy on Seclusion
Annex G: Questionnaire and Summary of Findings
Annex H: Equality Impact Assessment: equality scre@ng
Annex |:  (a) Example of HSS Trust Restraint ReportForm
(b) Example of HSS Trust Seclusion Report Form
Annex J: DE Circular 1999/9 "Guidance on the Use oReasonable Force

to Restrain or Control Pupils”






WHO SHOULD READ THIS GUIDANCE?

This guidance is intended to be used by:

service commissioners in health and social care;
managers of health and social care services;

staff/professionals working with children and adwitho may require to use
restraint and/or seclusion;

internal monitors of services and/or facilities;

persons responsible for the operation of indepetrgktior services or
homes;

Registration and Inspection staff;
trainers and training providers.

The information in this guidance may also be hdlfju

parents and those with parental responsibilities;
Health and Social Services Councils;

the Mental Health Review Tribunal;

the Mental Health Commission;

independent advocates;

service users.






1.

INTRODUCTION

Background to this guidance

1.1

1.2

This guidance on the use of restraint and sexius issued by the Department
of Health and Social Services (DHSSPS) to inforacpce across the Health
and Personal Social Services (HPSS) bodies andapents. It is the result of
work undertaken by a HPSS Working Group, initidbgdhe DHSSPS Human
Rights Liaison Group to assist in promoting humghts in these key areas.

The Liaison Group recognised that restraintseausion was an issue of
common concern across HPSS and best tackled crdkabely. The Working
Group which compiled the guidance was multi-prafessl and comprised of
members from both the voluntary and statutory sect@he outline terms of
reference of the group are provideddanex A and the membership at
Annex B. Aspects of this guidance relating to the legiigtacontext were
taken forward through a sub-group aghex C provides details of those
involved.

Purpose of this guidance

1.3

1.4

1.5

The guidance is intended to be of an overagchature, to be used to inform at
provider level, the development of policies andcedures, training and
practice across the relevant client groups in botpital and other residential
settings. The starting point for establishing gpaoalctice in the use of restraint
and seclusion is the development of organisatipobties, which reflect
current legislation and case law as well as Depantat guidance, professional
Codes of Practice and local circumstances, inctuthe characteristics of the
children or adults cared for within particular Sees. Every agency included
within the remit of this guidance is expected toda policy on the use of
restraint and/or seclusion. The definitions ofnaaat and seclusion for the
purpose of this guidance are examined at Sectiofh2 amount of detail
needed will depend upon local circumstances lahauld cover the areas set
out inAnnex D (example of HSS Trust Management of AggressionciPol
Annex E (example of HSS Trust Protocol on the Use of RiatfRestraint and
Annex F (example of HSS Trust Policy on Seclusion), ag@mate.

This guidance is issued to help ensure th#twtaking in various health and
social care settings adopt consistent practicéiseuse of restrictive physical
interventions and seclusion based upon commorogetsnciples. This will
provide the most effective support for individuahgce users and reduce the
possibility of confusion or disagreements betweaff employed by different
agencies.

This guidance will help staff in health andiabservices and elsewhere to
address important outcomes for children and otbevice users, such as
protecting and promoting their rights, providingoagpriate choices, promoting
independence and encouraging their social inclusion



1.6

This guidance, by providing a clear framewaskiriform staff's practice in
these complex areas of work, seeks to facilitateice standards which are
consistent with best practice in relation to safgding service users and the
Human Rights Act and that also reduce the risktédf ©f litigation. HSS
Trusts should use the guidance to inform the produ®n of policies and
procedures on the use of restraint and/or seclusion

Legislative context

1.7

1.8

1.9

This guidance has been prepared in the comteXthe Human Rights Act
(1998) and The United Nations Convention on thehBi@f the Child (ratified
1991). Itis based on the presumption that evdajtand child is entitled to:
respect for his/her private and family;life
the right not to be subjected to inhumandegrading treatment;

the right to liberty and security; and

the right not to be discriminated agaimsthis/her enjoyment of those
rights.

People are also protected under domestic &igislin terms both of the
protection of their rights and the potential fodmess through the criminal and
civil law for assaults against the person.

Underlying this guidance is the principle thetions must both comply with
the letter of the law and incorporate the spiritegpect for human rights.

Legislative position

1.10

1.11

10

The issues of restraint and seclusion aresully dealt with in primary
legislation. Generally, these procedures are iméal by guidance and
regulations. There is, therefore, little uniforynif approach across both client
groups and service areas. There is an increasaus fon the legitimacy of
restricting the liberty of an individual, arisingpi increased awareness of the
potential for challenge as a breach of an individughts. In addition,
increased awareness of individual's rights to sedkess through resort to the
criminal and civil courts has raised both staffis @mployers' interest in
ensuring these processes are used as a last nesosafe and therapeutic
manner and in a way which protects both staff fedservice user.

Section 4 (Legislative Context) and paragraghof this guidance provide
detailed consideration of some of the key legigéationsiderations which need
to be considered when using either restraint dusim.



When may restraint or seclusion be appropriate?

1.12 Restraint and seclusion should be used onlgdwotrolling violent behaviour or
to protect the service user or other persons.xé¢e@ional circumstances,
physical intervention may be necessary to givergsgenedical treatment.
The decision to use either is extremely seriousrastitaint and seclusion
should only be used as follows:

as intervention ofast resort;

where other, less restrictive, strategies have besuccessful, although
an emergency situation may now allow time to tiysenother strategies;

neverfor punishment;

in reaching the decision, consideration should bks given to the
individual needs of each service user in decidnggltest method of
control or restraint to be employed.

1.13 Decisions to use either restraint or seclusmre serious civil liberties
implications as these interventions limit or redttthe freedom of movement of
an individual. Section 4 on the Legislative Comtenvers these issues in more
detail.

Risk assessment

1.14 Risk assessment is an essential element catkeand treatment of all patients
and clients and should underpin the guidance wéactice providers make
available to staff. It could be argued that ibme of the most fundamental
interventions in the recognition, prevention anerépeutic management of
violence and aggression. The use of other intelmesisuch as observation,
psychosocial interventions or restraint should & pf a management plan
based on an assessment of risk. While it is aclediyed that the occurrence
of aggressive or violent incidents are not alwaysljgtable, assessment of
risk, followed by a properly developed manageméam 5 essential to the
prevention and management of aggression and vieldwing able to predict
who is more likely to engage in a violent act maglge staff to reduce the
risk.

Current position - questionnaire
1.15 To examine the current available guidancessckorthern Ireland, the
working group issued a questionnaire to all stayué@encies and a selection

of independent providers. A copy of the questiarenand the summary
findings are aAnnex G.

11



Existing professional or practice guidance

1.16 Guidance on the use of restraint for adultaviilable in the boolPhysical
Interventions: A Policy Frameworf8ILD 1996), which provides advice and
information on the use of physical interventionglifierent service settings.

Equality Impact Assessment: equality screening

1.17 This paper has been screened for equalityigatmins and the findings are
given inAnnex H.

12



2. DEFINITIONS AND CONCEPTS
Definition of “service user”

2.1 In this guidance, the term ‘service user’ isdu$o refer to adults and children
who receive services from HPSS organisations arair thgents in care
establishments, hospitals or any other healthngsttand within their own
homes.

Definition of “restraint”

2.2 Different forms of physical intervention are summaised in the table
below. The table demonstrates the difference betweénatese forms of
intervention, which are designed to prevent movarmemobility or to
disengage from dangerous or harmful physical congad non-restrictive
methods. Restrictive physical interventions invalve use of force to control a
person's behaviour and can be employed using bodiitact, mechanical
devices or changes to the person’s environmentu$heof force is associated
with increased risks regarding the safety of serusers and staff and
inevitably affects personal freedom and choicer tRese reasons, this
guidance is specifically concerned with the useesfrictive physical
interventions. For the purpose of this guidaneetéims “restraint” and
“physical restraint” mean “restrictive physicalententions”.

Examplesof non-restrictive and restrictive physical intemtions

Bodily contact Mechanical Environmental
change
Non Manual Use of a Removal of the
restrictive | guidance to protective helme} cause of distress,
assist a person | to prevent self | for example,
walking injury adjusting
temperature,
light or
background
noise
Restrictive | Holding a Use of arm cuffs| Forcible
person’s hands | or splints to seclusion or the
to prevent them| prevent self use of locked
hitting someone| injury doors

2.3  Physical restraint can, therefore be summaased
The use of any part of one’s body, or mechanicdaho® to prevent, restrict or

subdue movement of any part of another person’g.bticcan be employed to
achieve a number of different outcomes:

13



2.4

2.5

to break away or disengage from dangerous or héuphi/sical contact
initiated by a service user;

to separate the person from a ‘trigger’, for examptmoving one service
user who has responded to another with physicakagmpn;

to protect a service user from a dangerous situatifor example, the
hazards of a busy road.

It is helpful to distinguish between:

planned interventionin which staff employ, where necessary, pre-ayean
strategies and methods which are based upon assgssment and
recorded in care plans; and

emergency or unplannedse of force which occurs in response to
unforeseen events.

In common law anyone who has the duty to aarariother person is expected
not to interfere unduly with the personal freedamd autonomy of the person
in his/her care. Nevertheless, if restraint isessary for the safety of that
person or others it may be justified as long &stiheabsolute minimum
necessary for the minimum time possible As this raises the questions of
what constitutes necessity and what is the absatutenum of restraint in a
given situation, it is useful to identify generainziples. The section on
Principles Involved (including Statement of Prinegpat paragraph 5.19)
addresses this in more detail.

Definition of “proportionate”

2.6

2.7

14

The scale and nature of any physical intereamhust beroportionate to

both the behaviour of the individual to be cont&dlland the nature of the harm
likely to be caused. These judgements have todukerat the time, taking due
account of all the circumstances, the unpredictabtare of the work and
including any known history of other events invalyithe individual to be
controlled. The minimum necessary force shoulddesd, and the techniques
employed should be those with which the staff imedlare familiar and able to
use safely and are described in the service umgfsort plan. Where possible,
there should be careful planning of responsesdivintual service users who
are known to be at risk of self-harm, or of harmatigers.

The use of force is likely to be legally defbfeswhen it is required to prevent:
self-harming or potentially self-harming behaviqurs

injury to self, other service-users, or staff ;



2.8

serious damage to property;
an offence being committed.

The use of force to restrict movement or mgbdr to break away from
dangerous or harmful physical contact initiatecatservice user will involve
different levels of risk. Good practice must alwégsconcerned with assessing
and minimising risk to service users, staff anceatrand pre-planning
responses, where possible. (See paragraph 1.1Risk dssessment”.)

Definition of “seclusion”

2.9

2.10

Seclusion is theupervised confinemenof a service user alone in a room, the
essence being the involuntary isolation of thevialial. In the Mental Health
(Northern Ireland) Order 1986 Code of Practice,Msntal Health
Commission define seclusion as ‘the forcible deafahe company of other
people by constraint within a closed environmenithe service user is usually
confined alone in a room, the door of which carb®bpened from the inside
and from which there is no other means of exitlabée to the service user.
This situation would also arise where the dooroslaocked from outside but
the service user is unable to open the door, duert@xample, the height of
the door handles or the person’s physical disgbilithe breadth of the
definition is important because the practice ofis®on is subject to very
stringent control and recording in comparison teeotprocedures.

The issue of seclusion is particularly compl&eclusion is an emergency
procedure, only to be resorted to when there isnamediate risk of significant
physical harm. There is general agreement thabialsl not be considered as a
form of treatment; the aim should be simply thasafle containment.
Seclusion is usually unpleasant, and difficultdagervice user to view other
than as punishment, and not a therapeutic expexieimc1996, the Royal
Colleges of Psychiatry and Nursing published atjeriew into strategies for
managing disturbed violent patientS{tategies for the Management of
Disturbed and ViolenPatients in Psychiatric Units”).The reason for the
review stemmed from the well-founded and widespiEattern about the
potential for the misuse of seclusion. Concernsfbadsed on its use for
prolonged periods of time (Department of Health Sodial Security, 1980;
Department of Health and Social Security, 1985IH&ferences to these
reports and those below in this paragraph are gatesection 6 of this
guidance) as well as on the indications for, arqudency of, its use. Matters
came to a head with the occurrence of several deattiably those of Sean
Walton at Moss Side Hospital in 1988 and of thraggmts at Broadmoor
Hospital (Department of Health, 1993). In 1992 @@nmittee of Inquiry into
complaints at Ashworth Hospital strongly recommehttes abolition of
seclusion within that hospital as well as a widgatutory prohibition
(Department of Health, 1992). Since the Ashwortuiry the Special
Hospitals have made it their stated policy to lith# use of seclusion to
exceptional circumstances and to promote altereapproaches for the

15



management of violencel his approach is endorsed by this Working
Group which recommends its adoption.

2.11 In considering seclusion there is a needdwdr distinction between:

seclusionwhere a service user is forced to spend time adgaénst his/her
will;

time outwhich involves restricting the service user's accesdltpasitive
reinforcements as part of a behavioural progranthis ¥ explored in more
detail in paragraph 2.13); and

withdrawal which involves removing the person from a situatwhich
causes anxiety or distress, to a location whergheetan be continuously
observed and supported until ready to resume @siiities.

2.12 The 1996 review (see paragraph 2.10 abovejlribat:

“Any credible review of the use of seclusion mushsider other, more
routine and therapeutic approaches to aggressaimilght forestall or
replace the practice.”

Definition of “time out”

2.13 Time out is a procedure whereby the serviee issseparated temporarily from
the current environment as part of a planned acorded therapeutic
programme to modify his/her behaviour. The breadtits definition is open to
misuse to encompass what is, in fact, seclusiamo@gh a distinction is made
between it and seclusion, in practice it is lesslilg separable. This potential
for confusion is open to abuse. The widespreadtisme out, particularly
with certain service user groups, such as childrethose with a learning
disability, makes it difficult to regulate to thamme extent as seclusion. It has
been recommended that the term ‘time-out’ be awbidereference to a clear
description of the procedure that is actually psgzb Such an approach
inevitably raises the issue of consent, which sthoulderwrite all therapeutic
processesThe term 'time out', or another comparable term, must state
explicitly exactly what this entails within the practice of the unit and
procedures regarding consent etc for its use. Poles should also provide
for ensuring that the understanding of service usexis clearly recorded
and the action monitored and reported to a seniortaff member as soon as
possible: in the case of children, parents or thoseith parental
responsibility should also be informed at the earéist possible opportunity.

Nature and types of physical interventions

2.14 There are three broad categories of physitahientions as described by
Harris et al (1996):

16



2.15

2.16

direct physical contactbetween a member of staff and services user,
the use of barriersto limit freedom of movement;
materials or equipment which restrict or prevent mozement.
Physical intervention skillsare described by McDougall (1996) as a set of
techniques that are designed and taught to monilgrgegvent or curtail a

behaviour which is deemed to be dangerous to migiatidual or others.

No physical intervention, whether plannedraeggency, should ever intend or
knowingly be allowed to cause pain.

Planned physical interventions

2.17

2.18

2.19

(i)

2.20

2.21

The planned use of physical interventions Ive®the use of an agreed
strategy which includes the possible use of physitarvention to intervene in
a sequence of behaviours with the aim of avoidingeducing injury/injuries.

Planned physical interventions, includingraast for the purposes of medical
interventions, should be part of a broader therapstrategy. It is envisaged
that there may be rare occasions when restrairtttrbg necessary, in
someone’s best interests, to facilitate urgent cadireatment. Where
medication may be used to facilitate restraintim tnanagement of disturbed
or violent behaviour, reference should be madé¢ae¢cent NICE guidance
“The short-term management of disturbed/violentavabur in psychiatric in-
patient settings and emergency departments”.

Planned physical interventions are normalBduss a last resort. Strategies
designed to manage aggressive/violent behaviowsddinclude:

I. ecological strategies and the environment ofsérwice user;
. early intervention and de-escalation;
lii.  emergency use of physical intervention.

Ecological strategies and the environment oftlservice user (primary
prevention)

Ecological Strategies involve providing enameents likely to reduce the
likelihood of aggressive or violent behaviours acirlg. It involves changing
aspects of an individual’s personal environmemhioimise situations arising
that are known precursors to the service useralspgy behaviours which have
implications for the safety of him/herself or other

It is the context in which violence occursttisaof most importance when
considering measures to limit the use of restraml/or seclusion. Violence
may reflect the expectations of the staff, low lewa staffing or changing
staffing. The emphasis is moving from the contfoliolence to its prevention

17



2.22

2.23

2.24

(ii)

2.25

2.26

18

by measures such as an improved environment afiithgfdooth in levels and
skills. Crucial to this are staff attitudes, traigj good communications and
supervision.

Children are particularly responsive to tiseiroundings. Special attention
needs to be paid to creating a safe environmerdisturbed and violent
children. A designated safe area or safe roomimeayelpful, but this should
reflect normal domestic living space as far as iptss Children and adults
with certain disabilities, such as autism, berfedin routine, regularity and
predictability in their lives which in turn makesstlirbed and violent behaviour
less likely to occur. People of all ages are ldsdyl to show such behaviour if
they are provided with choices or are kept actiith velevant challenges.

In a designated safe area, it is necessamynimize the risk of self injury or of
serious damage to property. In achieving this &ims,important to balance the
service user’s need to be cared for in an enviraiwéich reflects normal
living space (in terms of decoration and furnisisinghere appropriate) with
the need to ensure his/her safety.

Trusts and other providers in constructingafpenal guidance for the use of
seclusion and/or restraint need to consider hoy ¢th@ manage the service
users' environment or care setting to limit thesptal for violent and/or
aggressive behaviour. Environment, in this contexiudes both the physical
environment and the level and qualification of fst& comprehensive
understanding of how setting, staff and servicesusan interact is necessary to
ensure preventative as well as reactive strategees place to deal with
service users with complex and at times challengeegs.

Early intervention and de-escalation (secongaprevention)

Plans for early intervention and de-escaladi@ninstigated after it becomes
clear that an aggressive episode of behaviouke$ylito occur. They seek to
prevent the escalation of such behaviours and taaks they should be
individualised to the service user concerned. Tlaggeoaches focus on
communication, negotiation, use of staff body laagg) personal space etc.
with the overall aim of maintaining safety.

The use of physical interventions generaliyasma number of serious issues
for service users, staff and service providersealikhe following are some
issues which should be considered more fully, wabh organisation regularly
providing clear guidelines and advice to staff.

Consent of service users issues as covered in DE&®ilance “Good
Practice in Consent”, particularly where thereiasees relating to
children and the competence of other service usqusovide valid
consent.

Assessment for benefit and risks associated wélptbcedure.



(iii)
2.27

2.28

Legal, ethical and professional issues.

Physical health status of the service user.

Impact on individual of intervention.

Least restrictive physical intervention.

Particular vulnerability of service users takemiatcount.

Staff requirements.

Method of recording, reporting and reviewing.
Emergency use of physical interventions
Emergency physical interventions may be regluin response to unexpected
episodes of aggressive or violent behaviours. ieaymterventions can be
justified to maintain the safety of the serviceruseothers. However, the
amount of force used must be proportionate toekiellof threat presented by
the service user - staff should use the minimumuarhof force for the least
amount of time required with the aim of maximisithg safety of everyone
involved.
Following the use of emergency physical irgations, procedures should be
followed which entail recording/reporting the inerd and the updating of the
service user’s individual care plan to include asseent of risk, preventative

strategies and a programme of planned responsas/teuch future behaviour.
(See paragraphs 3.9-3.18 on Post-Incident Managavi@mtoring).
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3.

QUALITY ASSURANCES, COMPLAINTS AND ADVOCACY
ARRANGEMENTS AND POST INCIDENT MANAGEMENT AND
MONITORING

Quality assurances

3.1

3.2

3.3

All services should be designed to promote pedeence, choice and inclusion
and to establish an environment that enables snsers, regardless of age or
need, maximum opportunity for personal growth amd®onal wellbeing.

In care settings, good practice in the usestfaint and seclusion described in
this guidance will be monitored as part of HSS T@usompliance with the
Duty of Quality requirements established by the BR8der 2003, which
commenced in April 2003. The establishment ofHIRSS Regulatory and
Improvement Authority (HPSSRIA), which is schedutedbecome operational
in 2005, will also ensure that standards of pracaiod levels of compliance in
these areas will be regulated on an independeig daoss the statutory and
independent sectors. Itis also expected that pulacies and procedures
explain how service users, their families (anchia ¢ase of children, those with
parental responsibility) and advocates participagg@anning, monitoring and
reviewing the use of restraint and/or seclusion.

Under health and safety legislation, emplogeesresponsible for the health
safety and welfare of their employees and the healtl safety of persons not
in employment, including service usensd visitors. This requires employers to
assess risks to both employees and service usgrsggdrom work activities,
including the use of restraint and seclusion. Eygis should establish and
monitor safe systems of work and ensure that enegl®ware adequately
trained. Employers should also ensure that all eygas, including agency
staff, have access to appropriate information abentice users with whom
they are working.

Leadbetter and Trewartha (Leadbetter, D and TrdwwaR (1995) A
guestion of restrainCare Weekly18 May, 10-11) noted that
employers have to give equal priority to the satdtgtaff and service
users. Under Health and Safety legislation (Heatith Safety at Work
Act 1974), they must ensure their staff's welfagaiast foreseeable
risks and provide adequate training to ensure@wafking
environment. This obligation has been reinforceaiby cases
successfully brought by employees against theirleyeps. Leadbetter
and Trewartha cite the case of Walker v. Northualner County
Council (1994) where the judgement hinged on thencib's failure in
their duty of care in that they had not taken actmavoid or mitigate
‘reasonably foreseeable’ risks to their employdealth.

Lindsay and Hosie (Lindsay, M and Hosie, A (2008 Edinburgh
Inquiry - Recommendation 55. The Independent Evialu&eport.

21



University of Strathclyde and the former CentreRasidential Child
Care) state that in the case of litigation emplsyeould have to
demonstrate that the method of restraint they chesesuited the needs
and circumstances of their clients and, on theshaisine best available
advice, was likely to address the demands of dalayopractice. The
problem is that there is a striking absence of awie about the
respective merits of the various techniques.

3.4 Commissioning authorities will need to ensina provider agencies' policies
and procedures follow this guidance where restiamafor seclusion is used.
Registration and Inspection staff will also monitiee implementation of the
resulting policies and procedures in the courdgb@f work across the
statutory and independent sectors.

Complaints and advocacy arrangements

3.5 Complaints arrangements should follow policieseloped for Trusts in
response to the “Guidance on Handling HPSS Contglattospital and
Community Health and Social Services (April 200a)id Children Order
(Article 45(3)) requirements in respect of complaiand representations made
in relation to children's social services.

3.6 Trust staff should ensure that complainantseasty able to make a complaint,
that this process is simple and aimed at satisfithegcomplainants' concerns.
Where necessary staff should provide informatioth@nAdvocacy Service
available. Responses to complainants should beytiend emphasise early
resolution. Staff should be informed of the existe of a complaint and
appropriate staff involved in the investigatory ggss. Staff should also be
informed of the outcome of any complaints madeespect of them.

3.7 Discussions should take place on the investigairocess and feedback from
complaints should inform any review of complaint$esam meetings.

3.8 Training and awareness building should usualynanaged within the
organisation, with lessons emerging from complea#e studies used to
promote the development of good practice. Toe¢hd, Trusts and other
providers should annually monitor complaints reediin relation to the use of
restraint and seclusion. This annual review shbeldised to inform, where
necessary, the revisions of policies and procedamdghe design of staff
training and support processes.

Post-Incident Management and Monitoring

General

3.9 ltis recognised that Post- Incident ManagemedtMonitoring (PIM&M) is
critical where restraint or seclusion are usedm&adrusts may regularly audit

the use of these processes as this is considecedpgactice. Auditing and
22



monitoring should be carried out on a multi-disicipty basis, where
appropriate.

3.10 The PIM&M procedure will have the followingeetents clearly itemised
within it:

feedback to those with parental responsibilityécathat does not
infringe on the service user’s right to confidelitya

debriefing the service user after the incident;
providing information on how to make a complaint;

service users who are injured will always be exeiby a doctor
following the incident;

Trust accident/incident form will be completedsa®n as possible after
the incident, stating exactly what happenat-assumptions: facts
only (examples of incident forms are given at Annex)I-(Restraint
Report Form - and Annex | (b) (Seclusion Reporifrerorganisations
will develop their own format to cover their pattiar circumstances);
details of all/incidents are recorded in serviserg' files. In some
instances, this record is required even where araggpmonitoring form
is in use.

Reports to outside agencies (Mental Health ComonsstiPSSRIA
etc).

3.11 If staff are injured — a statement must bepletad to include as a minimum
the following information:

place where injury happened,;
number of staff on duty and their location attinge of the incident;
number of service users in the area.
Staff
3.12 Where staff are injured the following acti@ms required:
refer staff to Occupational Health Department ocident and

Emergency Department if injured. If they declindyise them to
contact their own GP and record this advice;

23



accident report form to be completed accordin@rtest policy
requirements.

3.13 Itis important that staff are made awarehefgotential emotional shock that
may follow on from an assault or injury. Managpesrs need to be
supportive, recognising that even minor incidestsh as verbal
abuse/comments, can be traumatic. Staff shoulgiMes the opportunity to

talk and express how they feel. A de-briefing dgston after an incident can
assist those involved. Relevant areas for disonsaclude:

identification of cause/trigger factors to incitten
ascertaining what exactly occurred;

identifying staff's role in the incident;
ascertaining the feelings of staff involved,;

what learning experiences and/or training needseadentified from
incident.

Staff Support
3.14 Employers have responsibilities to supporstaltf. To this end, individual

members of staff involved in an incident must besgian opportunity to
discuss their feelings. This will include:

individual/group discussion with the line manager;

access to confidential counselling from Occupatidthealth Department
through self-referral or line management referral;

awareness of professional body or Trade Union'sofgort;
multidisciplinary review/debriefing discussioniatident with
colleagues/peers to allow staff to review, refi@ad talk about their
views following the occurrence,;

access to confidential staff care or support syste

Monitoring Arrangements

3.15 Effective monitoring procedures are esseandl must be comprehensive and
timely. Monitoring includes:

the risk of violence being regularly assessedgpr@priate senior staff
which will vary according to the setting;

24



Audit

assessing the effectiveness of the implementafi@existing policies
and procedures, identifying any gaps or need fdatipg;

reassessing the effectiveness of countermeasureduced and
disseminating good practice examples;

discussions at staff meetings, senior staff mgsteic. to raise issues
arising with a view to improving safeguards forlpeervice users and
staff. This should include ensuring staff are anafrwhistle blowing
policy and feel confident in using it;

recording and analysis of complaints made, enguhat reports are
regularly brought to the attention of the Trustisi€ Executive under
Clinical and Social Care Governance arrangements.

3.16 Audit mechanisms should focus on a numbeaabfs which can give

3.17

managers a baseline assessment on the effectilenmaptation of policy, such

number of incidents of physical injuries sustaibgdservice users as a
result of a violent episode;

number of incidents of physical injuries sustaibgdstaff as a result of a
violent episode;

number of incidents of verbal/threatening behawtowstaff/service
users;

number of occasions that physical restraint, “ton€ or equivalent was
carried out in a setting, identifying any possiekplanation for peaks
and troughs in its usage over time.

It can be helpful to use audit informatiorcéanpare levels of violence,
restraint or seclusion across similar service ateascertain if there are any
environmental factors (see paragraphs 2.20-2.24Hhndre either serving to
reduce or increase levels in any setting.

Where service users are injured

3.18

If a service user is injured as a consequehtiee use of restraint, the
following action is required:

ensure the service user receives appropriateimetytmedical
assistance;
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notify carer, parent or those with parental resgahty immediately of
the injury and the steps taken to deal with therinjsecuring
appropriate consent for treatment where necessary;

make a detailed record of the event and the caes®gs in the service
user's case file;

complete an accident report form and inform thesis Risk
Management Unit which will make any other necessatyfications;

complete a Physical Intervention Monitoring/Reistr&eport Form
(example attached annex I(a) — organisations will develop their
own forms to cover their particular circumstancesy;

senior managers review incident on discussion stdlff and ascertain if
there are any training, support or supervisory enativhich require to
be addressed;

inform service user, carer, parent or those wateptal responsibility of
the Trust's complaints arrangements and how tosadbem.



4.

LEGISLATIVE CONTEXT

General

4.1

4.2

Generally, primary legislation makes little ksip reference to the use of
restraint and seclusion, with the issue being deiditt in most areas by
Guidance and Regulation. The exception to thikessiducation sector where
the use of restraint in schools by authorized pes$® regulated by primary
legislation and by detailed guidance. There is, @y, no uniformity of
approach across different sectors and no standegdhold indicating when
restraint or seclusion can be used legally. Letingly and in terms of best
practice, restraint and seclusion in relation ®dhre of service users should
only be used in exceptional circumstances and gtrine ensured that all
techniques used are approved, safe and in compliaiib international rights
standards. The DHSSPS has issued guidance omt¢@s®d Practice in
Consent) with which staff should acquaint themsslve

The remainder of this section considbaes European Convention on Human
Rights (ECHR) andthe United Nations Convention on the Rights of the
Child (UNCRC) before outlining some case decisions to assist wit
identifying situations where the use of restrains@clusion is potentially open
to challenge under these international conventidhsoncludes with comment
on the legislative context for specific groups efgce users who are identified
as particularly vulnerable.

The European Convention on Human Rights (ECHR) asiicorporated by the
Human Rights Act 1998

4.3

4.4

4.5

Many of the following paragraphs use childrezgses for illustrative purposes.
This reflects the expertise of the legal issuesgrolbip whose remit was to
specifically address the issue in respect of childrThe messages emerging
have, however, wider application and the workingugrhas edited the sub-
group’s contribution and extended parts of the nteo the wider field.

The Human Rights Act 1998, which came fullpifdrce in October 2000,
enables most of the rights enshrined in the ECHBetpursued in the domestic
courts rather than through the European Court sh&tuRights (ECtHR). All
public authorities are obliged to discharge theirctions in accordance with
the rights sets out in the ECHR and the courts takst Convention rights into
account when deciding cases. These rights apgigtto children and adults.

In the context of the use of restraint andusech the following articles of the
ECHR should be taken into consideration.
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Article 3 ECHR

4.6  No one shall be subjected to torture or inhuarahdegrading treatment or
punishment.

Article 5 ECHR

4.7  Everyone has the right to liberty and secwitthe person. No one shall be
deprived of his liberty save in the following casesl in accordance with a
procedure prescribed by law:

(@) the lawful detention of a person after conwiatby a competent
court;

(b)  the lawful arrest or detention of a personrfon compliance with
the lawful order of a court or in order to secure tulfilment of
any obligation prescribed by law;

(c) the lawful arrest or detention of a persona#d for the purpose
of bringing him before the competent legal autlyorit

(d) the detention of a minor by lawful order foetpurpose of
educational supervision or his lawful detentiontfoe purposes
of bringing him before the competent legal autlyorit

(e) the lawful detention of persons for the preiwembdf the
spreading of infectious diseases, of persons ajwms$ mind,
alcoholics, and of drug addicts or vagrants;

()  the lawful arrest or detention of a person tevent his effecting
an unauthorised entry into the country or of a @ergainst
whom action is being taken with a view to depootatbr
extradition.

Article 8 ECHR

48 1. Everyone has the right to respect for higpe and family life, his
home and his correspondence.

2. There shall be no interference by a public aihwith the exercise of
this right except such as in accordance with tthedad is necessary in a
democratic society in the interests of nationalség public safety or
the economic well being of the country, for thevamtion of disorder or
crime, for the protection of health or morals, arthe protection of the
rights and freedoms of others.
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The United Nations Convention on the Rights of th€hild (UNCRC)

4.9

4.10

411

4.12

4.13

4.14

4.15

The UNCRC is an international treaty on chidseights, which all countries
have signed with the exception of U.S.A. and Scendlhe key relevant
provisions of the UNCRC are set out below.

Article 1 UNCRC

For the purposes of the present Conventichjld means every human being
below the age of eighteen years unless under thepgplicable to the child,
majority is attained earlier.

Article 2 UNCRC

States Parties shall respect and ensuregttis get forth in the present
Convention to each child within their jurisdictianthout discrimination of any
kind irrespective of the child's or his or her pdi®or legal guardian's race,
colour, sex, language, religion, political or otle@inion, national, ethnic or
social origin, property, disability, birth or othstatus.

States Parties shall take all appropriate nmeago ensure that the child is
protected against all forms of discrimination onglhment on the basis of the
status, activities, expressed opinions, or bebétke child's parents, legal
guardians or family members.

Article 3 UNCRC

In all actions concerning children, whethedenmaken by public or private
social welfare institutions, courts of law, admirasive authorities or
legislative bodies, the best interests of the célildll be a primary
consideration.

States Parties undertake to ensure the alghl grotection and care as is
necessary for his or her well being, taking intocamt the rights and duties of
his/her parents, legal guardians, or other indiaigllegally responsible for him
or her, and, to this end shall take all appropiiaggsiative and administrative
measures.

States Parties shall ensure that the institsifiservices and facilities
responsible for the care or protection of childseall conform with the
standards established by competent authoritieicplarly in the areas of
safety, health in the number and suitability ofitlséaff as well as competent
supervision.
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4.16

4.17

4.18

4.19

30

Article 12 UNCRC

States Parties shall assure to the child wlkapable of forming his or her own
views the right to express those views freely Imudtters affecting the child,
the views of the child being given due weight ic@dance with the age and
maturity of the child.

Article 19 UNCRC

States Parties shall take all appropriateslagye, administrative, social and
educational measures to protect the child fronfioaths of physical or mental
violence, injury or abuse, neglect or negligenatmeent, maltreatment or
exploitation, including sexual abuse, while in tase of parents, legal
guardians or any other person who has the caieedgtild.

Article 25 UNCRC

States Parties recognise the right of a etiid has been placed by the
competent authorities for the purposes of cardgeption or treatment of his or
her physical or mental health, to a periodic revadwhe treatment provided to
the child and all other circumstances relevantisomoh her placement.

Article 37 UNCRC
States Parties shall ensure that:

(@  No child shall be subjected to torture or ottreiel, inhuman or
degrading treatment or punishment.

(b)  No child shall be deprived of his or her lieuinlawfully or arbitrarily.
The arrest, detention or imprisonment of a childllsbe in conformity
with the law and shall be used only as a measula&sbfesort and for
the shortest appropriate period of time.

(c)  Every child deprived of liberty shall be tredt®ith humanity and
respect for the inherent dignity of the human persmd in a manner,
which take account of the needs of a person ofidisge. In particular
every child deprived of liberty shall be separdtedh adults unless it is
considered in the child’s best interest not to daisd shall have the
right to maintain contact with his or her familydkigh correspondence
and visits, save in exceptional circumstances.



4.20

(d)  Every child deprived of his/her liberty shafive the right to prompt
access to legal and other appropriate assistasaeglaas the right to
challenge the legality of the deprivation of hisher liberty before a
court or other competent, independent and impaatidiority, and to a
prompt decision on any such action.

Article 39 UNCRC

States Parties shall take all appropriate ureago promote physical and
psychological recovery and social reintegratioma child victim of any form of
neglect, exploitation, or abuse, torture or anyeoform of cruel, inhuman or
degrading treatment or punishment; or armed cdsfl&uch recovery and
reintegration shall take place in an environmenicivifiosters the health, self
respect and dignity of the child.

The United Nations Committee on the Rights of thaild

4.21

4.22

4.23

The implementation of the UNCRC is monitorgdh®e United Nations
Committee on the Rights of the Child. In the “Clowicng Observations of the
United Nations Committee on the Rights of the CHildited Kingdom of
Great Britain & Northern Ireland”, October 200Re Committee expressed
concern about figures indicating that children bastained injuries as a result
of the use of restraints and control in prisonadidition, the Committee
expressed concern about the frequent use of physgtaaint in residential
institutions and in custody as well as the placeméchildren in solitary
confinement in prisons.

The Committee recommended the review of tleeofisestraint and solitary
confinement in relation to children and young pedplcustody, education,
health and welfare institutions to ensure compkawih the UNCRC in
particular articles 25 and 37 UNCRC (paragraph8 4rid 4.19 respectively of
this Guidance).

The Committee also expressed concern thadrtheiple of primary
consideration for the best interests of the clsldat consistently reflected in
legislation and policies affecting children andaeenended that the principle
of the best interests of the child as a paramoonsideration should be
enshrined in all legislation and policy affectingldren.

Restraint and seclusion: human rights issues and ¢éhkey caselaw

4.24 Seclusion is described in the Department afltH€England and Wales) Code

of Practice (1999) as:

1The Concluding Observations of the UN Committee on the Rajttse Child published on 9 October 2002
and available online atww.unhchr.ch/tbs/doc.nsf
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4.25

4.26

4.27

4.28

32

“the supervised confinement of a patient in a rooh¢ch may be locked
for the protection of others from significant hatm.

In practice, seclusion is a form of solitaopftnement which can be used for
therapeutic, containing or punitive purposes. pagose of restraint has been
described by the Department of Health as the updiydical force against a
patient to minimise unacceptable behaviour. Beattiusion and restraint in
relation to the care of service users raise pakhtiman rights issues. A
number of these issues have been raised in thesficroeurts and further
guidance can be obtained from the case law of tlegean Court of Human
Rights (ECtHR).

The leading domestic authority on the usesstiraint in the mental health
context remains the House of Lords decisioRauntnew Griffiths [1976] AC
314 where it was held that hospital staff had “pmagf control over mentally
disordered patients, whether admitted voluntanilg@mpulsorily, though the
nature and duration of the control varies with¢htegory of patient to which
the patient belongs.” The ECtHR decisiorHierczegfalfy Austria[1992] has
placed the concept of medical necessity at the abaay intervention of this
type. The ECtHR stated that:

“the position of inferiority and powerlessness whis typical of
patients confined in psychiatric hospitals callsifcreased vigilance in
reviewing whether the Convention has been compligial.....The
established principles of medicine are admittedigisive in such cases;
as a general rule, a measure which is a therapeutnecessity cannot
be regarded as inhuman or degrading The Court must nevertheless
satisfy itself that the medical necessity has lmvincingly shown to
exist.” (Highlighting added.)

The question of the burden of proof in relatio whether a medical necessity
has been “convincingly shown” was examinedRim Dr M and othersex parte
N [2003] 1 WLR 562 where the Court of Appeal heldttvaile the
requirement was not equivalent to a criminal burdiproof it still required a
high standard of proof. The decision in this dasen important one in that the
Court of Appeal reviewed the common law authoribasconsent to treatment.
Simon Brown LJ found that the “therapeutic necgssést applied both to
patients with and without capacity. This decismould appear to indicate that
where treatment of questionable therapeutic beisefiiministered to a patient
who strongly opposes it, and which will, if admieised, involve the use of
physical force with possible detrimental effectshe patient’'s health, that this
will constitute a violation of Article 3 of the Caantion. This approach
should, therefore, apply to the use of restraiudt saclusion of all service users
who have capacity and to those whose capacity raayubstioned as a
consequence of their age or other impairment.

In order to breach the terms of Article 3hlef Convention the treatment in
guestion must reach a particular threshold of sgv€BeeSv Airedale NHS



4.29

4.30

4.31

Trust[2002] EWHC 1780). Brief periods of seclusion gmdportionate
instances of restraint are, therefore, unlikelyetach the requisite threshold to
constitute a breach of a Convention Right.

There is the possibility that restraint anclisgon could be argued as a breach
of Article 5 of the ECHR. In the context of adoiental health the developing
jurisprudence has held that Article 5 protectioresrastricted to the
determination of whether detention is lawful or.&eeR v Governor of
Parkhurst Prisorex parteHague[1992] 1 AC 58.) Where detention of a child
or adult takes place on a non-statutory basis thepossibility of an Article 5
breach arising from the use of either seclusiorestraint is a real one.

Similarly, treatment that falls short of medinecessity may constitute a
breach of Article 8 of the ECHR. However, the largastifications available
in Article 8(2) are likely to render many intervemts with service users to be
in accordance with the ECHR.

The decision iRlerczegfalfyfound that there was no breach of Article 8 where
the individual was restrained and force fed inwomstances where he was
“entirely incapable of taking decisions for himselft remains to be

determined whether differential treatment of sexwisers deemed to lack
capacity because of age or intellectual impairmehtfall foul of the anti-
discrimination provisions of Article 14 of the Camtion. It should be noted
that a mere assertion of differential treatmemasenough to ground an

Article 14 point. (See Carswell LCJ’s discussinriRie Jean McBridg2003]).

Impact of legislation for specific service users

Professional guidance relating to medical settings

4.32

The British Medical Association in a recenblzation set out a number of
considerations in relation to the use of restramespect of the care of
children in medical settings:

1. Restraint should only be used where it is necgds give essential
treatment or to prevent a child from significantlyjuring him/herself or
others.

2. Restraint is an act of care and control, noighunent.

3. Unless life prolonging or other crucial treatmsnmmediately

necessary, the approval of a court should be saulgéte treatment
involves restraint or detention to override themgeof a competent

2British Medical AssociationConsent, Rights and Choices in Health Care for Children and Youngeé?eo
BMJ Books, 2001.
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4.33

young person, even if the law allows doctors tacpeal on the grounds
of parental consent.

4, All steps should be taken to anticipate the rfeedestraint and to

prepare children, their families and staff forutse.

5. Wherever possible, the members of the health teem involved should
have an established relationship with the child simelild explain what
Is being done and why.

6. Treatment plans should include safeguards torertbat restraint is the
minimum necessary to achieve the clinical therapein, and that both
the child and parents have been informed whathagipen and why the
use of restraint is considered necessary.

7. Restraint should only be used in the presencghefr staff, who can act
as assistants and witnesses, unless there is @om#ans of protecting
the service user or others.

8. Any use of restraint or detention should be réed in the medical case
records. These issues are appropriate subjeclifierat and social care
audit.

The Royal College of Nursing has issued Gudam the use of restraining
and preventing children from leaving a medicalisgtt

Children's residential care services

4.34

4.35

The relevant provisions on children’s resiggmare services are to be found
in the Children (Northern Ireland) Order 1995, ragjons made under the
Order and in Volume 4 (Residential Care) of theveisded series of volumes
of “Guidance and Regulations”. There is no refeeeat all in the 1995 Order
to the use of restraint or isolation. The Childsddomes Regulations
(Northern Ireland) 1996, made under the Childredegdrmake provision at
regulation 8 in relation to control and disciplineegulation 8 (2) sets out
measures which should not be used on childrerchildren’s home; and
regulation 8 (3) gives measures which the reguiatio not prohibit, including
“the taking of any action immediately necessarprevent injury to any person
or serious damage to property”.

These provisions are considered under ‘GoaiCand Discipline’ in
Chapter 4 of Volume 4 of the Guidance and Reguiatidn particular, the
following areas are set out and dealt with:

Disciplinary Measures — general (Paragraph 4.14)

3The Royal College of NursingRestraining, Holding Still and Containing Children: Guidance for Good
Practice. London: RCN, 1999.
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Permitted disciplinary measures (Paragraphs 44.89)

Prohibited measures (paragraph 4.20)

Corporal punishment

Deprivation of food and drink

Restriction or refusal of visits/communications

Requiring a child to wear distinctive or inappriape clothing

The use or withholding of medication or medicatlental treatment
The use of accommodation to physically restrietltherty of any child
Intentional deprivation of sleep

Imposition of fines

Intimate physical searches

General principles governing interventions to rteimcontrol
(Paragraph 4.21)

Methods of care and control of children which &ibrt of physical
restraint or the restriction of liberty (Paragrapi?2)

Use of physical presence of staff (Paragraphs-4.424)
Holding (Paragraphs 4.2.5 — 4.25)

Touching (Paragraphs 4.27 — 4.28)

Physical restraint (Paragraphs 4.29 — 4.34)
Restriction of liberty (Paragraphs 4.35 — 4.39)
Monitoring (Paragraph 4.40)

4.36 The Children Order guidance provides spegificiance on the use of restraint
and the restriction of liberty. Paragraph 4.13dmally prohibits the locking
of children in their bedroom at night "whateverittege and competence”.
The Guidance outlines permissible forms of carea@mdrol and establishes a
comprehensive list of general principles governirigrventions to maintain
control.

Foster care

4.37 The Foster Placement (Children) Regulatioriy 1896 provide for the
approval of Foster Parents (Regulation 3), the &eand Termination of

Approval (Regulation 4), Placements (Regulatioa®d Termination of
Placements (Regulations 7).
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4.38

4.39

4.40

Regulations 3(6)(b) provides that an authgtligll not place a child with an
approved foster parent unless he enters into éewrgdggreement with it
covering the matters specified in Schedule 2 (Ma@®d obligations to be
covered in foster care arrangements). Pursudpdtagraph 5 of the Schedule
each foster carer must specifically agree "Nothmiaister corporal
punishment to any child placed with him".

Under the Guidance issues in respect of thier€h (NI) Order 1995

(Volume 3 Family Placements and Private Fosteratgjaragraph 4.31
(Assessment and approval of foster carers) thaealigy placed on the social
worker to 'ascertain the applicant's views on gigeé with particular regard to
the issue of corporal punishment which is not rdgdras an appropriate means
of correcting children'. The term "corporal pumsnt” is then defined to
cover ‘any intentional application of force as arff punishment, including
slapping, pinching, squeezing, shaking, throwingects and rough handling.
It would also include punching or pushing in thathef the moment in
response to violence from young people. It doégprevent a person taking
necessary physical action where any other couraetan would be unlikely
to avert immediate danger of physical injury to ¢héd or to another person,
or to avoid immediate danger to property. Verlmlse, derogatory remarks
and pointed jokes can cause psychological harnttolé and should be
avoided'.

In relation to children who are privately frgtd, the Trust does not approve or
register private foster parents but must satisilitthat the arrangements are
satisfactory that the private foster parents aitalske. The responsibility for
safeguarding and promoting the welfare of the pelyafostered child rests

with the parents. Regulation 2(2)(j) of The Cheldr(Private Arrangements for
Fostering) Regulations 1996 places a duty on thstTo satisfy itself that the
private foster parent is being given any necesadwce. Pursuant to

Chapter 15 (Suitability of the foster parent) of tAuidance Volume 3 there is
reference to discipline with particular regardtie tssue of corporal
punishment (paragraphs 15.13-15.14). The defmidfocorporal punishment

is provided and there is requirement that a chitobigd not be refused meals or
drink as punishment nor restricted from visitingoeing visited by family and
friends as a means of punishment. The UK Nati&tahdards for Foster Care
requires policies to be in place on corporal pumisht to ensure that each child
in foster care is protected from all forms of cagdgunishment (smacking,
slapping shaking) and all other humiliating fornigreatment or punishmefit.

There is no legislative provision in relation ke tuse of restraint and isolation
for the child who is in foster care — either unttex Children (NI) Order 1995
itself or any regulations issued thereafter. Theemilarly, no specific
guidance in relation to restraint and isolatiorowéver the Trust is under a
duty to assess foster carers (and give adviceatprfoster carers) and in this
context these issues may be addressed by theduodivirusts. Guidelines are

4Published by the National Foster Care Association on behtie UK Joint Working Party on Foster Care.
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issued by the National Foster Care Associatiorherare and Control of
Children in Foster Homes.

Secure accommodation

441

4.42

4.43

Article 44 of the Children (NI) Order 1995seut the criteria by which a child
can be placed or kept in secure accommodation.a$bseciated regulations are
the Children (Secure Accommodation) Regulations519bhis statutory
provision permits the restriction of liberty of tdren but also ensures that any
such decisions taken by the Trust or others argisged and endorsed by the
Court. A child cannot be placed or kept in se@agseommodation unless it
appears that

@ () he has a history of absconding and is yikelabscond from any
other description of accommodation; and

(i)  if he absconds, he is likely to suffer sigo&nt harm; or

(b) thatif he is kept in any other descriptioractommodation he is likely
to injure himself or other persons.” (Article 44)

The criteria must apply and once it no loraggglies then the child must not
continue to have his liberty restricted (even @rthis a court order authorising
the restriction currently in existence). The digfom of "restriction of liberty"

is a matter which is to be determined by the Cand may include any
practice or measure which prevents a child fromiteaa room or building of
his own free will. This is a measure of last résord will only be permitted
when it is evidenced that there is no approprid&grative. The onus is
therefore on the Applicant to show that everytrefge has been
comprehensively considered and rejected. The sg@tacement should only be
for as long as is absolutely necessary (and nah®duration of the Court
Order itself). The Trust have a duty to take readte steps to avoid the need
for children to be placed in secure accommodalfidre (Children (NI) Order
1995; Schedule 2 paragraph 8(c)).

There is one unit in Northern Ireland whicbyides secure accommodation
for children at Lakewood in Bangor.

Services provided under the mental health legisati

4.44

The use of restraint and seclusion in respiesérvice users is not referenced in
the primary legislation, the Mental Health (NI) @rdL986. The Code of
Practice, which accompanies the Mental Health fjer 1986, does,
however, provide limited guidance on the use dira@st and seclusion
generally’ Section 5.33 requires every Unit of ManagemegtHiSS Trust) to
have a policy on the use of all forms of physiesitraint (physical restraint in

® 1992, Belfast, HMSO
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4.45

4.46

4.47

the context of this guidance includes locked wardrd, time out and
seclusion). Sections 5.32 — 5.53 of the Code attire gives guidance on
restraint, locked doors on open wards, time outsaulusion. Within this
Guidance there is, however, no specific refereacghtidren and young
people®

In the case @v Airedale NHSTrusta young person who was a mental health
in-patient challenged his detention in seclusioritg/NHS Trust while they
sought a more suitable placement to meet his n&dss being held in a
locked room at night because a bed was not yeladaifor him at a secure
unit. He argued that the NHS Trust was obligedtimiv the Mental Health
Code of Practice (1999) and that there had beerach of Article 3 ECHR in
relation to the conditions he was held under ahdeach of Article 8 ECHR.
The High Court rejected the application stating tha conditions he was held
under were not poor enough to constitute a breééinticle 3 ECHR. It was
concluded that the NHS Trust had acted lawfullyt, b@appealed to the Court
of Appeal, which considered his case alongside#se of Colonel Munjaz
who was challenging the policy at Ashworth Hospitat to follow the Mental
Health Code of Practice when patients were seclémfethore than three days.

Seclusion is defined in paragraph 19.16 ofi@®9 Code of Practice as the
supervised confinement of a patient in a room, winnight be locked to
protect others from significant harm. The Codeestdlhat seclusion should be
used as a last resort and for the shortest pefibohe; that a decision to
seclude should be taken by a doctor or nurse irgehand that the continued
need for seclusion should be reviewed every twasby a nurse and every
four hours by a doctor. The question before therCaluAppeal was whether
seclusion was capable of infringing Articles 3,rel&8 of the ECHR as
incorporated by the Human Rights Act 1998. It wadonger argued that in
these particular cases a breach of Article 3 hadroed.

The Court of Appeal accepted that there wamahed power for the
authorities to seclude a person who was compuwsdetained under the
Mental Health Act within a hospital setting as &¢assary ingredient flowing
from the power of detention for treatment”. In dotdi, seclusion could amount
to medical treatment. The Court was of the view thare was no doubt that
seclusion could potentially amount to inhuman aegrdding treatment or
punishment prohibited under Article 3 ECHR, butregation from other
detained patients did not itself constitute suelatinent. Seclusion also
infringed Article 8 (2) ECHR unless it could bejisd under Article 8(2)
ECHR. However, the further seclusion of a detaipatient did not amount to a
deprivation of liberty for the purposes of ArtideECHR which was concerned

6 See also the Mental Health Act 1983, Revised Codeatftiee (1999) which applies in England and provides

more detailed guidance on restraint, seclusion, locked warhalso contains a detailed section on children and
young people.

7The Court of Appeal gave judgment in both cases iNMBn{az) v Mersey Care NHS Trust and R(S)v Airedale
National Health Service Trust and oth¢2803] EWCA Civ 1036 (16 July 2003)

38



4.48

with the lawfulness not the conditions of detentialthough there would be a
breach of Article 5 (1) ECHR if a person was detdiim a type of institution
which was inappropriate to meet the purpose otlatention.

Where issues relating to a patient’s humantsigvere engaged, the Code of
Practice should be followed by all hospitals unkksse was good reason to
depart from it in individual cases. In the Munjase, the Court held that the
wholesale departure from the Code of Practice itacegroups of cases based
on the length of time spent in seclusion was unlhwh the case of S, on the
facts the Court found his seclusion (which wasrgabh of the Code of
Practice and used on the basis that there washeo wiore suitable placement
available for him) to be unjustified.

Other areas of interest

4.49

Although not directly related to the HPSS sedhe following examples of
interpretation of the law in other sectors arentéiiest and knowledge of them
may assist staff working in settings which integaath either the education or
youth justice sectors.

Education sector

4.50

451

4.52

Article 4 of the Education (NI) Order 1998 @amto force on 21 August 1998
and authorises teachers to use such force assisaale in the circumstances
to prevent a pupil from:

committing an offence;

causing personal injury to, or damage to the ptypEr any person
(including the pupil himself); or

engaging in any behaviour prejudicial to the maiatee of good order and
discipline at the school or among any of its pupitether during a
teaching session or otherwise.

Non teaching staff are also authorised tareasonable force in these
circumstances provided they have been authoris¢dedprincipal to have
lawful control or charge of pupils.

Detailed guidance for schools is containetfGinidance on the Use of
Reasonable Force to Restrain or Control Pupils” @eular 1999/9 and is
included in “Pastoral Care in Schools; Child Pra@t. A copy of this
guidance is attached Ahnex J for reference.

Youth justice

4.53

The use of restraint and seclusion of childinesn custodial youth justice setting
is regulated by the Juvenile Justice Centre RIN&s1(999. Regulation 29
allows for the use of “forms of control” approvey thhe Secretary of State in
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dealing with “unruly children® Regulation 30 allows for the use of temporary
confinement of a child for up to 24 hours. TheséeRunust be interpreted in
light of the ECHR as incorporated by the Human Righkct 1998.

In a recent case taken by the Howard Leagueenal Reform in Englanian
18 year old applicant (who was 17 at the time camgld of) argued that his
segregation on two periods for five and four daspectively in a segregation
unit in a young offenders centre and the conditiomser which he was
detained there amounted to a breach of the Youfen@ér Institution Rules
2000 (“the Rules”) and a breach of his rights uniieicle 3 and Article 8 of
the European Convention On Human Rights. The jundde that there had
been a breach of the Rules, but on the facts reches of Articles 3 and 8 of
the Convention. It is of note, however, that thige stated that, although he
was not making a finding under Article 3 in thigtpaular case, he was
prepared to accept that solitary confinement diil ¢in other words,
someone under 18) could amount to a breach ofl&r@ien circumstances
where it would not in relation to an adult. Inpest of Article 8 he stated:

“1 hope | may be permitted merely to utter this viagnthere are clear
dangers in placing young people in segregationsuimitrelation to their
rights enshrined in Article 8”.

Conclusion

455 The legal issues relating to the use of rnedtaamd seclusion are complex. The

discussion above has, therefore, sought to highisges which staff and their
employers need to take into account in using tpeseedures with any service
user. The use of restraint and seclusion are messfilast resort. Staff in
making use of either procedure should have a clederstanding of the rights
of service users and when it is appropriate fomte employ either restraint or
seclusion and the safeguards that should be i® ptaensure they are not
subject to legal challenge. Employers have a tufyrovide key staff with
training on human rights considerations under EGHR other relevant
international instruments, and that their poli@esl procedures ensure that
work in these difficult areas is of a high professil standard. There is,
therefore, a clear link between this section ofghilance and those relating to
policy, training, complaints and management anditodng arrangements.

o This is the wording of Regulation 29
10The Queen on the Application of BP v The Secretary of Stateeféttome Departmefi2003] EWHC 1963

Admin
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5.

PRINCIPLES INVOLVED

General

5.1

5.2

5.3

5.4

5.5

5.6

This section discusses some of the key priesiplating to the use of restraint
and/or seclusion and ends with a statement of iptescwhich should underpin
the use of these interventions.

Important principles regarding the protectidmadividuals from abuse by
State organisations or the staff working withinnthare set out in the Human
Rights Act 1998. In addition, it is a criminal effce to use physical force, or
to threaten to use force, unless the circumstagivesrise to a ‘lawful excuse’
or justification for the use of force. Similarlyjs an offence to lock a service
user in a room without a court order (even if thegy not aware that they
locked in) or the consent of the service user, gixitean emergency when for
example the use of a locked room as a temporarguneavhile seeking
assistance would provide legal justification. Ebildren, rules are specified in
the regulation 6 of the Children (Secure AccommiotiatRegulations (NI)
1996 (“the 72 hours rule”). Use of physical intmtion may also give rise to
an action in civil law for damages if it resultsimury, including psychological
trauma, to the person concerned.

The use of restraint and seclusion should avib@ydesigned to achieve
outcomes that reflect the best interests of theviddal service user whose
behaviour is of immediate concern and others imateti affected by the
behaviour.

The decision to use restraint or seclusion nakst account of the
circumstances and be based upon an assessmeatrigkih associated with the
intervention compared with the risks of not emphayeither restraint or
seclusion as a method of intervention.

Efforts to minimise the use restraint or saclishould be in place. This may
require the adoption of primary and secondary pr&ata/e strategies.

Primary prevention is achieved by:

ensuring that the number of staff deployed ana teeel of competence
corresponds to the needs of service users anikéiibod that physical
interventions will be needed. Staff should not lBeed in vulnerable
positions;

helping service users to avoid situations whighkarown to provoke
violent or aggressive behaviour, for example, sgtiwhere there are
few options for individualised activities;

developing care plans, which are responsive twihgal needs and
include current information on risk assessment;
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5.7

5.8

5.9

5.10

42

creating opportunities for service users to engageeaningful
activities which include opportunities for choicedaa sense of
achievement;

developing staff expertise in working with serviggers who present
challenging behaviours;

talking to service users, their families and adtes about the way in
which they prefer to be managed when they posgrafisiant risk to
themselves or others. Some service users prefedmaival to a quiet
area to an intervention which involves bodily catta

Secondary prevention involves recognising Hréyestages of a behavioural
sequence that is likely to develop into violencaggression and employing
‘defusion’ techniques to avert any further escatatiWhere there is clear
documented evidence that particular sequenceshaivibmur rapidly escalate
into serious violence, the use of interventionaratarly stage in the sequence
may, potentially, be justified if it is clear that:

primary prevention has not been effective, and

the risks associated wittot acting are greater than the risks of using
restraint or seclusion; and

other appropriate methods, which do not invohatreent or seclusion,
have been tried without success.

All prevention strategies should be carefulliested and reviewed to ensure
that they do not, except through necessity, eitbaestrain opportunities or
have an adverse effect on the welfare or the gquaiditife of service users
(including those in close proximity to the incidentn some situations it may
be necessary to make a judgement about the rel&kaeand potential benefits
arising from activities, which might provoke chai¢ggng behaviours compared
with the impact on the person’s overall qualitylife if such activities are
proscribed. This is likely to require a detail&zkrassessment.

Particular regard should be had to servicesuaéiitudes towards physical
contact, physical stature, age, gender and preViieusxperiences when
restraint is being used. Restraint and secludionld be used as measures of a
last resort and in a way that is sensitive to, @sgpects the cultural
expectations of service users. Any physical irgation used in restraint

should avoid contact that might be misinterpretedexual.

Where restraint is employed staff must enthatthey only employ a
reasonable amount of force, that is, the minimurodmeeded to avert injury
or serious damage to property, applied for theteBbpossible period of time.



Planned physical interventions should only be wsedart of a holistic strategy
where the risks of employing an intervention adgjd to be lower than the
risks of not doing so.

Proactive use of restrictive physical interventions

5.11

5.12

In most circumstances, restraint or seclugidirbe used reactively.
Occasionally, it may be considered in the bestéstis of the service user to
accept the possible use of an intervention asgbatherapeutic or educational
strategy that could not be introduced without atiogpthat reasonable force
might be required. For example, the best way gbihgla child to tolerate
other children without becoming aggressive mightdsean adult to ‘shadow’
the child and to adjust the level of any physioativention needed according
to the child’s behaviour. Similarly, staff might banctioned to use restraint, if
necessary, as part of an agreed strategy to h#psan who is gradually
learning to control his/her aggressive behavioyuhlic places. In both
examples, the physical intervention is part of@lder educational or
therapeutic strategy.

Where this approach is employed it is impdrtarestablish in writing a clear

rationale for the anticipated use of interventiod & have this endorsed by a
multidisciplinary meeting which includes, whereypassible, family members
(or those with parental responsibility) and an peledent advocate.

Emergency use of restrictive physical interventions

5.13

5.14

5.15

Emergency use of restrictive physical intet#s may be required when
service users behave in ways that have not beesden by a risk assessment.
Research evidence shows that injuries to staftarservice users are more
likely to occur when restraint is used to manag®enm@seen events and for this
reason great care should be taken to avoid sinsattere unplanned physical
interventions is used.

An effective risk assessment procedure togettik well planned preventative
strategies will help to keep emergency use of a@dtto an absolute minimum.
However, staff should be aware that, in an emerngethe use of force can be
justified if it is reasonable to use it to prevemtry or serious damage to

property.

Even in an emergency situation, any force nsest be reasonable. It should
be commensurate with the desired outcome and #gw@fgpcircumstances in
terms of intensity and duration. Before usingrast in an emergency, the
person concerned should be confident that the lplesadverse outcomes
associated with the intervention (for example, ipjar distress) will be less
severe than the adverse consequences, which nagatdccurred without the
use of a physical intervention.
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5.17

5.18

44

There must be a written protocol, which inelstd

a description of behaviour sequences and sethgsh may require the
use of restraint or seclusion;

the results of any assessment which has deterramgdontra-
indications for the use of physical interventions;

a risk assessment which balances the risk of ygggical intervention
against the risk of not using a physical intervemti

a record of the views of the service user orehegh parental
responsibility in the case of children, and fanmigmbers in the case of
adults not deemed competent to make informed chpice

a system of recording behaviours and the usestricgve physical
interventions using an incident book with numbeaiad dated pages;

a record of previous methods which have been mibut success;

a description of the specific physical interventtechniques which are
sanctioned, and the dates on which they will béevesd,;

details of staff who are judged competent to hes¢ methods with this
person;

the ways in which this approach will be reviewtd frequency of
review meetings and members of the review team.

An up-to-date copy of this protocol must beduded in the service user’'s
individual care plan.

The use of a restraint or seclusion shouldgdvbe recorded as quickly as
practicable (and in any event within 24 hours ef iticident) by the person(s)
involved in the incident in a book with numberedjps. See paragraphs on
Post-Incident Management and Monitoring (paragraptés3.18).



STATEMENT OF PRINCIPLES

5.19 The following principles should underpin the use ofestraint and seclusion
with service users across the range of client grosp

The philosophy of care is the least restrictive ahcontrolling
possible for the individual service user.

Prevention strategies are in place to minimise theeed to use either
of these interventions.

Institutions or settings employing either restrairt and/or seclusion
have clearly defined policies for the management afiolent service
users.

Restraint and seclusion are interventions of lagesort, used for the
minimum time necessary to protect life, to safeguak from harm or
to prevent serious damage to property.

The management of disturbed and violent behaviourequires a
multidisciplinary approach to planning for the care and treatment
of the service user.

The principles for the management of disturbed andiiolent
behaviour which poses a risk to the individual or ther service users
are the same whatever the institution or setting.

Planned use of these interventions is based oniak assessment and
is part of the care plan for the individual serviceuser, of which they
are informed.

The risk assessment specifies if there are reasonby a specific
intervention should not be employed with an individial service user.

The age, gender, personal characteristics of therwice user and
setting specific factors are all drawn together tanform the use of
any approach designed to manage or control behavios!

The use of these interventions is recorded in asstdardised manner
as soon as possible after the incident.

Post incident monitoring is carried out at a seniplevel within the
service to:

- ensure compliance with human rights requirements;

- ensure compliance with thdast resortprinciple;
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- ensure that the minimum amount of force was usefbr the
shortest possible period of time;

- compliance with the policies and procedures;
- that staff involved were appropriately trained; and

- determine what lessons can be extracted to inforfiuture
practice, training or staff support.

Staff employing these interventions are appropriatly trained to
ensure they use the procedures to promote the wélking and best
interests of service users and in a manner consistewith the

Human Rights Act and the European Convention on Huran Rights.

Staff working with children ensure that their practice is consistent
with the United Nations Convention on the Rights othe Child and
that complaint procedures are available in a childriendly format.

Staff and service users have opportunities for dbriefing after the
use of these interventions.

Management strategies for disturbed and violent deaviour should
be regularly monitored and audited.

Service users and their families are aware of hote complain if they
are dissatisfied about the way they were managed ior to, during
and after the incident.
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ANNEX A

HUMAN RIGHTS WORKING GROUP ON RESTRAINT AND SECLUSI ON

OUTLINE TERMS OF REFERENCE

Restraint and seclusion can be used in a variehealfth and social care settings eg.
residential/nursing homes, children’s homes, hafgpiand facilities accommodating
people with a learning disability and mental heghtioblems. There are possible
implications for Articles 3, 5 and 8 of the ECHRheTpurpose of this piece of work is
to develop guidelines for staff to ensure that eestraint or seclusion is reasonable,
proportionate and justifiable in the circumstanaed that appropriate documentation

is completed.

Methodology

Examine current policies and procedures.

Examine current practices, including local auditgyrk in progress, research
reports - is there evidence of best practice anyahe

Examine current documentation and recording meshasi

Examine complaints in this area to identify weages and areas for action.

Examine existing case law to identify issues andigg principles.

Product

User-friendly, practical guidelines which:

(@) are human rights compliant and which have beerdatdd by the appropriate
professions, legal advisors, the NIHRC, the Equ&lidmmission;

(b) have been quality assured; and

(c) are capable of incorporation into training for newd existing staff, where

relevant.



Accountability

Boards, Trusts etc. will be asked to report on prsg on implementation of the
guidelines within the framework of Priorities forchon and the Health and Well-

being Investment Plans. It is not envisage thiat piece of work will be issued as a
Departmental circular as the objective is to suppad encourage staff to develop a
human rights culture within their organisations déneir own policies and procedures
to implement the guidance. This approach recogrisasdifferent organisations will

be at different stages of applying practice andehaarying needs depending on their

client group and whether they are residential onmmainity based services.
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1.0 POLICY STATEMENT AND TRUST'S PRINCIPLES

It is the policy of this Trust to promote an orgaational culture and develop
associated structures that prevent aggressioreiwdkplace. The Trust seeks to
equip all staff with the appropriate attitudes, wiexdge and skills to work with
service users in those situations which criticaltallenge how they are supported.
This will enable management of aggression to bésel in a caring manner by the
implementation of training and policy initiativdsat promote best practice.

This approach must fit with the wider quality issw# clinical and social care
governance and controls assurance. Each senocédstievelop, where appropriate,
local procedures reflecting the ethos of this polic

The existing law requires that individuals do maerfere with the rights of others, eg
the use of physical intervention techniques. Sastfon can, however, be defended if
it is intended to prevent harm to the service vs@thers. Members of Trust staff
must be able to demonstrate clearly that theytaail imes in the best interests of the
individual.

The following are the Trust's principles underpimgnthe policy.

Service users and carers should be treated vagrect at all times and their
dignity maintained.

Person centred approaches, sensitive to the édas individual and
promoting effective communication between servisers and staff, should be
practised to help reduce the likelihood of aggressicidents.

Prevention of aggression is preferable to intetioerat a later stage.

The use of physical intervention techniques, maypacasions be necessary to
fulfil a duty of care. However, these should bptke an absolute minimum
and carried out within local service guidelinesys$lcal intervention
techniques when used will take full account ofskevice user's need for
respect, privacy and dignity as well as social emtlral considerations.

The personal safety of staff, service users, sastudents on placement and
other persons carrying out authorised tasks onlbehte Trust is of
paramount importance to this Trust. Personal gaéées priority over damage
to property.

The Trust recognises its legal and moral respditgito reduce risk to staff,
service users, carers, students on placement Aedsdb the lowest level
practicable.



Trust staff have individual and collective resgbilisy for ensuring that
aggressive incidents are kept to a minimum anc®¥e risk management
procedures are in place to secure this aim. Thetysaf service users is
everyone's responsibility.

The training and support provided to Trust staff cognise these principles
and will provide staff with a tool-kit of skills #t will enable them to manage
difficult situations in a person-centred manner.

2.0 DEFINITION OF AGGRESSION

The Trust defines aggression as behaviour resuting@maging or harmful effects
(physical or psychological) on another person os@es. This includes:

verbal abuse

non verbal abuse (eg stalking)
threats of physical abuse
physical abuse

threats of sexual abuse
sexual abuse

damage to property

The above definition includes behaviour directedtaff, service users, carers,
students on placement and other persons carryingutiiorised work on behalf of the
Trust.

3.0 RESPONSIBILITIES
[Describe the relevant responsibilities within Treist]

The Trust Board has the responsibility for ovensgé¢he health, safety and welfare of
all service users, staff and others affected byatiiwities of the Trust. The Chief
Executive in conjunction with his colleagues on dperational Management Team is
charged with meeting these responsibilities. Tper@ional Management Team,
which includes the Heads of Service in the Truseats all Trust initiatives to reduce
the risks of aggression whilst providing personteshservices to service users. The
Operational Management Team is accountable thrthgiChief Executive to the
Trust Board.

3.1  Staff Responsibilities

All staff have a responsibility to ensure that thehaviour towards service
users and their carers reflect a person-centregapp. Staff should be aware
of the impact of their own behaviour and how ttosild precipitate or increase
the severity of an incident of aggression. Alffstého work directly with
service users should endeavour to be aware ofskéactors for aggressive



3.2

behaviour. Trust training will reinforce the valakappropriate
communication skills. Staff are obliged to adhteré¢his policy and associated
training at all times.

While it is the legal responsibility of the Trustprovide safe systems of work,
individuals have a personal responsibility to felleafe working practices.

Management Responsibilities

Chief Executive

The Chief Executive carries overall responsibitdy the health, safety and
welfare of all service users, staff and otherscaéfé by the activities of the
Trust. He is responsible to:

ensure that appropriate arrangements are in plaban the Trust to
manage aggression;

ensure that those systems that are in place dreeiwith clinical and
social care governance;

ensure that effective monitoring systems are @alto quality assure
these arrangements

Heads of Service

Ensure that their staff are aware of the polioy @nat its relevance to
their work is recognised

Ensure any additional local procedures in a paercservice area fits
with the Trust-wide approach.

Allocate resources (time, people and financialaygitaccording to areas
of highest risk.

Ensure staff are adequately trained.

Provide High level monitoring of the level andesffiveness of training.
High level monitoring of incident patterns.

Develop systems which will support staff and sszwisers following an
aggressive incident.

Communicate, where appropriate information, infation about
significant known risks to ensure remedial act®taken to address
these.

Service Managers

Ensure that their staff are aware of the polioy how it is to be
implemented within their area of work.

Implement Trust recruitment and selection procesltio ensure that
applicants are fully aware of the roles and inheresks associated with



the job. This should facilitate the selection nfappropriate person for
the post.

Ensure staff are adequately trained.

If necessary draw up service specific local procesl to support and
underpin the Trust-wide policy and approach.

Ensure that appropriate risk assessments of eggedsehaviour
associated with use of Trust's services have baeied out in
conjunction with staff, service users and caredsusing a multi-
disciplinary approach. This should occur withie #mnual service-
planning cycle.

Fully implement the Trust's incident reportingippl

Ensure that any risks identified are managed agjately through an
action-plan approach. These risks should be reademithin an agreed
timescale

Ensure arrangements to support and superviseas@aiimplemented and
monitor their effectiveness.

Ensure that managers have a system for investgyatiy aggressive
incidents in their area.

Monitor and implement lessons learned from incisemd provide
feedback and information to staff and the Risk Mpmaent Unit.
Inform their Service Head of areas of significask to ensure
appropriate action is taken.

Communicate appropriate information about knovgmigicant risks to
their staff and any others who may be affectechsuee appropriate
actions are taken.

First Line Managers

Ensure that their staff are aware of the polioy how it is to be
implemented within their area of work.

Provide Induction Training for new staff.

Implement Trust recruitment and selection procesltio ensure that
persons applying are fully aware of the roles ant@fent risks
associated with the job. This should facilitate sielection of an
appropriate person for the post

Ensure appropriate management of aggression anataélvision of
learning and skills development. This should ideluas appropriate,
training in a multi-disciplinary and at times medifjency fashion.
Ensure all training given to their staff is foriyalecorded and staff's
training is kept up to date.

Ensure that appropriate risk assessments ared¢aui and remain up
to date.

Involve other disciplines, as appropriate, intieenagement and
assessment of risk of aggressive incidents.



Ensure all incidents are reported promptly toThest's Incident
Reporting Centre.

Carry out investigation of any incidents occurrisgpported by their
Service Manager and the Risk Management Unit fpricant
incidents.

Arrange for appropriate and comprehensive sugpogmployees
following an incident.

Promote team-working.

Monitor practice (formally and informally) and eme the best standard
by ongoing supervision.

Use manpower planning skills to release staftf@ning.

Keep Service Manager informed of any significasks or
implementation problems and ensure appropriateracitaken.
Communicate appropriate information about knovgmigicant risks to
their staff and any others who may be affectechsuee appropriate
actions are taken.

Supervisory Management

Promote best practice by example and on the @hbing for staff.
Assist in implementing risk assessment procedures.

Ensure that all incidents are reported promptly.

Inform first-line manager of significant risks problems and the
arrangements required to reduce risk.

Communicate appropriate information about knovgmigicant risks to
their staff and any others who may be affectechsuee appropriate
actions are taken.

3.3  Special Responsibilities
Consultants and Lead Clinicians/Social Care Professnals

Responsible to ensure adequate and appropriassasent of the
service user presenting a risk because of aggeebsivaviour.
Although this process may initially start with ogiscipline it will in
many cases involve a multi-disciplinary approact aray also require
involvement from other Trusts and agencies as gp@te.

Following assessment, development of managemeatiicatment
plans.

Monitor, review and adjust these plans followiegassessment of the
service user.

Ensure that known risks are communicated whereogpiate to staff
and others to ensure other decisions are propgdymed.

Ensure that their staff are aware of the poliogy how it is to be
implemented within their area of work.



Ensure that their staff receive appropriate indmcand updated
training, and support and supervision.

Implement the Trust's Incident Reporting Policy.

Ensure that their staff are aware of arrangenfentsost-incident staff
support and that these are readily available whquired.

Lessons learned from incidents should be effedativdhanging practice
in the workplace. Any information from this proseshould be passed
on to the relevant staff and the Risk Managemerit Un

Promote team-working.

Head of Operational Support

Chairs the Health and Safety Committee

Provides quarterly reports to the Operational Mgnaent Team about
aggressive incidents including learning points.

Senior manager responsible for risk managementcadas member of
the strategic Operational Support Team.

Manages the Service Manager responsible for tek Ranagement
Unit.

Responsible for alerting other senior managessgaificant risk issues
to ensure timely, appropriate responses.

Risk Manager

Service manager responsible for managing the Rekagement Unit.
Provides professional advice on Trust-wide manageraf risk.
Devises, develops and reviews policies and praesdio reduce risk.
Devises and manages risk assessment processes.

Manages the process of reporting and monitoricglents ensuring that
managers are kept informed about incidents repamtétkir area and
any significant implications for work practices.

Responsible for analysing trends and providingagans with quarterly
information about lessons to be learnt.

Manages the training function for the reductiomisk.

Advises managers at every level on targeting higlhareas.

Provides assistance to managers to find riskisolsitleading to action
plans.

Ensures that the Trust minimises the risk of awd criminal liability
and that there is appropriate legal defence whesescare filed against
the Trust.

Head of Human Resources

Senior manager responsible for Occupational Hexditvices, learning
and development and all other human resource issues



Sets high-level recruitment and selection proceslur

Responsibility for redeployment and disciplinasgues.

Provides high-level specialist advice to the Tinghe above areas.
Establishes processes and protocols and makegyjamants for post-
incident staff support and monitors its effectivene

Occupational Health Sister

Manages the process of pre-employment health sresess.
Provides a service for pre-employment risk assestm
Provides specialist advice to managers on empleyealth.
Advises managers and employees on return to vatidfing an
incident.

Provides approved courses for Trust is First-Agder
Organises appropriate health surveillance.

Provides a work-place assessment service for neasag

Human Resources Managers

Provide advice on managing the processes of tewent and selection.
Advise managers on performance management issues.

Assist and advice managers in implementing dis@py procedures
etc..

Trade Union Health and Safety Representatives

May investigate hazards and dangerous occurrendks workplace.
May investigate complaints relating to healthesatind welfare at
work by the staff they represent.

May make appropriate representations to Trust lgament in respect
of the above issues.

May carry out inspections in respect of the ahiesaes.

May represent appropriate staff in consultatiortt Wrust
Management, or inspectors of any enforcing agency.

May attend meetings of safety committees, as ggp@te, in connection
with the above functions.



4.0 ARRANGEMENTS FOR MANAGING AGGRESSION
4.1 Organisational Risk Assessment

Information from the individual assessments of erusers and risk factors
regarding the working environment must feed infw@cess. This will help
inform the broader assessment of risk of a wardsffacility/department or
caseload. Itis important that a collective vigwisk is formed, as this is the
way risk can best be managed and high-risk areabeappropriately
targeted.

The process is as follows:

: first-line managers of the ward/department/Trastlity have
responsibility to initiate the process;
risk issues from individual risk assessments aagvd together and
patterns of risk are identified,;
consideration of any factors which may increasdemrease risk in any
place where staff are at work;
assessments should result in the production afraptans to prioritise
and manage high risk and significant risk issues;
information from this assessment should be uséafdom their line
manager so that a picture of risk emerges. THisewable the Service
Manager to make plans to manage risk through thealrservice-
planning cycle and also on a day-to-day basis;
finally, this process should inform the Heads ef&ce and the
Operational Management Team about significant Tnade risks.

The organisational assessment of the risk of aggnesvill include:

the actual number of incidents;

the service user groups involved;

the perceived risks associated with the work stnaand procedures;
staff perceptions of risk;

the use of preventative strategies;

the appropriateness of support and supervisi@angements provided
by the Trust;

4.2 Individual Risk Assessment

Appropriate professionals should routinely camy suitable and sufficient risk
assessments in conjunction with staff, servicesuaed carers. These
assessments must be completed and reviewed afpaigpeaegular intervals
and should include consideration of the risk ofraggive behaviour associated
with the use and provision of Trust services.
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4.4

The individual service user's risk assessment amtess the following areas:

harm to self or others;

past history of aggression, its pattern, frequearoy seriousness;
likelihood of any possible incident;

individuals who may potentially be at risk;

precautions that already exist;

any further actions that need to be taken to redis&.

Following risk assessment a reasoned judgemeritimeugached and recorded
regarding the assessed degree of risk. Approp@ten and communication
must then be taken on the basis of that judgemEme. initial risk assessment
will be reviewed and may change to reflect the amgonanagement of the
service user's care. Where there is disagreenetwebn professionals
regarding the proposed strategy of managing risgisibns should be taken to
a more senior level.

Communication of Risk Information

Managers and staff must consider their responitidi provide information
about significant risks which may affect other d#pents/services within the
Trust. This should include sharing information afomeasures in place to
address the risks. Information should be exchamg#dall people who may
be at risk in a timely and easily understood mani@are must be taken to
preserve the confidentiality of service user'srnmfation. Serious and
imminent danger to others will however on rare semas form a reasoned
basis for the sharing of confidential information.

In addition, all managers have a legal responsilfinder Health and Safety
legislation) to inform other persons not employgdhe Trust who may be at
risk due to the actions, or failure to act, of Trast.

Recruitment and Selection

Recruitment and selection documentation shouleXpdicit about the nature of
the work, and any foreseeable risks in handlindlehging behaviours.
Profiles of facilities should be used and reviewegularly. Recruitment
panels, where appropriate, may assess staff'syaljdr potential ability) to
deal with situations where aggressive behavioung meaur. At recruitment
the pre-employment risk assessment process develyp®ccupational Health
should be followed.
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Staff Learning and Development
4.5.1 Induction

Managers must ensure that all new staff atten@thanisational induction
programme. They must agree a personal developoemfor the next twelve
months for all new staff. New staff will be reqedrto read and understand
their responsibilities within the Management of Aggsion policy. Line
managers should discuss any questions and clasifyes so that new staff have
a clear idea of what to expect and how best to gmttze different situations.

Training courses should be available, if possil@®ie service commences, or
as soon as possible thereafter.

4.5.2 Monitoring and Supervision

People responsible for staff must assist staff Wigir professional
development. They are also responsible for asgistith the development of a
competent staff team by identifying training needs.

Ongoing monitoring of compliance with the requirerseof the Management
of Aggression policy and staff performance willibeluded in the supervision
process.

4.5.3 Training and Development

All staff will have the opportunity to develop tihéinowledge and skills in a
person-centred approach to managing aggressioprofpate learning and
development initiatives currently within the Trugtl facilitate this process.
The need for staff development will be identifiedpart of the process of risk
assessment. Learning and development will be tizdige address assessment
of actual risks and will include the use of infotina from previous incidents
or potential incidents.

The experience and knowledge of service users aretcwill be incorporated
when staff development resources are being prodaicddmplemented.

Overseeing learning and skills development wilthe responsibility of the
first line manager and should, where appropriagyde training in a multi-
disciplinary and at times multi-agency fashion.

Management of Aggression learning and developmigjeicaves will be
evaluated in terms of how effectively the knowle@gel skills learned have
been applied to the workplace by staff. This iragrshould be service
specific.
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4.5.4 Performance Management and Redeployment

Managers have a responsibility to constantly merite performance of staff
in managing aggression. If managers or staff e of any performance
issues this should be addressed using some drtak dollowing options:

counselling;

further training;

job advice;
redeployment options;
disciplinary action.

Where staff have experienced a particularly traionatident/s the manager
has special responsibility to consider how besiggport staff in the working
environment.

Managing an Incident
4.6.1 Reporting, Investigating and Monitoring

Information is essential to assist in the reductiad prevention of incidents,
the need for staff development and evaluation efaticacy of training or
other interventions.

The Trust's Incident Reporting Procedure must gamented throughout
Divisions as follows:

all incidents of aggression must be reported as s@ possible to the
person in charge of the relevant area/departmettidoperson(s)
directly involved;

all staff must use the Trust's Incident Repornirtw report all
significant incidents of aggression (as definethis policy) and
forward immediately to the Incident Reporting Cerdt Trust
Headquarters;

major incidents must be reported to the Incidezpdting Centre within
24 hours or as soon as possible. This is a legglirement under the
Reporting of Injuries Diseases and Dangerous Oenuags, (Northern
Ireland), Regulations 1997. The responsibilityfegporting under these
regulations lies with the Risk Management Unit. ndgers and staff
discharge their responsibility once they have regabto the Incident
Reporting Centre.

Line managers must investigate every incidentaleatirs within their business
areas. However, serious or highly significantdiecits must involve the Risk
Management Unit.



These reporting and investigatory arrangementsotidetract from the legal
responsibilities placed upon the Trust to formallyestigate and report on
individual incidents where injury has occurred.

The significance of aggressive incidents will vanghin the differing service
areas in the Trust. It is the responsibility cf ®ervice Manager to define
which incidents are significant for their particuéaea.

The importance of reporting incidents should benpsted more positively by
demonstrating how effective information collectiand analysis can contribute
to the implementation of appropriate change measegdraining initiatives,
resource strategies etc..

Managers should monitor the frequency and sevefitgcidents in their
business areas. The Risk Management Unit will gycedeports at agreed
intervals for managers to assist them in this tasleas most at risk need to be
clearly identified and remedial measures put ic@la

4.6.2 Post Incident Support

The Trust wishes to promote a culture of supgat permeates the total
organisation. Each service should demonstrateragment to providing
support to staff, service users and carers invoireth incident.

Service managers are responsible for ensuringhiandividual receives the
appropriate form of support.

The form of support should be responsive to irtiliad need and the following
options should be offered:

support immediately after the incident within thepartment/unit
(Group or individual);

opportunity to go off duty;

contact relative, friend or Trade Union represevéa

taxi Home/Transport arrangements;

assistance and accompaniment to hospital;

ongoing managerial contact with individual in asiolerate/supportive
manner,;

long-term support eg staff care, occupationaltheal

Managers should be aware of the potential lonigrtefifects of an incident and
the incremental effects of a series of incidentshair staff's well-being and
performance.



If a member of staff feels it is necessary to peregal action against an
aggressor in the context of their work the Trudt,wihere appropriate, offer
emotional support to staff through the resultingpleprocess.

4.6.3 Post Incident Review

Each service should have an Incident Review PraeedBervice managers
must demonstrate that their service reviews indi@idncidents within a
prescribed time period from the incident occurrerfically 4-7 days post
incident).

It is the manager's responsibility to investigatencidents of significance
within their area of responsibility.

The process of incident review should involve cdtagion with those
involved; ie staff, service user, carer or any ofyerson involved in the
incident. Each incident should be examined in seom
antecedents — actions, stressors, behaviouratoidty have contributed
to the incident;
nature of incident;
how it was handled — identify positive and negastaff interactions
and strategies adopted that influenced the effeséigs with which the
incident was handled.

4.6.4 Learning from Incidents

Incident Review should be regarded as an oppoytunit
to learn from experience;
to obtain information to prevent/reduce the riskuother incidents;
to improve services/resources where necessary;,
to promote a learning culture.

It is important that lessons are learned and cemhs drawn from each and
every experience. Managers should promote leafnomg experience and
team working throughout their business areas. @ppibies to share learning
across the Trust should be maximised to preventetbecurrence of similar
incidents in other Trust facilities/departmentdiese may include:
management of aggression training sessions, teatingse, and manager's
meeting.

4.6.5 Arrangements to Assist Staff Returning to Wdk Following an
Incident

Every effort will be made to provide support tafstn returning to work
following an incident. This will include:

advice from Occupational Health;



advice from Personnel Services;

supportive return to work interview with the lineanager;
implementation as soon as possible, of any orgaarsl
learning from the incident;

provision of any required training in managemefraggression.

It is primarily the line-manager's responsibilibyprovide all possible
positive support in re-integrating the member affdvack into the
workplace.

4.6.6 Contact with External Organisations
Health and Safety Executive (Northernireland)

The Reporting of Injuries, Diseases and Dange@emurrences
Regulations 1997, require that certain incidentaggression must be
reported to the Health and Safety Executive. htage circumstances
these reports must be made within 24 hours ofrtbielént occurring.
This is a legal requirement and failure to meet thguirement
constitutes a criminal offence. The Risk Managenusmt is
responsible for making these reports and it iséisponsibility of
persons reporting incidents to report them promiatithe Incident
Reporting Centre, Trust Headquarters. In caseeath or serious
injury these reports should be made by telephotte the form sent on
by post, as soon as possible.

Mental Health Commission

It is the responsibility of the Trust to immedigtaotify the
Commission of the following:

the death of any service user not resulting fratural causes in
both the hospital and community settings;

suspected suicides in both settings;

sexual assaults in both settings;

actual or alleged physical assaults by membessadifin both
settings.

Where any of the above incidents have occurredinvihe community,
the Commission would not normally require a reoriservice users
who have not received care or treatment for a nhelidarder for more
than two years.

Written reports of incidents must be submittethis Mental Health
Commission within six weeks of the incident ocaogrand must
include the following information:



a brief account of the circumstances of the inuide
information on the mental state of the service ysarticularly at
the time of the incident;

information regarding any other person involvedha incident
indicating whether staff, other service user or rbenof the
public;

a copy of the minutes of the multi-disciplinaryieav meeting.

Where there was no multi-disciplinary involvemaeiith the service user
the Commission expects to receive information @nTust's own
investigation of the incident including any proposetion taken as a
result of the investigation.

The Commission expects that the Trust will recondnitor and review
all incidents and will inspect records and reviean@agement's policies
and procedures regarding all untoward events.

Registration and Inspection Unit (R&I Unit)

The same reporting requirements for the MentalltH&2ommission
apply for this external agency. The R&I Unit omgquires reports with
regard to Trust's residential facilities.

Office of Care and Protection

Where any person suffering from a mental disohder been referred to
the Office of Care and Protection, and has beenritten of mishaps or
accidents and suffered injury/loss/damage to ptgpenich might
entitle him/her to compensation, then the Offic€€afe and Protection
needs to be notified. This is to ensure the rightsuch persons are
protected.

Police Involvement

The Trust recognises the legal right of employeesathers to be
protected by the police. The Trust may in excef@i@ases instigate
legal proceedings for those situations in the et of Trust staff and
the community. This may be against the wishesdividuals who have
suffered the consequences of aggression but ith@ayecessary for the
protection of others.

The Trust's training programme and service spepifocedures should
include guidance for staff on the recognition ajgé situations when it
would be appropriate to call for the assistanctnefpolice.
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EXAMPLE OF HSS TRUST

Protocol on the Use of Physical
Restraint

Mental Health Hospital Services and
Adolescent Psychiatric Inpatient Services
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1.0

2.0

Introduction

This policy underpins the TrustBlanagement of Aggression Policydnd
should be read in conjunction with it. It is sgeally written for Mental

health Hospital Services and Adolescent Psychiftpatient Services, it is not
applicable to any other business area of the Trust.

The law requires that individuals do not unnecelygarbitrarily interfere with
the rights of others, e.g. the use of physicalrgetion techniques. However,
such action may be defendiédt is intended to prevent harm to the service
user or others.Trust staff must be able to demonstrate that Hasie acted at
all times with regards to the best interest ofititgvidual. All physical
restraint must be carried out in accordance wighptinciples and ethos taught
in the Management of Aggression training providgdhe Trust.

Since staff have a responsibility for the heatid aafety of themselves and
others, they must give assistance in managing agigrewhere and when
necessary. This does not mean that all staffoeitiome involved directly with
the physical restraint of a service user, but they may be able to provide
other supporting assistance in meeting the neettedituation.

In compliance with Section 75 of the Northern Iretal Act 1998, this
policy/protocol has been drawn up, with the undenlg principle, that this
course of action should not adversely impact anytlod 9 equality groups set
out in Section 75 of the above Act.

When should physical restraint be used?

Physical restraint is designed to take control ddagerous situation, limiting
the person’s freedom for no longer than necessagynd or reduce the
potential harm to self or others.

Staff should attempt to remain calm and use dataton techniques before,
and during, the use of physical restraint. Physestraint should only be used
when all other approaches at de-escalation halelfand/or physical
aggression is actual or imminent.

The degree of restraint must be reasonable icithemstances and the force
used deemed the minimum required to deal with ttergial harm. All
physical restraint should be applied in a mannat afttempts to defuse, rather
than provoke, further aggression.

Physical restraint should only be employed asoagqtionate response to
aggression likely to harm the service user or ath&amage to property does
not usually warrant the use of restraint, unlessattt in itself is going to cause
danger to others or the service users themselves.
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4.0

5.0

The number of staff required to safely employ ptalsrestraint will depend on
the situation. If alone and faced with real orgmtial violence staff should
attempt to escape from the situation, then sumrssisi@nce by the most
appropriate means e.g. use of alarm systems, &brolelp etc..

Training
[Provide information on any training available to staff.]
Best Practice in the use of Physical Restraint

There are basic principles that should be bormeimd when using physical
restraint. These principles and practical guiddocé¢heir implementation are
contained within the Trust's Management of Aggass$iaining courses. Staff
attending these courses will be provided with kmewledge and skill.

Service users should be treated with respect atreds and their dignity
maintained.

De-escalation must be attempted at all times,icootis explanation
and reassurance is required in restraint situgtibiesaim being to
encourage the service users' co-operation andianret voluntary
control as soon as is safely possible.

Well-briefed, trained and a co-ordinated stafpmasse will be the most
effective means of dealing with restraint situasion

The aim is to restrain the service user safely low stimulus
environment. This may mean moving the service asasking others
to leave.

Preferably staff taking the lead in restraint&itons should be those
who have received training within the Trust as thé/be able to
provide advice and guidance to others.

Weapons
For the purpose of this document a weapon is défas:

“Any object that is made, adapted or intended tabed to cause physical
injury to a person”

A concise dictionary of Law (1192) pp 282
Oxford University Press, Oxford

Staff are not expected to disarm a person of paeshat may be used to
inflict harm on others, the Trust does not proui@ening on weapons
disarmament. Judgements must be made using pmwfakknowledge and
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7.0

experience, risk assessment and management ofsaggreraining.
Reasonable efforts should be made to isolate treopevith the weapon and to
summon appropriate assistance to the situatiomntlly mean contacting the
police.

Involvement of Police Service of Northern Irelad

There may be times when the level of threat pasdte nature of the attack
means that staff are not appropriately, or satyipped to manage the
situation and police involvement will be requireft these times it will be the
responsibility of the nurse in charge of the uaiaittion appropriate assistance.
The use of the police for assistance will trigdex tompletion of an untoward
incident review.

Management of physical restraint

1. One person should take the lead in the restaaicithominate others to
assist him/her.

2. In a team restraint situation the person takerg of the head should co-
ordinate the restraint. The rest of the team shtake their instruction
from the co-ordinator.

3. The service users' co-operation should be samghencouraged at all
times.
4. Communication with the service user is imperattiwoughout and

he/she should be kept informed of what is happeturencourage
his/her co-operation.

5. All persons not involved in the restraint shobé&lasked to leave
however, other staff should be available to prowddditional assistance
if required.

6. The doctor should be called to see the sensee as soon as possible

after commencement of restraint in the adult wandsung People’s
Centre staff should refer to the procedure forra@st of an individual in
their unit.

7. A full account of the incident must be documentkearly and concisely
in the service user's notes and on the incident tomd a physical
intervention monitoring form must be completed (8@pendix 1).

8. If physical restraint is employed for more theaif an hour a review
must be carried out by the nurse manager/duty naeseager at that
time, and every half-hour thereafter to ensure dindyt intermittent
restraint is used. This review must be fully doeated in the service
user's notes.



9. Following restraint the nursing team must revibeir interventions.
The multi-disciplinary team must review the intamtiens as soon as
possible.



Appendix 1

Physical Intervention Monitoring Form - Sample

Trust
PHYSICAL INTERVENTION MONITORING FORM

Service User's
Name

Service User's
Number

Unit/Ward

Date of Incident

location

am/pm

Exact time commenced and exact

Exact time disconti
location

am/pm

nued and exact

situation

1. None-insufficient time

2. Told the service user to stop
3. Attempts to de-escalate the

(specific in comments section)

4. Administration of RR

medication

5. Counselling
6. Other (specify in
section)

Staff action(s) immediately PRIOR to using physicaintervention (please tick

comments

1. Towards others
2. To self
3. Other (specify)

Why did you first intervene? (tick one box only)
Aggressive behaviour in progress

Details of all people involved

Name

Job title

Role/Responsibili

hWethod used*

*Key

ok wnhRE

Looking after the head
Immobilisation of the legs
Immobilisation of an outstretched arm
Immobilisation of a bent arm
Immobilisation of the hand
Taking over from a colleague




Breakaway (please indicate point of contact eg wristgrab,hodtused to breakawg

and subsequent actions.)

ty

Service User's position during the
restraint

Column 1 — Please indicate all position|
that the service user was held in during
the restraint process. Number from 1
accordingly.

1% position — 1,

2" position — 2 etc

Use of protective clothing or other
equipment by staff

SsNot used Plastic apron

Latex gloves Cut-resistant

Column 2 — Please indicate the SINGL
position that was maintained the most
throughout the restraint process

| gloves
Ligature Eye wear
cutters L]
Finjuries occurring during the interventio
process
Service | .
User Injury Staff

Sitting on a chair/sofa

No visible injury

Sitting on a bed

Reddening/bruising

Sitting on the floor

Swelling

Kneeling on the floor

Lacerations/Cuts

Lying on a bed — face up

Scratches

Lying on a bed — face down

Friction burns

Lying on the floor — face up

Thermal =iBcalds

ONoGRWNE

Lying on the floor —
facedown

Other — Please
specify

9. Walking to another area

10. Standing

In the ‘comments’
box

Subsequent Action
'As required’ medication given

No Further Action Required[ | Orally

[ ] Injection[ ]Time administered] ]




Comments: Further details of actual behaviour precedingrags, and attempts
made to prevent the situation escalating any iegusustained, use of protective
clothing or equipment and any other relevant points

Date of Completion

Name of person leading

Signature

For administration use only

Incident formno...............

Copies to: Incident Report Centre

TO BE COMPLETED BY THE PERSON IN CHARGE AT THE TIME OF
THE PHYSICAL INTERVENTION TAKING PLACE







ANNEX F

EXAMPLE OF HSS TRUST

POLICY ON SECLUSION



Definition for Seclusion

The forcible denial of the company of other pedpyeconstraint within an enclosed
environment.

(Code of practice Mental Health NI Order 1986)

The objective of seclusion is the short term safg@nment of patients who are
displaying severely disturbed behaviours whichli&edy to cause harm to themselves
or others. It is an emergency management procedsee only when all other
reasonable steps/measures have been exhausted.

Seclusion facilities

Seclusion should be in a safe, secure and cledehtified room which offers
maximum opportunity for observation. The room dbddave adequate heating,
lighting and ventilation. Patients should be asteggllarly if they require to use the
toilet and be escorted to and from the toilet.ffStaist make a careful judgement as
to what the patient is permitted to take into themn. The patient must always be
clothed when placed in seclusion but all belts éird shoe laces that could cause
harm must be removed. Safety must always be atgrio

The decision to authorise any visit to a patierganlusion rests with the patients
consultant or a medical officer acting on the cdtasus behalf.

Courtyards should not be sued for seclusion. Wpatients wish to access a
Courtyard the door must remain unlocked, permittivgpatient to re-enter the unit.

Procedure for the use of seclusion
The initial decision to place a patient in seclastan be taken by:

The Medical Officer
The Nurse-In-Charge of the unit
The Nurse Duty Officer

Where the decision is taken by someone other tltoctr the medical officer should
be contacted immediately. The patient should bestamtly observed by a designated
nurse until the authorisation is obtained fromriedical officer.

If not involved in the decision to seclude a patitie nurse duty officer should be
informed as soon as possible.

Where seclusion is required frequently or for edezhperiods, the patient must be
referred to the multi-disciplinary team for consatén of their legal status, if not
subject to detention.



A nurse should be present and observe the pat@mtdutside the seclusion room
door when:

A. the patient has been sedated prior to beingidedl

B. The patient is on constant supervision.

The purpose of seclusion should be explained tp#tient, where possible.
Observation

The objective of observation is to assess the tiondof the patient, ensure his/her
well-being and to determine whether seclusion eatebminated.

The patient should be directly observed at leastye¥5 minutes and more frequently
if individual circumstances demand. A documentgubrt must be made every 15
minutes. This should include information on thégres mood, behaviour,
appearance and any request made by the patiettte base of continued seclusion a
review should take place every two hours by thes@&un charge and every four hours
by a doctor.

If seclusion continues for more than eight hounssecutively or 12 hours in total
over a period of 48 hours, the responsible consustaould be informed by the nurse
in charge, to ascertain if a review is necessary.

Record keeping

Detailed records should be maintained in the ptttieare plan of any use of
seclusion, this will include:-

The reasons for its use

Time commenced

Medical staff involved and time of notification
Nurse Duty Officer and time of notification
Nurse in charge of unit

Staff to patient ratio

Staff allocated for observation

Reports on observation and reviews

Time terminated

In addition to recording in the patient care pldne information will also be
forwarded via the day/night report to Nursing Adisiration for central
recording/audit purposes.



Patient requested "Seclusion”

Seclusion is not regarded as a treatment technitjogvever there may be times when
a quiet period in a room may help to reduce agitatir alleviate distress. Individual
patients may request time separated from the presafothers. This is not regarded
as seclusion unless the door is locked.

Occasionally the patient may request/insist thatdbor be locked. Where the patient
can open the door from inside the room this isd&fined as seclusion, however
where a patient request time alone in a locked randhcannot open the door from
inside this should in all circumstances be regaatedeclusion. The patient should be
observed every 15 minutes as per policy and askbdy wish to leave the seclusion
room. Seclusion must be terminated immediatelyeguest by the patient.

Use of unlocked seclusion room

There may be occasions where the seclusion ro@ecesssed by a patient with the
door unlocked, this does not meet the definitiosaxflusion. In all cases it should be
authorised by the Nurse-In-Charge, discussed Ww&hulti-disciplinary team and
recorded in the patients care plan and day/nigidrte



ANNEX G

QUESTIONNAIRE AND SUMMARY OF FINDINGS

1.

To assist in establishing the current positeoguestionnaire was issued in
June 2003 to all HSS Trusts and to a range of ctetice providers.

The questionnaire issued to providers is at@esean Appendix to this annex.

A total of 81 responses were received, grehtar the number of organisations
approached as in some cases corporate responsesageived from units
within organisations while others gave a singlpoase. 54 responses were
received from HSS Trusts, including Hospital HS8sfs and Community

HSS Trusts, and 27 from voluntary or private orgations and both adult and
children's services were covered.

The questionnaires asked about restraint anldsse policies and practices
under four main headings:

Policies and Procedures
Monitoring Arrangements
Training

Complaints Procedure

Policies and Procedures

5.

6.

Most of the organisations responding indicated some policies and
procedures on restraint and seclusion were in pléarerestraint of adults — 46;
restraint of children — 13; seclusion of adults;-a®d seclusion of children — 5.
There were 17 organisations which said they dichaot or did not need these
policies or procedures — however, some of these wethe process of
developing a policy. Of those with policies andgiices, a number were high
level policies, and others were by reference todsieds and guidance of
professional organisations, eg Royal College ofsiigr. Some were detailed
documents for the particular organisation and ctheare relatively brief
guidelines. In some instances, although lackipgley on restraint or
seclusion, training was provided on managementadénce and aggression.

A few organisations (9 in total) said they hadilities for seclusion.

Monitoring Arrangements

7.

15 organisations indicated they had conductedal audit of practice in
relation to restraint and 5 in relation to seclasio



8. Proformas were available in 32 organisationgdoording restraint and in 9
organisations for seclusion.

9. Arrangements were in place to review each cligotip in the use of restraint
in 42 organisations and on the use of seclusiéhdrganisations.

Training

10.  For restraint, 53 organisations provided infation to their staff of policies
and procedures and 39 provided training to st&éfr seclusion, 9 organisations
indicated that they provided information and 5rtiagj.

11.  On the inclusion of human rights implicationgraining, 33 organisations
indicated that it was included for restraint anidf7seclusion.

Complaints

12. The response to the questionnaire indicateddtharganisations had
mechanisms in place to scrutinise complaints omaes and 7 had
mechanisms in place for seclusion.

Outcome

13. The responses to the questionnaires and tloenpaaying papers provides
very useful background to the working group in klshing the current
positions and considering the extent and contettiefuidance required.



Annex G, Appendix
HSS TRUST/OTHER SERVICE PROVIDER

QUESTIONNAIRE ON RESTRAINT & SECLUSION

(Please return completed Questionnaires by 27 June 2003)

Name of Trust/Other ServiCe ProVIer: .........o.ie e e e e e e
Name of Member of staff

responsible for completing

thiS QUESTIONNAIIE: ...ttt e e e et e e et e et et e et re e e enenas

POSItion IN OrganiSation: ..........cooieiie i e e e e e e

Policies & Procedures

1. Do you have policies and procedures, which inform, across all client groups,
the use of:

restraint of adults Yes |:| No |:|
restraint of children Yes I:I No I:I
seclusion of adults Yes I:I No I:I N/A I:I
seclusion of children  Yes I:I No I:I N/A I:I

If you have answered Yes to any of the above please forward copies of the
policies and procedures when returning the completed questionnaire.

If you have answered No please outline below what arrangements are in
place to regulate the use of both restraint and seclusion.




2. Do you have a definition of:

restraint Yes |:| No |:|
seclusion Yes I:I No I:I N/A |:|

If Yes please forward a copy of these with the completed questionnaire.

3. Do you have facilities for seclusion: Yes I:I No I:I

If Yes please provide details on the facility and any other information which
you feel would be helpful to us in understanding your provision.

Monitoring Arrangements

4. Has your organisation conducted a local audit of practice in relation to:
the use of restraint with any client group Yes I:I No I:I

the use of seclusion Yes I:I No I:I N/A I:I

If Yes please forward a copy of the audit report with the completed
guestionnaire.

5. Do you have pro forma for each client group to record use of:

restraint Yes |:| No |:|
seclusion Yes I:I No I:I N/A I:I

If Yes please forward a copy of the pro forma with the completed
guestionnaire.



6. Do you have arrangements in place to review each client group the use of:
restraint Yes I:I No I:I
seclusion  Yes |:| No |:| N/A |:|
If Yes please provide copies of any pro formas used or outline below these
arrangements.
Training
7. Do you have arrangements in place to inform staff across all professional

groups and programmes of care of your policies and procedures regarding the
use of:

restraint Yes I:I No I:I
seclusion Yes |:| No |:| N/A |:|

If Yes please outline the arrangements below




8. Do you provide training to staff on the use of:

restraint Yes I:I No I:I
seclusion  Yes |:| No |:| N/A|:|

If Yes please attach a sheet detailing the range of training provided, the
frequency at which it is provided and the number_of staff trained each year.
If you have a written training programme on restraint and/or seclusion, please
enclose it with the completed questionnaire.

9. Please name the type of training provided, indicating, where appropriate, the
accrediting body.

10.  Does your training include consideration of the human rights implications of

using:
restraint Yes I:I No I:I
seclusion  Yes |:| No |:| N/A |:|

If you have answered Yes please outline the issues covered.




Complaints Procedures

11.

12.

Do you have mechanisms in place to scrutinize complaints to identify
weaknesses and areas for action in respect of the use of:

restraint Yes I:I No I:I
seclusion  Yes |:| No |:| N/A |:|

If you have answered Yes please provide details below, including how you
have specifically addressed restraint and seclusion issues in this process.

If you have any other comments, which you feel would assist us in this area
please outline these.

Completed Questionnaires should be returned by 27 June 2003 to:

Mrs Heather Humphries

Room C4.22

Castle Buildings, Stormont

BELFAST BT4 3SQ

Email heather.humphries@dhsspsni.gov.uk

Many thanks for your assistance






ANNEX H

DRAFT GUIDANCE ON RESTRAINT AND SECLUSION IN HEALTH AND
PERSONAL SOCIAL SERVICES

EQUALITY IMPACT ASSESSMENT: EQUALITY SCREENING

1.1

1.2

1.3

1.4

BACKGROUND

Section 75 of the Northern Ireland Act 1998 reqaiiadl public authorities in
carrying out their functions relating to Northerelénd, to have due regard to
the need to promote equality of opportunity -

between persons of different religious belief, pdical opinion,
racial group, age, marital status or sexual orientaon;

between men and women generally;
between persons with a disability and persons withg; and
between persons with dependants and persons without

In addition, without prejudice to the above obligat public authorities must

also, in carrying out their functions relating torthern Ireland, have regard to
the desirability of promoting good relations betwegersons of different

religious belief, political opinion or racial group

Schedule 9 of the Act requires public authoritegtepare Equality Schemes,
which should state, among other things, the auibetiarrangements for
assessing the likely impact of policies adoptedpraposed to be adopted, by
the authority on the promotion of equality of oppaity. Schedule 9 also
requires a public authority, in publishing the flesof an assessment, to give
details of any consideration given to measures lwhigght mitigate any
adverse impact of the policy on the promotion afiaddy of opportunity and
alternative policies which might better achieve gremotion of equality of
opportunity.

Equality Schemes are in place for the Departmertiedlth, Social Services
and Public Safety and all Health and Social SesviBeards and Trusts. The
Department and its associated bodies are comniit@domoting equality of

opportunity.



2.1

2.2

3.1

3.2

3.2

PROPOSALS

The proposed guidance on Restraint and SenlusidHealth and Personal
Social Services (HPSS) is intended to assist HR&feb in developing and
implementing policies on restraint and seclusiome purpose is to protect and
promote the human rights of anyone in their care wiay be subject to such
procedures. It is designed to help ensure comm@iavith, and respect for, the
provisions of the Human Rights Act, which giveseeff to the European
Convention on Human Rights, and other human rigbtsentions.

Restraint and seclusion issues, as definedeigtidance, may arise in a range
of care settings, such as residential homes foeltterly, children or disabled
people, in hospitals, in day-care centres, headtitres and where people are
being cared for in their own homes.

EQUALITY IMPACT ASSESSMENT SCREENING

Specific areas of concern in relation to thlseiés of restraint and seclusion may arise
for young people, older people and persons witisability who are in a position of
being cared for, whether in a residential settingtherwise. It is therefore possible
that these proposals could differentially impact marsons of different ageand
persons with or without a disability. However, no quantifiable evidence is available
on the groups subject to restraint and seclusioogatures in HPSS.

There is no indication of any differential inepan terms of the other seven Section 75
distinctions:

between men and women generally;
persons of different marital status;
persons of different religious belief;
persons with/without dependants;
persons of different political opinion;
persons of different racial group;
persons of different sexual orientation.

These proposals are intended to inform the Idpeeent of policies by Health and
Social Services Trusts, Boards and other agenddispublic authorities designated
as such for the purposes of Section 75 will in amgnt have to screen these policies
as they are developed, to determine whether aHugllality Impact Assessment is
desirable. This fact affords a double safeguagdnding equality of opportunity.



4.1

4.2

CONCLUSION

The proposals are intended to be entirely bhaakin protecting and

preserving the human rights of the people affeciBaere is no adverse impact
on other people. Accordingly, it is considered th& proposals do not have an
adverse impact in terms of any of the Section 8&rditions.

It is also considered that these proposals wilehaw effect on good relations
between persons of different religious belief, fcdil opinion or racial group.






ANNEX I(a)
HSS TRUST
RESTRAINT REPORT FORM

This form should be completed if physical restraints used in the management of
any incident or accident.

Physical restraint refers to any method of respumtth aggressive or violent
behaviour which involves some degree of direct faygorce to limit or restrict
movement or mobility, ie the actions of one peradrich restricts the movements of
another person. Physical restraint implies th&iot®n of a person's movement
which is maintained against resistance. It isdfoee qualitatively different form
other forms of physical contact such as manual ptog, physical support or
guidance.

Physical Restraint may involve:

1. Direct physical contact between a member of staffral a clienteg holding a
client's hand to prevent him hitting etc.
2. The use of barriers, such as locked doors, tatlit freedom of movement,

eg placing someone in a chair with a table in fthat he/she can cannot
easily stand up or move away, locking doors, etc.

3. Materials or equipment which restrict or preventmovement,eg strapping
someone into a wheelchair, having a person weatraét to reduce the effects
of head banging, placing splints on a person's &omastrict movement, etc.

(A) Form Reference Number | |

(B) Type of Restraint used: Physical Contact Beasrie Equipment

[ ] I

(C) Outline the reasons why restraint was used



(D)  Ouitline details of the method of restraint ugatio was involved in the
restraint procedure; what procedure was used; \ahied out different
elements of the procedure; what areas of eth bag W contact etc).

(E) Time restraint starteq | Time restraint sto;bp1

(24 hr clock) (24 hr clock)

(F)  Outline the individual's response to the restrarocedure being applied.

(G) Was a body check of the individual completeltbfeing the restraint
procedure?

Check completed Check refused Delayed as may dased
Further aggression

[ ] [ ] [ ]

Outline details of any injury noted

(H) Outline the tasks completed in recording armbréng this incident (eg IRI
form completed; reported incident to carer, manageyr

0] Outline any issues arising from this inciderttigh may influence future
contact with this individual.

Name of person
Completing form Signature

Date

Please return to by




ANNEX I(b)
HSS TRUST

SECLUSION REPORT FORM

Ward No. Date:

Patient's Name Status and Reg No.

Description of Incident

Alternative Measures Tried Prior to Seclusion

Patient checked for harmful objects/clothing Yes/No

Nurses present

Authorisation for seclusion given by

Ward Doctor/Duty Doctor informed At

Visited by Doctor At (time)

Senior Nurse Manager Notified at (time)




Duration of Seclusion: From To

Monitor Chart Completed Yes/No

2 Hourly Review by Nurses

4 Hourly Review by Doctor

Signed:

(Nurse in Charge)

CLINICAL SERVICES MANAGER'S REPORT

Signed:




ANNEX J

DENI CIRCULAR NUMBER 1999/9 —

PASTORAL CARE: GUIDANCE ON THE USE OF
REASONABLE FORCE TO RESTRAIN OR CONTROL
PUPILS



Subject:

Pastoral Care: Guidance on the Use of
Reasonable Force to Restrain or Control Pupils

A pararreunr av prucaras
NEFTEATA BFAAND

Circular Number:

1999/9

Date of Issue:

& March 1999

Andience:

+ Principals and Boards of Governors of all grant-aided
schools;

» Education and Library Boards;
« Council for Catholic Maintained Schools;

+ Association of Governing Bodies of Voluntary Grammar
Schools;

+ Morthern Ireland Council for Integrated Education; and
* Teachers' Unions.

Summary of Contents:

This Circular provides clarification and puidance on the use
of reasonable force, by teachers and other authorised staff, o
restrain or control pupils in certain circumstances. It gives
guidance about who can use reasonable force, when it is
appropriate to use it, and the procedures for recording
incidents where reasonable force was used. It also advises that

schools should have a written policy about the use of
reasonable force which should be made known to parents.

Enquiries:

Any enquiries about the contents of this Circular should be
addressed to:

M Jaclde Simpson  (Tel: 01247-279247)
Pupil Support Branch
Department of Education

Rarhgael House
Balloo Road

BANGOR
BT19 7PR

Status of Contents:
Advice
Information for schools

Related Documents:
Circular 1999/10
{Pastoral Care in Schools:
Child Protection)

Superseded Documents:
Mone

Expiry Date;
Mot applicable

DENI Website:

This Circular is also
available on

heepf favew.denigoviuk



PASTORAL CARE: GUIDANCE ON THE USE OF
REASONABLE FORCE
TO RESTRAIN OR CONTROL PUPILS

1. All schools have a pastoral responsibility towards the pupils in their charge and should
therefore take all reasonable steps to ensure that the welfare of pupils is safepuarded and thar their
safety is preserved. The Board of Governors and the Principal of each school also have a duty to
promaote and secure good behaviour and discipline on the part of pupils ar the school.

2. Arricle 4 of the Education (Morthern Ireland) Order 1998, which came into force on
21 August 1998, clarifies powers which already exist under common law. It enables a member of
staff of a granr-aided school to use, in relation to any pupil at the school, such force as is
reasonable in the circumstances to prevent a pupil from:

a.  committing an offence;

b.  causing personal injury to, or damage to the property of, any person (including the
pupil himself}; or

c.  engaging in any behaviour prejudicial to the maintenance of good order and
discipline at the school or among any of its pupils, whether during a reaching session
or otherwise.

3. The right of a member of staft to use such force as is reasonable to restrain or control a pupil
applies:

* where the member of staff is on the premises of the school; or
* elsewhere at a time when hefshe has lawtul control or charge of the pupil concerned;

. to teachers ar the school, and to any other member of staff who with the authoricy
of the principal has lawful control or charge of pupils.

4. The need to use reasonable force to restrain or control a pupil should be rare. This
Circular and the artached Appendix provide clarification and guidance on a number of issues
relating to the use of “reasonable force” by teachers and others to restrain or control pupils.
However, it is emphasised that corporal punishment remains unlawful, and that neither
Article 4 nor this Circular, in any way, authorise teachers or others to use any degree of
physical contact which is deliberately intended to cause pain or injury or humiliation. The
application of reasonable force to restrain or control a pupil is to be used as a last resort, only when
other behaviour management strategies have failed, and when the pupil, other pupils, members
of staff, or property are ac risk, or the pupil is seriously compromising good order and discipline.

Article 4 does not however prevent any person from exercising histher right under common law
to defend themselves against an attack provided hefshe does not use a disproportionate degree of
force to do so. The purpose of Article 4 is to make it clear thar teachers, and authorised staff, are
also enritled to intervene in other, less extreme, situations.

waiN .
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Meed for Schools to Have a Witten Policy

5. The use of reasonable force is only one of the strategies available to schools and reachers to
secure pupils safety and well being and also to maintin good order and discipline. All those who
may have to use reasonable force with pupils must clearly understand the options and strategies
open to them, and chey must know what is reparded as acceprable action on their part and whart
is not. It is important, therefore, that schools have a clear wrirten policy abour the use of
reasonable force to restrain or control pupils. This should be understood by teachers, authorised
statf, pupils and parents and should form part of the school’s policy on discipline and child
protection within its overall pastoral care policy.

6. In drawing up a written statement of the school’s disciplinary policy, as required in Article
3 of the 1998 Order, it is recommended that the Board of Governors, in consultation with the
Principal, should:

. include a smarement setting out the school’s policy and its guidelines on the use of
reasonable force to restrain or control pupils;

. discuss these with staff who may have to apply them; and
. issue or make them known to parents and pupils.

Boards of Governors should also have regard to any advice issued by Education and Library
Boards and, where appropriate, the Council for Catholic Maintained Schoals.

7. The Department has asked a Working Group, comprising representatives from the
Education and Library Boards, CCMS and schools, who are already drafting best practice
guidelines for schools on a wide range of disciplinary matters, to draft a model policy for schools
on the use of reasonable force based on the guidance in this Circular. This will be available later
this year. Schools may wish to draw up their own policies in the meantime in order to provide
guidance to staff and others on the use of reasonable force and its place in the schools strategies
for maintaining pood behaviour and discipline.

8. Astatement of the school’s policy on the use of reasonable force to restrain or control pupils
should be included with the information the school gives parents about its overall policy on
discipline and standards of behaviour.

9. The Department considers that it would also be useful if schools designated an experienced
senior member of staff (the Principal or a senior teacher, or perhaps the designated teacher for
child protection) as having special responsibility for providing guidance to other staff on the use
of reasonable force. This teacher should also assume responsibility for notifying parents about
incidents where reasonable force has had to be used and for dealing with any complaints which
may emerge. This will help to ensure a consistent approach within rthe school to the use of
reasonable force and the reporting arrangements.

C JENDOUBI (MRS)
School Effectiveness Division RN
-
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Appendic

GUIDANCE ON THE USE OF REASONABLE
FORCE TO RESTRAIN OR CONTROL PUPILS

Who may use reasonable force?
Teichers

1. Arricle 4 of the 1998 Order authorises teachers to use such force as is reasonable in the
circumstances to prevent a pupil from:

. committing an offence;

. causing personal injury to, or damage to the property of, any person (including the
pupil himself); or

. engaging in any behaviour prejudicial to the maintenance of good order and
discipline at the school or among any of its pupils whether during a teaching session
or otherwise.

Non-teaching staff

2. Other members of staff ar the school are also authorised to use reasonable force in the
circumstances described ar 1. above, provided they have been authorised by the Principal to have
lawful control or charge of pupils. This might, for example, include classroom assistants, midday
supervisors, and escorts. In addition the authorisation could extend to education welfare officers
and educarional psychologists.

3. Indetermining which non-reaching staft ro authorise, Principals will wish to have repard to
the roles and responsibilities of the staff concerned. In parricular they should consider whether
the staff have a responsibility to supervise pupils as parr of their normal duties or whether, from
time to time, they may have to rake on thar responsibility when a teacher is nor present.

Volunteers

4. Suitably vetted volunteers normally worl only under the direction and supervision of a
teacher or other member of swff and should not be expected to assume sole responsibilicy for the
safety and well-being of pupils. Where a situarion arises, theretore, where the use of reasonable
force may need to be exercised, the volunreer should alert the member of staft in charge and defer
to his/her judgement as to the appropriate means of handling the situation.

There may, however, be circumstances in which the Principal may need to authorise a volunteer
to use reasonable force in exceptional circumstances. These might include school visits, holidays
and residential activities where some degree of delegated responsibilicy may have to be given to
the volunteers in the organisation of activities; where a member of school saff may not be readily
available to deal with an incident; and where it is possible that significant harm will occur if action
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