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	Ein cyf / Our ref: 497/22/FOI 


	Dyddiad / Date: 1st February 2022


Further to your request for information dated I am pleased to provide the following response. 
Your request and our response:
I am currently working on my dissertation with the aim of reviewing current clinical guidelines/policies on the management of violence and aggression and use of restraint across different trusts in Wales. It is intended to review if policies/guidelines are trauma informed.  

Would it be possible to be granted access to these policies for Betsi Cadwaladr University Health Board.
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We welcome correspondence through the medium of Welsh
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1. Statement of Intent  
 
The Betsi Cadwaladr University Health Board (BCUHB) is committed in its duty to provide a 
safe and secure environment for patients, staff, and visitors and offers its full support to the 
Welsh Assembly Government, All Wales NHS Violence and Aggression Training Passport 
and Information Scheme and will endeavour to protect staff and those visiting Health Board 
premises.  
 
Care will be delivered without discrimination – no service user will receives less favourable 
treatment than another.  This means that no-one should be disadvantaged by reason of any 
protected characteristic which means: 
 


 Disability; 


 Gender or gender reassignment; 


 Marital status; 


 Sexual orientation 


 Religion or belief (or non-belief); 


 Race (including ethnicity and nationality); 


 Age; 


 Pregnancy and maternity 
 


2. Introduction and Purpose 
 
This guidance uses as a framework:  
 
NICE Clinical Guideline NG10: ‘Violence and aggression: short-term management in mental 
health, health and community settings’ (2015). 
 
DoH:  ‘Positive and Proactive Care: reducing the need for restrictive interventions’ (2014). 
 
Mental Health Act 1983 Code of Practice for Wales (Revised 2016). 
 
Welsh Assembly Government: ‘Framework for Restrictive Physical Intervention Policy and 
Practice (2005) 
 
These documents aim at providing staff with clear evidence based guidance on issues 
relative to restraint such as legislation, recognising risk, training, management strategies, 
reporting and staff support.  
 
Occasionally behaviour exhibited by individuals will be challenging enough to warrant 
restrictive interventions – physical restraint being one such example. This guidance will 
focus on the legal and ethical principles and practice of managing specific behaviours 
through the use of physical restraint. 
 
This policy addresses the use of physical restraint relating to a variety of reasons 
some of which will not relate to violence and aggression. For this reason, the policy 
does not encompass strategies relating to the management of violence and 
aggression – for further guidance please refer to:  
 
HS02 – Procedure & Guidance Protecting Employees from Violence and Aggression 
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3. Scope  
 
This document applies to all health board employees, patients and visitors and aims to 
provide guidance within a legal and ethical framework underpinned by best practice 
principles for staff implementing restraint intervention. 
 


4. Legal Duties 
 
There is a range of legislation which impacts on restraint.  These are (in summary): 
 
Employer Legal Duties – Health & Safety at Work Act (HSWA) 1974 
 
The Health Board’s duties with respect to the management of work related violence are 
determined by the HSWA 1974, which requires the employer to: 
 


 Ensure so far as is reasonably practicable, the health and safety and welfare 
at work of all their employees. 


 
 Provide and maintain plant and systems of work that are, so far as is 


reasonably practicable, safe and free from health risks. (‘Plant’ refers to 
equipment, for example hoists, wheelchairs etc).  


 
 Provide such information, instruction, training and supervision as is necessary 


to ensure so far as is reasonably practicable, the health and safety at work of 
their employees. 


 
From the Management of Health and Safety at Work Regulations 1999, Employers must:  


•    Assess all risks to the health and safety of their employees  
 


•    Identify the precautions needed  
 


•    Make arrangements for the effective management of precautions  
 


•    Provide information and training to employees  
 


Human Rights Act 1998 
 
The Human Rights Act 1998 came into force during 2000 and sets out some key principles 
of fairness, equality, dignity, the right to liberty and security of a person without deprivation 
of liberty. 


 
The key points are: 
 


 The Act offers a framework to encourage high standards of care and the force 
of law to make sure that respect of human rights becomes the norm. 


 
 That people should decide and personalise their own care and be treated with 


respect and dignity when using Health and Social Care Services. 
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 The use of restraint should only be undertaken in an emergency where staff 


judge that they must intervene to protect a client /person, someone else or 
themselves.   


 
 The person affected should be fully involved in all decisions about their care 


and if the person lacks capacity, the Mental Capacity Act 2005 should be 
invoked. 


 
 The inappropriate use of restraint is against the law.  Physical restrictive 


intervention can constitute assault, battery or false imprisonment and can lead 
to both civil and criminal prosecution. 


 
Mental Capacity Act 2005  
 
Section 5 of the Act provides ‘protection from liability’ for carers and supporters in both 
everyday tasks of caring and life changing events for people who lack capacity. 
 
However, such action can only receive ‘protection from liability’ if: 
 


a) The person is reasonably believed to lack capacity to give permission. 
b) It is in the person’s ‘best interests’. 
c) It follows the Act’s principles.  


 
In relation to restraint, the Act imposes limitations on the protection from liability in “the use 
of threat or force where a person is resisting and any restriction of liberty of movement, 
whether or not the person resists”.  
 
Mental Health Act 1983 
 
Mental Health Act 1983 Code of Practice for Wales (Revised 2016) sets out the following 
regarding restraint: 
 


 The employment of de-escalation strategies and approaches should be central 
to the management of potential violence and aggression.  It is recognised that 
as a last resort, staff may need to employ more restrictive interventions, such 
as: physical restraint, rapid tranquilisation and seclusion. 


 
 Such physical interventions must never be used to punish a person. Where 


such interventions are deemed necessary, clinical need and the safety of the 
persons and others should be the priority.  


 
 When employing such interventions, a balance must be struck between the 


need to minimise risks to the person and others, and the need to ensure that 
the least restrictive approach to caring for the person is adopted.   


 
 Any interventions employed to manage disturbed behaviour must be 


reasonable, proportionate and justifiable, taking into account the risks posed 
by the person’s behaviour or potential behaviour.   


 
 
Deprivation of Liberty Safeguards  
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The Mental Health Act 2007 has amended the Mental Capacity Act 2005 to introduce the 
Deprivation of Liberty Safeguards (DoLS). The Safeguards will apply to hospital and care 
homes to ensure that people who lack capacity are not deprived of their liberty without lawful 
authorisation.  Staff contemplating restrictive practice must be aware as to what constitutes 
Deprivation and Restriction of Liberty as defined in the statute and have regard to current 
case law i.e. Supreme Court judgement in Cheshire West [2014].  Restraint can only be 
used when: 
 


 The person restraining reasonably believes it is necessary to prevent harm to 
the incapacitated person; and 


 It is proportionate both to the likelihood of harm, and 
 The seriousness of harm; and 
 It does not constitute detention under Article 5(1) of the European Convention 


on Human Rights. 
 


The use of a DoLS would be required to authorise detention to lawfully safeguard the person 
(MCA 2005, Code of Practice, s.6.41). 
 
Children Act 1989  
 
Within the Children Act (1989 and 2004) there is no direct or specific reference to any form 
of physical restraint management or therapeutic holding of children and young people. 
However, on page 24 of Children Act (1989 ) there is a reference in relation to ‘secure 
accommodation by health authorities which states that “ the children (secure 
accommodation) regulations (1991) extend the application of section 25 (restriction of 
liberty) to children “accommodated by health authorities, and the NHS Trusts established 
under the section 5 of the NHS and Community Care Act 1990  “ who are not being detained 
under any provisions of the Mental Health Act (1983 regulation 5 & 7)”.  Under this ruling the 
child’s liberty may be restricted if section 25 (1) above applies and only for 72 hours without 
court approval”. 
 
Although there is no specific reference to physical restraint within these documents staff 
should adhere to the general principles of safeguarding the child and young person, 
promoting their well being and assessing the risk of significant harm occurring when 
confronted by decisions relating to all aspects of physical restraint     
 
 
 
 
Care Standards Act 2000 
 
The care standards regulations make a number of references to care that has a bearing on 
restraint:   
 
 “The registered person shall ensure that no person is subject to physical restraint unless 
restraint of the kind employed is the only practicable means of securing the welfare of that or 
any other person and there are exceptional circumstances”  
 
 
Safeguarding Vulnerable Groups Act 2006 
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The Safeguarding Vulnerable Groups Act 2006 provides that people in certain occupations 
and carrying out certain activities must be vetted. These are people whose occupation 
brings them into contact with children and vulnerable adults or puts them in a position of 
responsibility over children and vulnerable adults (‘regulated activity’). The Act provides that 
people can be barred from participating in regulated activity.  


 
5. Responsibilities  
 
All staff within the health board have an individual responsibility to ensure that the health 
board policies and standards, including Health Care Standards are adhered to and that 
health and safety arrangements set out in this guidance are appropriately followed. Failure 
to observe these duties may result in disciplinary action being taken.  
 
The health board recognises and accepts its responsibility as an employer for providing a 
safe and healthy workplace and working environment for its employees, and a safe 
environment for persons, visitors and other members of the public. It will discharge these 
responsibilities through its managers and will expect its staff to comply with procedures and 
to act at all times in a responsible manner.  


 


6. Definition of Physical Restraint  
 
Whilst there are alternative terms used for ‘physical restraint’, for example, NICE use the 
term ‘manual restraint’, this document will adopt the term ‘physical restraint’ as used by the 
Mental Health Act 1983 Code of Practice for Wales (Revised 2016). In practice, both terms 
have the same definition: 
 
‘A skilled, hands-on method of physical restraint used by trained (in physical restraint 
techniques) healthcare professionals to prevent service users from harming themselves, 
endangering others or compromising the therapeutic environment. Its purpose is to safely 
immobilise the service user’. (NICE NG10)  


 
7.  Guidance on the use of Physical Restraint  
 
The principle aim of physical restraint is to limit an individual’s autonomy which if deemed 
inappropriate could infringe upon an individuals right to liberty. Its use therefore must never 
be as a matter of course, but rather guided by strict criteria. The Mental Health Act 1983 
Code of Practice for Wales (Revised 2016) cites the following examples of situations where 
physical restraint may be deemed reasonable: 
 


 Physical assault 
 Dangerous or destructive behaviour  
 Non-compliance with lawful treatment (MCA / MHA) 
 Likely or actual self-harm 
 Sexually inappropriate behaviour 
 Extreme and prolonged over-activity on the part of the person, that is likely to   lead to   


physical exhaustion 
 Absconding, or the risk of absconding 


 


 
Additionally, any method aimed at reducing and eliminating behaviours that challenge 
should take account of the: 
 


 Person’s preference if known 



http://www.legislation.gov.uk/ukpga/2006/47/contents
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 Person’s needs 


 Person’s physical condition 


 Environment of care 


 Staffing levels and skill mix 


 Staff’s duty to protect all those under their care. 
 
Physical restraint techniques are not ‘approved’ nor do they have any legal standing – it is 
the context of their application which makes them defensible. 
 


8. Types of Restraint  
 
Welsh Government defines restraint as: ‘An act carried out with the purpose of restricting an 
individual’s movement, liberty and/or freedom to act independently’ (Welsh Government, 


2016).These include:  


 
Physical (see definition part 6.) 
 
Chemical: Chemical restraint involves using medication to restrain. It differs from 
therapeutic sedation in that it does not have a directly therapeutic purpose but is primarily 
employed to control undesirable behaviour.  
 
Mechanical: Mechanical restraint involves the use of equipment which may have clinical 
approval, for example, specially designed mittens in intensive care settings but can also 
include circumstances where equipment is used inappropriately and has no legal basis such 
as using a heavy table to stop person getting out of their chair. Staff must exercise 
judgement and ensure that their actions do not unnecessarily or unlawfully deprive 
individuals of their human rights.  
 
Environmental:  Designing the environment to limit peoples’ freedom of movement such as 
locking doors, use of electronic key pads, and baffle locks.  An example of environmental 
restraint would be seclusion. Seclusion is defined as: ‘the supervised confinement of a 
patient in a room, which may be locked. Its sole aim is to contain severely disturbed 
behaviour that is likely to cause harm to others’.  
  
Psychological: Can include constantly telling a person not to do something, or that doing 
what they want to do is not allowed or is too dangerous. It may include depriving a person of 
lifestyle choices by, for example, telling them what time to go to bed or get up. Psychological 
restraint might also include depriving individuals of equipment or possessions they consider 
necessary to do what they want to do, for example taking away walking aids, glasses, 
outdoor clothing or keeping the person in nightwear with the intention of stopping them from 
leaving. 
  


9. General Principles 
 


There may be occasions when staff need to consider the use of physical restraint as a 
management strategy. The purpose of restraint is first to take immediate control of a 
serious, significant or dangerous situation and second to contain or limit the person’s  
 
 
freedom for no longer than is necessary to end or reduce significantly the threat to 
themselves or those around.  
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The person in control of the incident will have to carefully assess the situation and use their 
own judgement as to what may be deemed ‘serious’ or ‘significant’ before employing such 
interventions. Furthermore, any physical restraint used must be justifiable, appropriate, 
reasonable and proportionate to a specific situation and should be applied for the 
minimum possible duration. 
 
Restraint should be viewed as a last resort and only used when all other interventions have 
failed. Following important advances in knowledge pertaining to the management of 
violence and aggression, all current guidelines (e.g. NICE NG10) convey the same clear 
and unambiguous directive – any use of coercive measures should be preceded by 
proactive approaches. Examples of proactive interventions include positive engagement 
whereby service users are encouraged to participate in the planning of their care, advanced 
statements (a non-legally binding written statement that conveys a person’s preferences, 
wishes, beliefs and values about their future treatment and care) and advanced decisions (a 
written statement made by a person 18 yrs or over that is legally binding and conveys a 
person’s decision to refuse specific treatments and interventions in the future), positive 
regard, effective communication and de-escalation. It should be remembered that person 
centred care and effective communication should not cease during restraint as this will help 
in terms of gaining co-operation and returning autonomy as soon as possible as well as 
ensuring that the intervention has therapeutic value and that the therapeutic relationship is 
maintained. 
 
Broadly speaking, the need to use physical restraint can arise from two distinct 
circumstances – those which are planned and those which are unplanned:  
 
Unplanned physical restraint refers to those incidents requiring restrictive physical 
interventions which are unforeseen and unexpected. In these circumstances the 
immediacy of the incident does not allow time to plan ahead and staff are guided by 
legislation, case law, best practice guidelines, training or common law. 
 
Planned physical restraint refers to those incidents requiring restrictive physical 
interventions which have been predicted via risk assessment and where there is an 
anticipation that they are likely to occur. There is time to plan ahead and such plans 
are structured and documented in health care records. Areas where planned 
restraints are likely to occur must ensure that any such interventions are supported 
by a robust training programme.   
 
It is recognised that all incidents of restraint are unique and varied in their cause, character, 
risk and outcome. However, despite these variations, there are common approaches which 
will ensure the situation is managed as safely as possible. 
 
9.1 Physical Restraint 


The following should be adopted prior to the implementation of physical restraint:  


 


 


 


 All persons should be treated with dignity and respect, irrespective of race, 
age, culture, gender, diagnosis, sexuality, disability, ethnicity or religious / 
spiritual beliefs, gender reassignment or marital status. 
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 Under no circumstances should the use of physical restraint be threatened or 
intended as disciplinary sanction, or as a means to intentionally humiliate, 
degrade or to discriminate e.g. corporal punishment, deprivation of food or 
sleep, inappropriate clothing and restrictions on visits. 
 


 CPR trained staff and resuscitation equipment, including pulse oximeters must 
be available in all clinical environments where restraint is likely to take place.    
 


 Should an incident arise, staff assistance should be called for using the 
appropriate emergency alert system or by calling a pre-determined verbal 
command. 
 


 Approach the person in a side on stance to maintain balance, reduce target 
area, protect vital organs and to appear less threatening. Arms should be held 
upwards for protection although care must be taken not to appear 
confrontational.   
 


 Make a visual check for weapons. If a weapon is seen or suspected staff 
should withdraw, isolate the patient and contact the police immediately. 
 


 Staff must adopt a team approach with clearly defined roles - one member of 
staff assuming responsibility for taking the lead and guiding the team 
throughout the incident. This person will also take responsibility for protecting 
and supporting the patient’s head, monitoring the person’s breathing - 
ensuring that the airway and breathing are not compromised, monitoring vital 
signs and noting the skin tone to ensure adequate blood circulation. Other 
team members should isolate and support the patient’s arms and legs and 
support the process of monitoring vital signs and blood circulation – if 
necessary, perform passive exercise of affected limb, alter the person’s 
position or release them if medical concerns arise. 


 


 Aim at restraining arms and legs from behind if possible. Exceptions are 
persons with hearing difficulties/deafness, children and individuals for whom 
approaching outside of their field of vision would cause distress. 


 


 


 Physical restraint must not be used in a way that interferes with a persons 
breathing, circulation or dignity, for example, by applying pressure to the neck, 
chest, abdomen or groin, or obstructing the airway. 


 


 Physical restraint must not be used in a way which impedes a person’s ability 
to communicate or orientate themselves, for example, obstructing the eyes, 
ears or mouth. 


 


 When using physical restraint, avoid taking the person to the floor 
unnecessarily. If it does become necessary, use the supine position (face up) 
if possible. If it is necessary to use prone position (face down), for example, to  


 
 


administer dorsogluteal intra-muscular medication, use for as short a time as 
possible. Do not routinely use the prone position. 
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 Do not routinely use physical restraint for more than 10 minutes. Instead, 
consider alternatives such as rapid tranquilisation or seclusion. 


 


 In some community settings there may not be a possibility to easily access 
other members of staff. These situations need to be addressed individually 
with staff safety in mind. The relevant Divisions will develop guidance for their 
staff based on this document. 
 


 All persons and staff not directly involved in the incident will leave the 
immediate area of restraint but be prepared to support colleagues if necessary 
– audiences are known to escalate violence. 


 


 Staff involved will be allocated specific tasks in relation to the person being 
restrained. 


 


 During restraint, staff should maintain communication with the person. Staff 
should explain the reasons for action taken and seek to gain his/her co-
operation as soon as possible. 
 


 In situations where a person is attacked by another person, sufficient staff 
must be present to ensure that both aggressor and victim can be contained. 
This is important to ensure that the victim is unable to carry out a reprisal 
attack. Where staff are not able to safely contain such a situation the police 
should be contacted. 
 


 To mitigate risk, as far as is reasonably practicable, a registered practitioner 
must be present to oversee any incidents of physical restraint. This is an 
important measure to ensure that quality and safety standards are maintained 
and that non-qualified staff are supported during such duties.  


 


 On rare occasions, incidents may occur which are unforeseen and where a 
registered practitioner may not be present. To lessen the likelihood of this, 
staff should ensure that risk assessments are completed as appropriate and 
that robust care plans are produced to include clear guidelines relating to the 
use of physical restraint. Such incidents must be reported immediately to a 
registered practitioner who will be expected to attend if available 


 


 Whilst all incidents of restraint will differ in nature and severity, it must be 
recognised that the ability and confidence of staff to effectively manage such 
events will vary from person to person. It is therefore extremely important that 
staff are able to access additional support to ensure a safe and satisfactory 
outcome for all concerned.  


 


 The person in charge of the incident will be responsible for deciding when 
additional support is required and who should be notified. Where incidents are 
considered serious (e.g. injury to persons), the Senior Clinical Manager and 
on-call Consultant should be notified. When the person’s Consultant is in the  


 
 


locality they should personally attend to offer clinical expertise and support to 
staff. 
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 When it is safe to do so, restraint will be relaxed in gradual manner to allow the 
individual to regain autonomy. 


 


 It has become increasingly recognised that harm can also occur during and in 
the period following restraint. The person’s physical and psychological health 
must be monitored during and after restraint for as long as is clinically 
necessary and in any event for a minimum of 24 hours. Further guidance on 
the importance of this is given in the Patient Safety Notice PSN023 (Jan 
2016). 


 
9.2 Unplanned physical restraint incidents carry greater risks than planned and should only 
be carried out when staff are satisfied that they have the skills and resources necessary to do 
so safely. Extreme care should be taken under these circumstances to minimise risks to all 
concerned. 
 
9.3 Planned physical restraint incidents also carry risks to all concerned and should be 
afforded extreme care – risk factors should anticipated whenever possible in advance and 
sufficient resources made available to manage the situation as safely as possible. Any plans 
along with advance statements/decisions should be documented carefully in the person’s 
positive behavioural support plan. Planned physical restraint may occur in connection with 
Mental Capacity Act Best Interest decisions to treat or examine, in which case the use of the 
Health Board’s “Assessment of capacity and best interest decision form” is recommended. 
 
9.4 If chemical restraint is needed please refer to MHLD 0004 – Rapid Tranquillisation 
Protocol for further information. 
 
9.5 The use of mechanical restraints is normally only permitted in high-secure settings, 
however in some exceptional circumstances, where the severity of a patient’s behaviour 
leads to an identification of such a management strategy, then mechanical restraint may be 
considered - however this decision must be agreed by the hospital managers and made in 
collaboration with Healthcare Inspectorate Wales (HIW). 
   
9.6 Security staff: The Health Board will through its procurement processes ensure that there 
is evidence of appropriate and ongoing training for all security staff employed directly by the 
Health Board or through a third party. Whilst it is appropriate for BCUHB staff to call upon the 
services of security staff in violent/aggressive situations in circumstances that may lead 
to  “unplanned physical restraint “ as per explanation of 9.2 of this policy,it should be 
appreciated that security staff will not have undertaken training to the same level as Mental 
Health/Learning Disabilities staff and any “use of force” will be reasonable as considered 
within common law, the Criminal Law Act 1967 & Criminal Justice & Immigration Act 2008. 
 
Security staff will not be called upon to administer any “planned physical restraint”, as per 
explanation in 9.3 of this policy as due to the nature of the event suitably trained “clinical 
persons” can be assembled to carry out such interventions. 


 
10.  Minimising Physical Restraint 
 
All episodes of restraint involve a degree of risk to the recipient, which can include restraint 
related deaths. Furthermore, staff who carry out restraint can be exposed to risk particularly 
when the individual is aggressive or violent. Before using physical restraint other 
strategies must be considered. For details see pathways for planned and unplanned 
restraint (Appendices 2 and 3). 
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The Department of Health’s ‘Positive and Proactive Care: reducing the need for restrictive 
interventions’ (April 2014) emphasises the importance of delivering person-centred care 
whereby treatment should take into account individual needs and preferences. Service  
 
users should have the opportunity to make informed decisions about their care and 
treatment, in partnership with their healthcare professionals. Part 36 of this document gives 
specific guidance on an appropriate care plan structure. All service users who exhibit, or by 
virtue of risk assessment, are likely to exhibit behaviours which challenge services, including 
violence and aggression, should have in place a person centred behavioural support plan 
(appendix 5).  
 
Whilst training will significantly reduce the risks, restraint should be avoided where possible 
and alternatives considered. Effective communication between staff and aggressor is proven 
to have positive value in the implementation of restraint, and should be regarded as the 
underpinning principle. The following are examples of effective non-physical interventions 
which are intended to de-escalate situations.  


 


 Staff should ensure that their own body language does not convey hostile 
intentions. Adopt a non-threatening side-on stance, employ fluid gestures and 
use only intermittent eye contact to avoid staring. 


 


 Maintain and allow the person sufficient space to avoid a sense of being 
trapped. 


 


 Employ the principles of two-way communication – actively listen to what the 
individual is trying to communicate. 


 


 Use the components of speech to emphasise what is being said – pay 
attention to pitch, tone, volume and pace. 


 


 Use open-ended questions to encourage dialogue (e.g. why do you feel 
angry?) and use closed questions to clarify issues (e.g. are you saying that 
you want to go for a walk?). 


 


 Empathise with the individual – show concern and attentiveness through 
appropriate verbal and no-verbal responses. 


 


 Avoid negative responses such as refusals whenever possible – negotiate and 
offer alternatives and solutions where available. When negative responses are 
unavoidable consider apologising for the situation. 


 


 
11.  Persons with potential vulnerabilities 
 


 Elderly and learning disabilities patients often have higher risk of cardiac or 
pulmonary complications. Elderly patients are particularly vulnerable to 
fractures as well as other age related conditions and staff should adapt 
physical restraint techniques, adjusting them for age and frailty – where 
possible staff should avoid taking an elderly person to the floor.   
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  Patients with cognitive impairment will often not understand oral explanations, 
and additional consideration has to be taken. 


 


 Consideration should be given to the person’s gender – restraint should not be 
applied in a way that could be construed as sexual. If appropriate (e.g. has a 
history of sexual abuse), at least one member of the restraining team should 
be the same gender as the person. 


 


 Consideration should be given to the person’s cultural and ethnic background. 
In the event of language barriers, please refer to interpretation and translation 
policy. 


 


 Pregnant women must not be placed in the prone position – a wedge or 
cushion should be placed under their right side so that they are tilted over 
slightly; this stops the baby pressing on the large vessels (if more than 5 
months pregnant).  A record of this should be entered in the person’s 
healthcare record. 


 


 Staff who are responsible for providing clinical care to children should 
familiarise themselves with relevant local policy and guidelines. It is important 
that children are not seen as ‘small’ adults (WHO 2008) – children have 
anatomical and physiological differences compared to adults. 


 


 All staff who are responsible for providing care to people from disadvantaged 
vulnerable or under represented groups e.g. groups that may experience 
social exclusion, for example gypsies, travellers and gay, lesbian, bisexual and 
transgendered people, should ensure that the delivery of care is 
commensurate with that person’s needs. Particular care must be taken not to 
perpetuate stereotypes. 


 


 Any restraint of persons with physical disabilities should be tailored to that 
individuals needs. Care should be taken not to cause pain or aggravate any 
physical conditions. 


 


12.  Physical Restraint in the Administration of Treatment without 
Consent 
 
There may be occasions where it is necessary to administer lawful treatment to a person 
without their consent (MHA/MCA). In such circumstances, it is deemed good practice to use 
effective communication skills in an attempt to gain the person’s cooperation before 
considering the use of physical restrictive intervention. Furthermore, staff should familiarise 
themselves with the relevant legislation and satisfy themselves that the use of force to 
administer treatment is both urgent and necessary (MM54- Rapid Tranquillisation Protocol 
for use in Adults over 18 years in the psychiatric inpatient setting). 


 


13. External Agency Involvement (Police) 
 
In addition to any current security arrangement which may be in place, staff may also be 
required to call on external intervention from the police.  Once this plan has been instigated, 
the management of the situation lies with the police. In some extreme situation there might 
be a conflict of interest between staff responsibilities and the jurisdiction of the police who 
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will act solely within the legal framework, but may also be restricted by health consideration 
of the person. Further guidance can be found in: 
 
Memorandum of Understanding – ‘The Police Use of Restraint in Mental Health & Learning 
Disability Settings’ (2017). 


 
14. Post Incident 
 


 Following all incidents of restraint measures should be taken to ensure the continued 
health and well being of the restrained person. For persons these measures will 
include incident and care plan recording, monitoring the individual’s welfare and 
health, responding to any injuries or health concerns and ensuring that the individual 
has the opportunity to make representation or complaint. 


 


 All incidents that involve physical restraint should be subject to a post incident review 
that allows lessons to be learned for both individuals and professionals. 


 


 Line managers are required to assess whether staff involved in an incident require 
help / support.  


 


 Support should be offered to ALL staff who have been subject of an assault to avoid 
discrimination, and thus avoid acceptance of help by members of staff. 


 


 All incidents of serious or unplanned restrictive physical intervention should be 
documented in the BCUHB Datix Web (Incident Reporting) using local agreed practices 
on reporting. To assist staff in judging what constitutes a reportable restrictive physical 
intervention, they should refer to the Physical Restraint Reporting Guide: 


 
          http://howis.wales.nhs.uk/sitesplus/861/document/467986 


 
 


 Clinical restraint incidents should be entered in the healthcare record and the care 
plan reviewed accordingly. Additionally, the care plan should include under what 
circumstances restraint may be used and what form the restraint may take.  


 


 In certain circumstances it may be useful to assess the assailant’s capacity 
after the incident to aid potential future prosecutions by the Crown 
Prosecution Service.  It is the senior clinicians’ responsibility to document 
carefully in the notes the details of the incident and the capacity of the  
 
 
assailant at the time of the incident. There is also an expectation that BCUHB 
staff assist the police and provide witness statements where appropriate.  


 


 Following any incident of restraint involving persons, support should be offered and 
the opportunity to review the circumstances that led to their being restrained. 


 


 In some circumstances it may be appropriate to offer additional support to other 
persons who may have been directly or indirectly affected by the incident. It is 
important however to maintain confidentiality. 


 



http://howis.wales.nhs.uk/sitesplus/861/document/467986
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 Following a restraint incident, staff should review the incident. Divisions will develop 
their own incident review processes. Any review should be conducted within a 
climate of open and honest discussion where staff can express concerns, learn from 
the incident and consider the precipitating factors and alternatives that may have 
been used.  
 


 For a quick reference to the restraint process, staff should refer to Appendix 7. 
 


  Following any serious incident of aggression or violence, the nominated   
Divisional Lead may meet to perform a post-incident investigation which will include 
root cause analysis. 


 
15. Risk Assessment & Prediction 
 


All service areas must undertake an identification of hazards and determine the significant 
risks caused by or affecting their particular areas of responsibility. The risk assessment must 
be as comprehensive as possible. It is recommended that where appropriate, a 
multidisciplinary approach be taken using available skills and resources e.g. 
departmental/ward staff, risk assessors, safety representatives, technical staff etc.  
 
Staff must use an actuarial prediction instrument rather than unstructured clinical judgement 
alone to monitor and reduce incidents of violence and to help develop a risk management 
plan, for example the Dynamic Appraisal of Situational Aggression (DASA) (Appendix 
6). 
 
Where possible and appropriate it is advised that risk assessment is undertaken in 
conjunction with partner agencies and persons/carers. It is the responsibility of the relevant 
Division to ensure that a robust mechanism is in place for risk assessment in their 
respective area of responsibility  


 
16. Training 
 
The importance of training cannot be over-emphasised. As well as satisfying legal 
obligations, training ensures that employees are equipped with the skills necessary to fulfil 
their duties in a confident and safe manner within a legal and ethical framework. 
 
The BCUHB is committed to providing its employees with an ongoing training programme 
within this field and is a participant of the ‘All Wales NHS Violence and Aggression 
Training Passport and Information Scheme’ which sets an approved national standard 
against which NHS employers in Wales can be judged. Moreover, it signifies the Health 
Board’s willingness to educate and train its staff to a consistent standard. Whilst the  
 
Passport Scheme sets out minimum expected standards, the Health Board endeavours to 
exceed these standards to ensure that staff receive the best possible support in the course 
of their duties. 
 
Service users will be given the opportunity to become actively involved in the design of 
training agenda’s to ensure that programmes are commensurate to the needs of person 
groups, in particular those with potential vulnerabilities. 
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The level and frequency in which staff are trained in physical restraint will be determined by 
their area of work and risk assessment. Managers will be responsible for ensuring that staff 
(including Bank Staff) receive training, which appropriately reduces risk and enhances 
service provision during the execution of their duties.   
 
It will be left to the respective divisions to decide the level of risk requiring appropriate 
training strategy, i.e. whether such is defined as mandatory or statutory. However, all clinical 
areas which experience aggression and violence are expected to train up the appropriate 
number of staff to allow a safe and appropriate response to a violent incident, including the 
need for restraint. Moreover, all staff providing care to older adults and those with 
dementia will receive lawful and safe interventions in relation to restrictive practice 
management across all care and treatment settings within BCUHB. 


 


17. Links to Governance & Communications  
 
Divisions contemplating developing local policy or procedures specific to restrictive practice 
for their clinical areas should use this policy as a reference.  This will ensure that policies, 
protocols and guidelines are developed in line with BCUHB policy and Welsh Government 
Assembly guidelines. Issues relating to the use of restraints such as monitoring and data 
collection will be presented to Divisional Safety and Standards Groups.  
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Appendix 1 


 


 


MENTAL CAPACITY ACT 2005 – 10 key points 


1. Everyone aged 16 or over is assumed to have capacity unless proven otherwise.  
However, whenever a particular intervention or treatment is being proposed for a patient, 
the health professional has a duty on every occasion to assess that patient’s capacity to 
make the decision to agree to or refuse what is being proposed.  


2. Capacity only ever relates to a particular point in time and a particular decision that 
needs to be made.  A patient’s capacity can fluctuate and may recover. 


3. All practicable and appropriate steps should be taken to enable the patient to make the 
particular decision.  


4. A patient should not be treated as being unable to make a decision merely because their 
decision is unwise in your opinion. However, seek advice if a young person aged 16 or 
17 is refusing treatment, particularly when this decision is against the wishes of a person 
with parental responsibility. 


5. Somebody lacks capacity if they have an impairment or disturbance of the mind or brain 
and they are unable to do one or more of the following: understand or, retain or weigh 
up the information given to them or if they are unable to communicate a decision.* 


6. If a patient is assessed as lacking capacity to make a particular decision, the health 
professional or treating team (the decision maker(s)) has to decide whether the patient 
should undertake the intervention or treatment in their best interests on their behalf.  


7. When making best interest decisions, decision makers should do all of the following: 
encourage the patient’s participation, identify all relevant circumstances, find out the 
patient’s views, avoid discrimination, consider whether the patient will regain capacity, 
consult others and use the least restrictive option of treatment. Any decision made under 
the Mental Capacity Act is protected by law if the requirements and terms of the act are 
followed and documented correctly. * 


8. Where necessary, proportionate and reasonable restraint that is necessary to prevent 
the patient from harm can be used to implement best interest decisions. However, 
authorisation to deprive the patient of their liberty under the Deprivation of Liberty 
Safeguards may have to be applied for in cases where the patient is under continuous 
supervision and continuous control and not free to leave 


9. Patients may have appointed an Attorney under a Lasting Power of Attorney or a Deputy 
appointed by the Court who can make personal health (medical) and welfare decisions 
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on their behalf if they lose capacity. They may also have an advance decision to refuse 
certain treatments, which is legally binding if valid and applicable.  Advanced statements 
detailing the patient’s past and present wishes and feelings are not legally binding upon 
the decision-maker, but ought to be seriously considered when best interest decisions 
are made. 


 


 


10.  In certain situations, a patient who lacks capacity and who has no-one else to represent 
them or no-one appropriate to consult, has a right in law to the support of an  


 


Independent Mental Capacity Advocate (IMCA). An IMCA must be instructed by the 
decision-maker, when serious medical decisions or a prolonged stay in (or move to) a 
hospital or care home is proposed. An IMCA may be instructed for care reviews. In adult 
protection cases an IMCA may be instructed, despite the availability of friends or family. 
An IMCA makes recommendations about what is in the patient’s best interests, but does 
not make decisions on behalf of the decision maker.   


* Use the ‘Assessment of Capacity’ and 'Best Interest Decision' form to assist you. 
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Appendix 4 
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Appendix 5                                                                               


Positive Behavioural Support Plan 
 


 
 
                                                                                         Ward: 
  


                                                                                   Named Nurse: 
 
                                                                                   Date: 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


These are the early signs that behaviour is escalating: 
 


These are the behaviours that other people may find 
challenging or risky: 
. 


Slow triggers for behaviours (These are the events that build 
up slowly and may affect behaviour over time): 
 


 
 
 
 
 
 
 
 
 


Fast triggers for behaviours (These are the events that may 
immediately affect behaviour): 


 


 
 
 


 


 


 


 


 


 
  


What may be the reasons for the behaviours? 
 
 


 
PATIENT I.D. 


 LABEL 
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Staff Signature:                                                                                         Date Reviewed: 
 
Patient Signature:                                                                                     Date Reviewed: 
 
Carer Signature:                                                                                        Date Reviewed: 
 
Please tick if care-plan was completed on behalf of patient. 
  


Primary Prevention: What can reduce the risk of challenging 
behaviour. (Prevent triggers from occurring) 


 


 


 
 
 
 
 
 
 
 
 
 


Secondary Prevention: What can be done to reduce the 
impact of triggers. 


 
 
 


Crisis Management: How to Provide Support in a Crisis. 
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Appendix 6 
 


Dynamic Appraisal of Situational Aggression (DASA) 
 


Instructions for Use 
 
The Dynamic Appraisal of Situational Aggression (DASA) allows for the risk of aggression to be 
assessed on a day-to-day basis. It is a simple, efficient tool which should be filled out by the 
patients’ key-worker (e.g. named nurse) and should take about five minutes to complete. The 
results will give an indication of the likelihood of aggression being exhibited by the patient along 
with suggested actions to mitigate the risk. 
  
Step 1 
The DASA chart should be filled out at the same time each day so that a consistent 24 hour 
period is assessed. The person completing the assessment will be required to gage seven 
behaviours over the past 24 hours and provide a score against each. If the behaviour is present 
then a score of 1 is given and if the behaviour is absent then a score of 0 is given For example, 
when scoring the patients’ level of irritability – if they are calm and relaxed whilst alone or in the 
company of others , a ‘0’ should be recorded. If however, they are easily annoyed or angered 
and unable to tolerate the presence of others, a ‘1’ should be recorded. 
 
N.B.  Where a well known patient habitually exhibits behaviours such as irritability but 
has not become aggressive, a score of ‘0’ should be recorded. 
 
Step 2 
Having completed the chart, they key-worker should total the score and record this. The total 
score will indicate the level of risk (low, moderate or high) and the appropriate action should be 
taken as indicated in the ‘Actions Required’ section.   
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DASA Simplified Scoring Guide 
 


0-1 = Low Risk       2-3 = Moderate Risk      4-7 = High Risk 
  


Name:                                              Ward: Score 


Item Basic Description of Patient 
*Relating only to past 24 hours* 


Mon Tue Wed Thu Fri Sat Sun 


Irritability 
 


0 = Has been calm and relaxed. They are 
comfortable and relaxed in the company of other 
patients and staff. 
 


 
 
 


      


1 = Is considered easily annoyed or angered and 
unable to tolerate the presence of others. 
 
 


Impulsivity 
 


0 = Has been affectively and behaviourally stable. 
 
 
 


       


1 = Has been sudden, impulsive and unpredictable 
in their affect or behaviour. 
 
 


Unwillingness to 
follow directions 


0 = Is generally compliant with any requests and 
directions. 
 
 


       


1 = Becomes angry and/or aggressive when they 
were asked to adhere to some aspect of their 
treatment or to the ward’s routine. 
 


Sensitivity to 
perceived 
provocation 


0 = Does not tend to get angry or see everything 
around them as provocative. Not being overly 
sensitive or provocative. 
 


       


1 = Has tended to see others’ reactions as 
deliberate and harmful. May misinterpret others’ 
behaviour or respond with anger in a 
disproportionate manner to the extent of 
provocation. Over sensitive and quick to anger. 
 


Easily angered 
when requests are 
denied 


0 = Is calm and accepting when they are asked to 
wait whilst their request is attended to. Understands 
and accepts if their request is unable to be fulfilled 
at that time. 
 


       


1 = Has tended to become angry when their 
requests have not been granted immediately. Does 
not accept the delay in gratification of their request. 
 


Negative attitudes 
 


0 = No negative attitudes apart from occasional 
pessimism. 


 


       


1 = Definite/serious negative attitudes exhibited.  
 
 


Verbal Threats 
 


0 = Has not been verbally aggressive. 
 
 


       


1 = Verbally aggressive or has displayed a verbal 
outburst (more than just a raised voice) where there 
is a definite attempt to intimidate or threaten another 
person. The person may shout angrily, insult others 
or curse. 
 


Total Score:        







Page 28 of 31 
MHLD 0047 Restraint Policy Version 2                                                  
Paper copies of this document should be kept to a minimum and checks made with electronic version to ensure 
the version to hand is the most recent                              


 


 
 


Actions Required Based on DASA Scores 
 


Score Level of Risk Actions Required 


0-1 Low Continue with the positive behavioural support plan’s 
primary prevention strategies 
 


2-3 Moderate The patient should be monitored for additional indicators 
of risk 
 
Implement the positive behavioural support plan’s 
secondary prevention strategies 
 


4-7 High The patient should be monitored for additional indicators 
of risk 
 
Implement the positive behavioural support plan’s 
secondary prevention strategies 
 
Consider the positive behavioural support plan’s crisis 
management strategies 
 
Consider undertaking a clinical team review 


 
 
Persistent moderate/high scores may indicate a need for the clinical team to review care and 
treatment programmes (care plans, medication, involvement of other agencies, 
supervision/observation levels, risk management strategies etc). 
 
Wards with high number of patients scoring high risk: 


 Are there any know dynamic tensions (conflict) between individual patients? If so, 


tensions should be discussed and attempts at remediation considered. 


 Consider enhancing environmental security e.g. Give warm drinks rather than hot 


until the risk is reduced, remove items which may be dangerous etc.  


 Consider the skill /gender mix of the staff on duty. 


 Identify an appropriate response plan. 
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Appendix 7 


Physical Restraint Clinical Pathway 


CHALLENGING BEHAVIOUR 


PRESENT 


Implement Primary Preventative 


Interventions 


Implement Secondary Preventative 


Interventions 


If restraint is considered necessary: 


 Ensure intervention is 


proportionate, justifiable 


and reasonable 


 Ensure there is a registered 


clinician present 


 Note time restraint started 


 Monitor vital signs 


 Continue with primary and 


secondary interventions 


 


Following restraint 


Consult Physical 


Restraint 


Reporting Guide 


Monitor and record 


vital signs and physical 


observations for a 


minimum of 24 hours 


Record on Datix 


and complete all 


mandatory fields. 


Record in clinical 


notes 


Provide post incident 


support and de-brief 


Review care plan 


Review Risk 


Assessment 


Review DASA 


Notify relevant 


persons 
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APPENDIX 8 
 


COVID-19:  Guidance on the use of Personal Protective Equipment (PPE) 
during Restrictive Physical Interventions (RPI) 


COVID-19 is a highly infectious respiratory disease caused by novel corona virus. For staff 
who may have to utilise restrictive physical interventions, this generates an infection 
transmission risk associated with close proximity/physical contact which may be exacerbated 
given the potential for increased transmission of oral fluids through shouting, spitting and 
biting. 
Implementing restrictive physical intervention with a person who is suspected or confirmed as 
COVID-19 positive should be considered one of the highest infection risk procedures that will 
be carried out in mental health in-patient services. To mitigate these risks, the following 
guidance represents the most up-to-date evidence based practice relating to minimising risk 
during RPI activities: 


 
 
 
 
 


 


 


 


 


 


 


 


 


Face 
Masks


• Fluid repelant surgical face masks must be worn -These have proved 
viable in Restrictive Physical Intervention scenarios without presenting 
significant difficulties other than a tendency for the wearer to 
experience mild discomfort due to raised temperature resulting from the 
face covering.


EyeShields
& Visors


• Eye Shields/Visors must be worn - Preliminary tests have indicated that 
these are effective when used during Restrictice Physical Intervention 
scenarios. There appears to be minimal condensation resulting in 
diminished vision. NOTE - There can be issues these being dislodged 
during episodes of RPI which may require the availability of another 
person to replace headwear for those engaged in implementing holds. 


Gloves


• Gloves must be worn - Rubber gloves and elbow length gloves have 
proved effective during episodes of Restrictive Physical Intervention. 
NOTE - There is an increased risk of pinching the skin for those subject 
to RPI due to the increased grip that can be achieved from the glove 
over that that would normally be experienced by the naked hand. 
Caution should be excercised particularly with Older Adults.


Preliminary tests indicate that 
aprons prove a hindrance to 
those engaged in Restrictive 
Physical Intervention and 
become easily displaced or 
ripped off - thereafter providing a 
slip hazard. At this stage, 
significant caution should be 
given to the use of aprons 
during RPI. 
 


Pl
as
ti
c 
A
pr
o
n
s 


! 
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 As with current practice, it is important that any restrictive interventions are only used 


when absolutely necessary and in the context of infection risk are underpinned by the 


usual principles of proportionality, necessity and reasonableness.  


 


 Where the likelihood of RPI being utilised is foreseeable, for example where the DASA 


risk score is above 4, the patients Positive Behavioural Support Plan should account 


for the additional risk of COVID-19 and include appropriate mitigations of risk.  


 


 Considerable care should be taken when putting on PPE as this could perceived as 


threatening and may suggest that the decision to use physical interventions has 


already been reached. Staff should offer reassurance and emphasise the intention of 


attaining non-confrontational resolutions.  


 
 


 During any restrictive physical interventions, staff should be careful not to touch their 


own faces, for example, to wipe their brow as this can increase the risk of viral 


transference. 


 


  An additional member of staff will be required to wear the PPE to act as a ‘relief’ 


person for any staff member who has had their PPE dislodged or damaged during 


restraint.  This will give the ‘outgoing’ staff member the opportunity to re-apply PPE 


and then become the ‘relief’ person. 


 


 Post Incident, when taking off the PPE, a ‘buddy’ system should be employed to help 


ensure that PPE is removed in the correct order and hands are sanitised prior to 


proper hand washing later. A change of scrubs will be required. 


 


 Any subsequent post- examination of the individual who was subject to restraint 


should be conducted as usual – again with staff wearing appropriate PPE.  


 


 The PPE should be treated as clinical waste and placed in an ORANGE bag (for 


infectious clinical waste). 


 


 ALL incidents of RPI regardless of intensity or duration and including those regarded 


as ‘clinical holding’, ‘therapeutic touch’ or ‘safe holding’ which involve a person 


suspected or known to be COVID-19 positive should be reported via DATIX. 


 


 






