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	Ein cyf / Our ref: 110/23/FOI 


	Dyddiad / Date: 26/06/2023


Further to your request for information dated 3rd June 2023, I am pleased to provide the following response. 
Your request:
If any hospitals within Betsi Cadwaladr University Health Board (BCUHB) provide seclusion rooms as part of the Health Board’s mental health services, please provide a copy of your seclusion policy.
Our response:

Please refer to the document embedded below.
Please note that this policy is currently under review hence the draft watermark. This is to ensure that all staff are aware it is under review. A new version will be available once ratified.  

[image: image1.emf]MHLD 0002 DRAFT -  Seclusion & Long Term Segregation Policy -V0.2_redacted.pdf



We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg
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Details of changes 


since last review 


The statutory scheme, while providing for the Secretary of 
State to give guidance, deliberately left the power and 
responsibility of final decision to those who bear the legal and 
practical responsibility for detaining, treating, nursing and 
caring for patients. 
 
The Board's policy defines a procedure for seclusion and long 
term segregation which does not permit arbitrary or random 
decision-making and the rules are accessible, foreseeable 
and predictable. 
A new section has been created to include ‘Long Term 
Segregation’ as the previous policy did not include any detail 
for patients who were being nursed in this way. 
The revised policy also includes information regarding the 
Dynamic Appraisal of Situational Aggression (DASA) 
predictive measurement tool as a means to assess patients 
who are displaying or have the potential to display aggressive 
and violent behaviour. 
The review schedule to include reviews during the night have 
been amended to ensure that the review time scales are 
achievable within the division. 


 
N.B. Staff should be discouraged from printing this document. This is to  avoid  


the  risk  of  out  of  date  printed  versions  of  the document.  The Intranet 
should be referred to for the current version of the document 
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1. Introduction & Aims 


The purpose of this policy is to guide staff in the appropriate implementation of seclusion in 
designated in-patient settings within the MHLD division and to ensure that patient care is 
delivered to a high standard in line with current national guidelines. 


  


2. Policy Statement 


The Board recognises the importance of the Mental Health Act 1983 Code of Practice for 
Wales (revised 2016) and has incorporated its principles into this policy. It is the 
responsibility of all members of the Patient Care Team and their managers to ensure that 
seclusion is used as described within this policy. They are also responsible for ensuring 
that they record, monitor and review their use of seclusion and collaborate with the 
managerial arrangements for monitoring seclusion in their service. 
 


3. Objectives 


This policy will enable staff to safely, legally and ethically implement seclusion as a last resort 
in managing extreme behaviours which challenge. 
 


4. Scope 


This  document  is  relevant  to  all  staff  working  in  areas  within  Betsi  Cadwaladr 
University Health Board where patients may be subject to seclusion, and for those with 
specific roles in the Seclusion process. 
 


5. Roles & 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  
 
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. Principles 


The Mental Health Act 1983 Code of Practice for Wales (revised 2016) defines seclusion as: 
 
“…the supervised confinement of a patient in a room, which may be locked”. 
 
It is recognised that in extreme circumstances where a patient is being violent or aggressive 
and all other options have been considered, as a last resort, seclusion may be the option that 
presents the least risk and is likely to be of most benefit to the patient concerned. 
 
There are currently three designated seclusion rooms within the BCUHB Mental Health and 
Learning Disability Division – One is located in Mesen Fach and serves the Learning Disibility 
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population, the second is located in the Hergest Unit which serves the adult population but is 
alo accessible and older adult services, and the third is located in Ty Llywelyn which serves 
the forensic population. At all times seclusion must be: 
 


 Based on individual need 


 Used as a last resort. 


 Employed for the shortest possible time. 


 Never used as a punishment or threat. 


 Never used as a routine part of a treatment program 


 Must not be used due to staff shortages. 
 
Any patient confinement, even if agreed or requested by themselves (Code of Practice 
England 26.104), does not change the fact that the patient has been secluded and the same 
processes must be followed - it is essential that they are afforded the procedural safeguards 
of the code. 
 
The de facto requirement prior to secluding a patient is that the person should be detained 
under the Mental Health Act 1983 -   if a patient not detained is secluded in an emergency, 
staff must arrange a mental health assessment under the Mental Health Act 1983 immediately. 
 
NICE Guidelines recommend that seclusion be considered as an alternative to prolonged 
restrictive physical intervention. 
 


7. Sensitivity to Cultural and Spiritual Needs 


Betsi Cadwaladr University Health Board provides care for patients of various ethnic groups 
with diverse cultural and spiritual needs, treating people with dignity and respect at all 
times. 
 
The Board has the Equality, Diversity and Human Rights Policy (WP8) which the seclusion 
policy will take into account. 
 
Consideration must always be given to involving patients in their normal routine at the 
earliest opportunity and of ensuring that individual cultural and spiritual needs are identified 
and met throughout the episode of seclusion where practicable. 
 
Further consideration must be given to liaising and consulting with external agencies for 
advice and support if appropriate. 
 


8. Human Rights 


Betsi Cadwaladr University Health Board is aware of and compliant with its legal duties 
under the Human Rights Act 1998. 
 


9. Dignity, Respect, and Privacy 


Design and function of seclusion facilities within the Division must take into account need for 
privacy and dignity of the patient at all times. All clinical interventions during episodes of 
seclusion must also uphold these principles. 
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10. Hydration, Nutrition and Hygiene 


Patients in seclusion must be offered their normal diet, served at regular intervals. Regular 
fluids must also be provided as required, particularly during periods of hot weather, when 
on certain medications or when situations dictate. There may be occasions where a patient 
will require menu changes depending on risk factors which will be care planned and 
continuously reviewed for that patient. In such circumstances consideration must be given 
to placing the patient on a fluid monitoring chart to ensure basic hydration needs are 
met. Nursing staff are expected to make a note of times of planned and actual meals, 
clothing, and bedding and patient’s ability to attend to their own hygiene and the 
patient’s participation in the decision making process. 
 


11. Resources 


A  purposely  designed  and  designated  seclusion  room  is required which must  meet  
the  following criteria: 
The whole interior of the room can be observed by staff from outside – observation must be 
continual during the period of seclusion. 
 
To ensure effective communication during the seclusion period, the patient must be able 
to see staff and hear them. 
 
Ideally the door of the room must open outwards. Where this is not the case, it is the 
responsibility of the ward manager to discuss refurbishment with the Estates Department. 
 
The door of the room is lockable and entry can be gained easily and quickly in an 
emergency. The seclusion door key will be held by a designated qualified nurse and a 
second key will be kept in secure storage on that ward. 
 
Any furnishings and fittings in the room have been checked for possible risk (to self and 
others). 
 
A bed/mattress is available for the patient to rest on.  
 
The patient is appropriately clothed and the room is heated or ventilated or both, as 
dictated by the external and internal temperature variations and the clothing worn by the 
patient.  Ideally, the regulating mechanisms must be outside the room. 
 
The patient being secluded has access to appropriate toilet facilities. 
 
The patient being secluded must be encouraged to communicate by which ever means is 
suitable or through an interpreter if necessary, with the observing nurse.  
 
There must be a clearly visible display showing the time, day and date to assist with 
patient orientation. The time display must be 24 hour or clearly state whether it is daytime 
(a.m.) or night time (p.m.) and must be inside the room if safe and practicable or  
alternatively clearly visible outside. 
 
The seclusion facility must be maintained in adherence to national standards. 
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12. Seclusion practice 


The decision to seclude a patient will be made by the nurse in charge of the ward or the 
patients RC. The nurse in charge at any point directs the procedure and assumes 
responsibility for ensuring the policy is followed. If the nurse in charge has been assaulted 
by the patient concerned, this role may be delegated to another suitably experienced 
registered nurse if available. The nurse in charge will inform the patient of the rationale for 
the seclusion, as soon as is practicably possible.   Once seclusion  has  commenced  
then  an  exit  plan  must  be  devised  and  considered throughout the seclusion process. 
 
The  ward  doctor  or  duty  doctor (outside of office hours ) must  be informed  of the  
decision  to implement seclusion and must attend immediately. An entry must be made in 
the patient’s notes and on the Seclusion Recording form, detailing the doctor’s attendance. 
 
The nurse bleep holder (or equivalent) on duty for the unit/clinical area must  be  informed 
immediately and patient’s Consultant/ Responsible Clinician (RC) or  nominated  deputy,  
must  be  informed as soon as is practicable.  The nurse bleep holder (or equivalent) will, in 
consultation with ward staff, inform other staff i.e. modern matron or service manager or 
head of nursing. Outside of office hours the bronze on-call (mental health /learning 
disability directorate) must be informed. 
 
If the Doctor fails to attend within 3 hours from when Seclusion commenced then 
a DATIX form must be completed. 
 
The Department  of Health publication  ‘Positive and Proactive Care: reducing the need 
for restrictive interventions’ (April 2014) provides clear guidance relating to the seclusion  of  
informal  patients  and  staff  must  familiarize  themselves  with  this document (Para’s 88 & 
89). If during an emergency, an informal patient is secluded then an assessment must be 
undertaken promptly to determine whether the person will be detained under the MHA.  The 
patient’s valuables or any other belongings considered to be potentially harmful must be 
removed from the patient in accordance with:  Searching Patients and their Property Policy 
(MHLD 0013) 
 
Any potentially harmful or dangerous items must be removed from the person and pockets 
and clothing checked - where possible this will be in accordance with advance directives 
and will always take account of the effects of removing items that minimise any 
sensory disability e.g. hearing aid, spectacles etc. Anti-tear clothing will be made available 
should the risk assessment indicate that this is necessary to further safeguard the patient. 
 
It is possible that staff may have to use restrictive interventions in order to ensure the safety 
of all during an episode of seclusion and the requisite practices – staff must therefore refer 
to BCUHB ‘Physical Restraint Guidelines’ ref: SCH 016. 
 
When   a patient   has   been   medicated   under the Health Board’s   guidelines   for   
Rapid Tranquillisation, the nurse in charge is responsible for checking the patient’s vital 
signs before the seclusion room is vacated. The nurse in charge must also ensure that 
physical observations monitoring as described in the above policy are carried out where 
practically possible. If staff are unable to monitor any of these observations, they should 
record visual vital signs e.g. complexion, respirations etc.  
 
The reasons for not being able to carry out full observations must be clearly documented in 
the patient’s notes - however, further efforts need to be made to carry out these 
observations as soon as possible. Where it is agreed in the patient’s Positive Behavioural 
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Support Plan that family members will be notified of the use of restrictive interventions, 
including Seclusion, this should take place as indicated. 
 


13. Observation and Recordkeeping 


A  designated  member  of  staff  must  be  in  attendance  at  all  times  outside  the 
Seclusion Room and positioned so as to cont inua l ly and directly observe the patient 
in accordance with the Boards Observation and Engagement Policy (MHLD AC002).  
He/she must be relieved at regular intervals not exceeding two hours. The aim of the 
observation, as well as maintaining the patient’s safety, is to ascertain the patient’s mental 
state.  
 
The Seclusion Record documentation must commence immediately and an entry made 
in the multi-professional notes describing the behaviour and mental state of the patient 
prior to seclusion and detailing any other interventions that were used. 
 
A written and signed entry will be made at least every 15 minutes, by the observing clinical 
team member. 
 
The  Mental  health  Act  1983  Code  of  Practice for Wales (revised  2016)  requires  that  
the following reviews of the patient in seclusion must take place: 
 
Two registered members of the nursing team must review the client every two hours – 
this assessment must be carried out inside the seclusion room where possible. If it is 
unsafe for staff to enter the seclusion room, this must be clearly documented in the 
seclusion record documentation. The seclusion record must clearly show when a review 
has taken place, and the outcome of the review. 
 
A doctor must review the client every four hours – this assessment must be carried out 
inside the seclusion room where possible. If it is unsafe for staff to enter the seclusion 
room, this must be clearly documented in the seclusion record documentation. The 
seclusion record book must clearly show when a medical review has taken place, and the 
outcome of the review.  If the patient is secluded for 8 hours consecutively, or 12 hours in a 
period of 48 hours, a multi-disciplinary review should be completed by a senior doctor or a 
suitably qualified approved clinician, who should consult with nurses and other mental health 
professionals who were not involved in the incident which led to seclusion. Where an 
independent multi-disciplinary review takes place it is good practice for those involved in the 
original decision to be consulted in the review. (Code of Practice for Wales 19.41)  
 
It is essential that the seclusion record documentation provides a clear and accurate record 
of any use of seclusion. 
 
The decision to terminate seclusion will be taken by the nurse in charge of the ward in 
consultation with the unit doctor/deputy to the Responsible Clinician.  The Senior Nurse  
on  duty  for  the  unit/locality  will  need  to  be  informed.  All data to be appropriately 
recorded and signed i.e. Record of Seclusion Form / MDT notes. 
 
If a patient needs to be secluded again after termination of the initial seclusion, the 
seclusion policy must be re-implemented fully. 
 
Any incident of seclusion, the circumstances leading up to it and method of management 
must be discussed at the next meeting of the clinical team, with the patient present if 
appropriate.  The patient must be offered a de-brief around the events and decisions that 







 


MHLD 0002                                                                        
. 
 


Page 10 of 39 


led to their seclusion. Following any incident where seclusion has been used, a review of the 
risk assessment and the care plan must take place.   
 


14. Review Schedule 


The purpose of the review is to assess the patient’s safety and well-being, reassess mental 
state and to check for any improvements in their condition which would indicate termination 
of seclusion. 
 
All reviews must be done by direct contact with the patient wherever possible and safe 
to do so.  
 
Reviews  must  be  ideally undertaken  within  the  seclusion  room  but  only  when  it  is 
considered safe to do so. 
 
The review schedule would be:  
 


 Within first 3 hours by a doctor  


 Every two hours by two nurses (one of whom was not involved in the decision to 
seclude) throughout the period of seclusion. 


 First day at 4, 8, 12 and 24 hours by a doctor or approved clinician 


 Day 2 to Day 6 - twice per day by a doctor or approved clinician. 


 Day 7 onwards - three reviews by a doctor or approved clinician i n  every 7 days 
(one being by the responsible clinician or deputy) 


 Daily by a multi-disciplinary team (to include responsible clinician or deputy) 
 


In addition to these reviews there must also be a layer of objective review:- 
 


 A review by a senior nurse (not involved in the decision to seclude) within an hour of 
commencement of seclusion 


 A daily review by a senior nurse who is not a member of the patient’s care team. 


 The PICSS lead 
 


15. Reviews during the Night 


The Mental Health Act 1983 Code of Practice for Wales (revised 2016) allows for 
alternative review arrangements during the night. The Health Board recognizes the value 
in allowing patients uninterrupted sleep and the potentially disturbing nature of reviews 
during the night. 
 
Where a patient appears to be sleeping, a clinical judgment needs to be made on whether 
it is appropriate to wake them for a medical review. In such instances the doctor's 
attendance for the medical review may be replaced by a telephone review with the nurse 
in charge. 
 
The decision to hold a telephone review needs to be agreed jointly by the doctor and nurse 
in charge of the ward and will only be agreed on an individual basis subject to the patient 
being asleep at the time the review is due. In the absence of a positive decision to have 
a telephone review, the default position will be that the doctor attends for the medical 
review. It is the duty of the deputised doctor to carry out the reviews if necessary. 
 







 


MHLD 0002                                                                        
. 
 


Page 11 of 39 


When there are specific concerns around the physical health of the patient, the default 
position of the doctor attending for medical reviews must continue during the night. If the 
patient is asleep these reviews must be carried out in such a way that the doctor can 
satisfy themselves that the patient is safe and that any concerns for physical health and 
wellbeing can be addressed safely. 
 
When the patient is asleep, the two hour nursing reviews must be carried out in such a 
way that the registered nurse can satisfy themselves that they are safe whilst causing 
minimal disturbance. 
 


16. Ending Seclusion 


All patients will have an Exit Plan when they are placed into seclusion. The nurse in charge 
of the ward can end seclusion at any time. When it is ended, all relevant personnel,  
including  the  patient’s  responsible  clinician  and  members  of the care team  must  be  
informed  as  soon  as  possible  and  a  post  seclusion  care  plan formulated to manage 
the patient in the period following the seclusion. 
 
 
The ward doctor or duty doctor and any other professionals involved must be informed of the 
decision to end seclusion. An entry must be made in the patient’s clinical notes and on the 
Seclusion Recording form, detailing the doctor’s attendance if necessary.  
 


17. Medication 


Regular prescribed medication should be administered as usual unless there are cogent 
reasons not to, for example, concerns for the safety of staff entering the seclusion room. 
Any omissions should be documented as per Medicines Code MM02. When 
intramuscular/Intravenous medication has been administered staff must follow the Rapid 
Tranquillisation Protocol (MHLD 0004). 
 
Should any concerns arise regarding the patient’s physical health, medical advice should be 
sought immediately. 
 


18. Children and Young People 


Children and Young People’s services are generally not expected to utilise seclusion, and  
do  not  have provision of  designated  seclusion  facilities  within  their  inpatient  units. 
However in exceptional circumstances, young people (16-18 year olds) who are cared for 
and treated within adult services, where seclusion facilities are available,  may be cared for 
in “single person wards” or “enforced segregation” . In these occurrences, it will be deemed 
that seclusion is utilised. In the event that seclusion is used, a multidisciplinary team  review 
and discussion will occur within one hour.  If the multidisciplinary team cannot convene 
within one hour, the review will take place between nursing and medical staff. It is 
expected that there will be nursing and/or medical input to this review from the Children and 
Young People’s service. 
 
All staff to follow the arrangements laid out in – MH02 Protocol for the Exceptional 
Admission of Children under the Age of 18 Years to an Acute Psychiatric Inpatient Unit. 
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19. Post Incident Review and Analysis 


Once the person has been secluded, the nurse in charge will ensure that a post 
incident review takes place with any other person or staff affected by the incident. 
 
The post-incident review must address: 
 


 What happened during the incident  


 Any trigger factors 


 Each person's role in the incident 


 How they felt during the incident 


 How they feel at the time of the review, How they may feel in the near future 


 What can be done to address their concerns (NICE guidance 2005) Patient 
Outcomes 


 The person who was secluded will be provided with a post incident review as 
described above where practicable and appropriate with account being taken of 
their individual needs and capacity to retain the information. This is likely to be when 
seclusion has ended. However, the interactions with the person both whilst they are 
in seclusion and when seclusion is ending will start to address these issues. 


 
 


19.1. Service User Support 


The patient will be offered contact with advocacy services following al l  incidents of  
seclusion. 


19.2. Service Analysis by MDT Modern Matron  


The  MDT in collaboration with the Modern Matron will review,  develop  and  contribute  to 
the analysis  of the  incident  from  a  service  perspective. 


19.3. Independent Corporate and Practice Analysis 


The Mental Health and Learning Disability Clinical Programme Serious Untoward Incident 
Review Group will consider all incidents of seclusion from the above information and will 
initiate further independent review in response to individual or aggregated issues as 
necessary. 
 
The Service Manager will consider collated information in relation to the use of seclusion and 
produce a report for the Head of Operations on a monthly basis. 
 
In addition, the Service Manager will present the objective service review and analysis 
findings to the Matron for their area within their triumvirate group on a bi-monthly review. This 
will be used to identify and take action in relation to any practice issues, particularly from a 
Board nursing perspective. 
 


20. Areas to be Included in Seclusion Plan 


Where seclusion has been initiated, staff will complete a seclusion plan which will provide 
details such as:  


20.1. Basic Patient Information 


This must include name, date of birth, hospital identification number, ward, name of the 
responsible clinician and Internal Care Co-ordinator. 
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20.2. Information about Seclusion Episode 


This must include date and time seclusion commenced and reasons for same It must also 
make reference to the alternative interventions and strategies taken to prevent seclusion. It 
must also note any crisis plans in place. 


20.3. Assessment of Risk  


This must provide details of the perceived risk that gave rise to seclusion and of the continued 
risks that give rise to the need for its continuation. NICE guidelines NG10 states that 
clinicians should consider using an actuarial assessment tool rather than relying on clinical 
judgement alone- nursing staff will complete the DASA actuarial assessment on a daily basis.  


20.4. Management of Risk 


This must specify how identified risks must be managed. It must note access to potential 
weapons, levels of observation, patterns of association, type of clothing to be worn (eg. Anti-
tear suits), bedding to be used, use of toilet/showering facilities, access to reading materials, 
type of cutlery, number of staff needed to enter the room (min  3) etc. 


20.5. Activity 


This must identify and prescribe the activities that must be made available to the patient 
whilst in seclusion and association. This must include such things as access to reading 
materials, entertainment facilities, rehabilitation input, spiritual and psychological support, 
access to physical exercise and fresh air, and visits. It must specify the conditions under 
which these are to be facilitated. 


20.6. Working towards Ending Seclusion 


This must include the details of interventions and changes needed for seclusion to end 
(e.g. length of time for a settled mental state, symptom changes, cessation of threats etc). 
It must also include what pro-active strategies/approaches are to be used to assist this 
process, and a risk assessment for post seclusion management. 


20.7. Basic Patient Wellbeing 


This section must include information about the patient’s physical health and needs and any 
monitoring or interventions required   to   maintain   optimum   physical   wellbeing 
throughout the seclusion episode.  This section must make specific reference to dietary 
requirements and food/fluid monitoring, observations or clinical interventions if emergency 
parenteral medication given, and any reviews of medication required. It must note any 
specific communication needs and make reference to the patient’s view of the seclusion 
episode. 
 


21. Guidelines for Clinical Reviews during Seclusion.   


The purposes of clinical reviews are to: 


 Take a fresh look at the situation and to assist in the decision as to whether seclusion 
must continue or end; 


 To make sure that the patient’s physical well being has been appropriately looked 
after; 


 To assist   in  the  formulation   of   a   continued management  plan or  


 To assist in the formulation of a plan for post-seclusion management (e.g. levels 
of observation) if seclusion is to end. It is good practice to ensure that there is a 
record of detailed consultation with the nursing staff, who will know what the 
patient’s current needs are. The doctor must make a note of the time they were 
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called, the time they arrived on the ward, any reasons for delay  if  applicable  
and  record  any  advice  from  the  approved  clinician  or nominated deputy (who 
must be contacted). 


 
The clinical review must encompass: 


 Behaviour  prior  to  seclusion,  the  nature  of  risks  and  indicators;  aggression 
and/or threats of physical violence. Potential predictors of physical violence (as 
shown by past behaviours).  Possession of implements without plausible 
explanation. 


 Present   behaviour;   expression   of   remorse/apology and general level   of 
cooperation.  Explanation given regarding action plans prior to seclusion. 


 General physical status; sleep, diet, fluid, BP/pulse and any evidence of trauma that 
needs escalating. Document when the last medication was given and whether 
further medication will be required. 


 Decision and instructions; a decision will be made as to whether seclusion should 
continue. This will be recorded in the clinical notes. In the event of seclusion 
continuing the time of the next review will be indicated.  


 


 Other relevant information. 
 


22. Long Term Seclusion  


There may be a small number of patients who exhibit behaviours that challenge that are 
sustained and therefore not amenable to short term seclusion. These patients may benefit 
from extended durations of seclusion. 
This group of patients may present a constant risk to others and may not respond to a 
short period of seclusion in order to safely manage their violence and aggression. The 
clinical team may judge in these cases that if the patient were to mix freely in the general 
ward environment other patients or staff would continuously be open to the potential of 
serious injury or harm (Code of Practice). 
Consideration must be given to the long term needs of patients who are subject to long term 
seclusion for example, reasonable access to hobbies and interests where safe, contact with 
next of kin and solicitors etc. Consideration must also be given to the patients longer term 
personal hygiene needs, for example nail care, hair grooming and for females menstrual 
hygiene needs. 
Where patients are subject to longer-term seclusion (i.e. Patients who are in seclusion for 
longer than 7 days) the Safeguarding team should be informed.  
 
The following reviews will take place and will be co-ordinated by the clinical team: 


22.1   Nursing Reviews 


The patient will be seen by the nurse in charge of the ward every 4 hours. The aim of this is to 
ensure that the patient’s health and wellbeing are evaluated and that the current presentation 
and mental state are assessed to ensure their needs are being met. 


22.2   Medical Reviews 


A minimum of daily medical reviews must be undertaken- where appropriate these can be 
conducted via telephone calls. The RC or deputy should attend in person as a minimum 3 
times a week, unless the clinical presentation of the patient indicates more frequently.  The 
frequency of reviews must be documented in the management plan. 
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22.3   Care Team Reviews 


There must be three multi-disciplinary reviews undertaken each week by the patient’s care 
team to include the Responsible Clinician or deputy. The care team must see the patient 
prior to these reviews. 


22.4   Objective Reviews 


Weekly objective reviews should be undertaken by the following professionals who are not 
directly involved in the events leading up to the patient being secluded: 
 


 Approved Clinician who is a Doctor or 


 An Approved Clinician who is not a Doctor 


 A registered Nurse 


 IMHA (in cases where the patients have one) 


 The PICSS leads 
 
Details of the review  must  be  recorded  in  the  patient’s  clinical notes alongside  the 
rationale for  continuing  longer-term  seclusion; the review should  highlight progress and 
any relevant care issues. 
 
The review is not a decision making process in that whilst it may offer advice on future 
management to the care team, it must not unilaterally make a decision regarding the 
continuation or termination of the seclusion episode. The review must include: 


22.5   A review of the documentation 


This must include whether the following information is present and completed: 
 


 Seclusion care plan 


 Nursing observation sheets 


 DASA 


 Nursing and medical reviews 


 Note any missing or inaccurate documentation 
 


22.6   A review of seclusion episode 


This must include a review of: 
 


 The reason for seclusion 


 Alternatives attempted prior to commencement of episode 


 The activities available during the episode 


 The seclusion care plan to ensure it is comprehensive 


 The process by which seclusion will be terminated 


22.7   Interview with the Patient 


This must include review of patient recollection of reasons for seclusion, concerns or 
complaints, and assessment of behaviour and mental state. 


22.8   Interview with Staff 


This must include discussion about risk assessment and management issues, reasons for 
seclusion continuing and issues of concern that may be preventing or delaying termination 
of the episode. 
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22.9 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 assessed. 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. 
 
The level and frequency in which staff are trained in the use of seclusion 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.   


 


23. Long Term Segregation (LTS) 
 


THE CODE OF PRACTICE DEFINITION OF LONG-TERM SEGREGATION: 
 
The Mental Health Act Code of Practice for Wales (2016) does not provide a definition for 
long term segregation therefore staff are advised to follow the guidance contained within The 
Mental Health Act Code of Practice for England (2015) paragraphs 26.150 – 26.160.   
 
Long-term segregation (LTS) is defined as:  
“...a situation where, in order to reduce a sustained risk of harm posed by the patient to 
others, which is a constant feature of their presentation, a multi-disciplinary review and a 
representative from the responsible commissioning authority determine that a patient should 
not be allowed to mix freely with other patients on the ward or unit on a long-term basis. In 
such cases, it should have been determined that the risk of harm to others would not be 
ameliorated by a short period of seclusion combined with any other form of treatment. The 
clinical judgement is that: If the patient were allowed to mix freely in the general ward 
environment, other patients or staff would continue to be exposed to a high likelihood of 
harm over a prolonged period of time.” (MHA CoP, para 26.150) 
 
Where a patient is segregated for 72 hours or longer, this will be regarded as Long-
term segregation. 
 


When should LTS be considered? 
LTS may only be considered when: 


 All other forms of treatment and management have been deemed ineffective/ 
inappropriate (e.g. Positive Behavioural Support plans including those to manage 
incidents of violence and aggression, rapid tranquilisation and seclusion). 


 It is in the best interests of the patient. 


 It is proportionate to the likelihood and seriousness of the harm threatened. 


 There is no less restrictive alternative. 







 


MHLD 0002                                                                        
. 
 


Page 17 of 39 


 A patient may be felt to require LTS after a period in seclusion, when attempts to end 
seclusion have failed repeatedly due to ongoing high risk of harm towards others. In 
such cases, a decision should be made by the MDT and the patient’s Responsible 
Clinician about whether the use of LTS may be more appropriate than long periods in 
seclusion. 


 
*LTS may only be considered for patients detained under the MHA 1983* 
 
 Who needs to be involved in decisions relating to LTS? 
 Discussion must take place with the patient and their relatives or carers or advocate.  
The Code of Practice states that “…when consideration is being given to long-term 
segregation, wherever appropriate, the views of the person’s family and carers should be 
obtained and taken into account…” (MHA CoP, para 26.150) 
 
LONG-TERM SEGREGATION ENVIRONMENT 
The CoP states “…the environment should be no more restrictive than necessary. This 
means that it should be as homely and personalised as risk considerations allow…” (MHA 
CoP, para 26.151) 
 
In addition to the minimum facilities required for seclusion, a patient subject to LTS must 
have access to:  


 Relaxing lounge area 


 Secure outdoor areas 


 A range of activities of interest and relevance to the patient 
 


INITIATION OF LONG-TERM SEGREGATION 
The initiation of a long term segregation must be determined and agreed by the patient’s 
MDT. A rationale for this decision must be clearly documented in the patient’s notes. 
 
Who else must be consulted when initiating LTS? 
A decision to place a patient in LTS may only be made by the patient’s Responsible Clinician 
and the multi-disciplinary team. Others who must be consulted: 


 The views of the patient and his/her family/carers should be sought and taken into 
account. 


 The patient’s Independent Mental Health Advocate (IMHA). 


 The Medical Director or Nursing Director. 


 If it is felt that the patient may lack capacity to understand the rationale for 
LTS, a capacity assessment must be carried out. If the patient does lack capacity, all 
decisions made in his/her best interests should be documented. 


 The local safeguarding team. 


 PICSS team. 
 


CARE OF THE PERSON IN LTS 


 The CoP states that “…patients should not be isolated from contact with staff or 
deprived of access to therapeutic interventions” (MHA CoP, para 26.152) 


 Services must make an assessment of the appropriate enhanced observations 
required for supporting the patient and for the safe management of the patient’s 
sustained risk of harm to others. This will be a minimum ratio of 2 staff members per 
patient. 


 
Nursing staff who are supporting the patient in LTS must make regular written records 
of the patient’s condition in line with good practice guidance. 
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Should it be necessary for a patient to be placed in seclusion while they are in LTS, the 
procedure for seclusion as laid out in this policy should be followed. When seclusion is 
terminated, if deemed necessary then the patient will return to LTS. 
 
REVIEWS DURING LTS  
Every formal review should determine if the risks have reduced sufficiently to allow the 
patient to be integrated into the wider ward community and to check on their health and 
welfare. Less restrictive means of managing the patient’s risks towards others must be 
considered at every stage. 
Staff supporting patients who are long term segregated must make written records on their 
condition on at least an hourly basis (Appendix 4) 
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REVIEWS FOR LONG TERM SEGREGATION 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


 
 


The decision for long term segregation is based on the clinical judgement of the 
Multidisciplinary Team (MDT). 


There is no specified time frame. This decision will be informed by the view on long-term risk 
and in consideration of the definition of long-term segregation as outlined in the English CoP 


(see 26.150) 
At this point; 1) The local Safeguarding Team are notified, 
                     2) Approval is sought from the relevant Hospital Managers 


  3) Approval is sought from the Medical Director for the division 
                  4) Approval is sought from Director of Patient safety (local division only) 


 


The patient’s situation should be reviewed by the Responsible Clinician (RC) daily. 
The purpose of this review is to determine whether the risks have reduced sufficiently to allow 


the patient to be integrated into the wider community 


A minimum of 3 medical reviews weekly will be in person 
At least one of these reviews will be by the Responsible Clinician (RC) or duty RC. 


The remainder by medical staff who may not be Approved Clinicians (AC) and are not directly 
involved in the patients care 


All other reviews will be facilitated by consultation with the professional in charge of 
the ward and documented in the patient’s notes 


A full multidisciplinary review of Long Term Segregation (LTS) will be held weekly, this  
must include a member of the PICSS team 


 


The decision to end Long Term Segregation (LTS) should be taken by the 
Multidisciplinary Team (MDT) including, where appropriate, the patient’s 


Independent Mental Health Advocate 
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LTS will be reviewed as follows: 
 


Hourly Observations 
Staff supporting the patient in LTS should make regular records in the patient’s clinical notes 
to include an assessment of their mental state, behaviour and risks to self or others.  
 
Weekly Reviews 
During these reviews consideration should be given to whether less restrictive alternatives of 
managing the patient’s risks are appropriate and to consider whether a fuller therapeutic 
programme, including, where appropriate, access to visitors is relevant. Where successive 
MDT reviews determine the continued use of LTS, more information, including a completed 
DASA assessment should be available to demonstrate its necessity and determine why the 
patient cannot be supported in a less restrictive manner (MHA CoP, para 26.159). The Code 
also requires periodic review of LTS by a senior professional not involved with the case 
(para 26.155). To meet this requirement, a weekly review of the patient and the treatment 
plan must be undertaken by a consultant psychiatrist who is not otherwise involved in that 
patient’s care. The psychiatrist will record the decision to continue LTS in the clinical notes. 
 
Review of Extended Long-term segregation 
If LTS continues beyond three months, a comprehensive review must be undertaken by an 
external hospital. The clinicians involved in this review must discuss the care of the patient 
with the patient’s family, IMHA and the hospital managers. A written report should be 
provided to the detaining authority. This review must be repeated every 3 months as long as 
LTS continues. This must be documented in the patient’s notes as a “Long-term Segregation 
– Periodic Review”. 
 
LTS CARE PLAN 
Staff must complete a LTS Care Plan for the patient which should be recorded in the 
patient’s notes.  
 
What should be in the Care Plan? 
Every patient in LTS must have a specific LTS treatment plan. This should be prepared with 
input from the patient, where possible. 
The aim of the treatment plan should be to end LTS (MHA CoP, para 26.152) 
The LTS treatment plan should clearly state why LTS is necessary and should be supported 
by a comprehensive risk assessment and therapeutic plan. 
The LTS treatment plan must detail the steps and therapeutic goals to be achieved in order 
for LTS to be terminated. 
 
Who should we share the LTS care plan with? 
The patient will have access to a copy of the LTS treatment plan, where possible. 
If this is not appropriate or possible, the patient must be informed of the steps and 
therapeutic goals they need to achieve in order for LTS to be terminated. 
 
Patient’s in LTS, and their relatives/carers will be given information by the Ward 


 the visiting arrangements based on risk assessment; 


 Emergency procedures e.g. Panic alarms, staff response etc. 
 
The information given to the patient must meet the individual’s communication needs.  
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TERMINATION OF LTS 
The decision to terminate LTS should be taken by the MDT, following a thorough risk 
assessment and taking into account observations from staff of the patient’s presentation 
during close monitoring of the patient’s presentation in the company of others. 
The MDT should consist of, as a minimum, the patient’s Responsible Clinician and the ward 
manager. The patient’s IMHA and the PICSS team must be consulted. 
  
DEBRIEFING & RE-INTEGRATION TO WARD 
The patient’s PBS Plan should include a detailed account of all the steps to be taken to bring 
about an end to LTS. There should be a section detailing how the patent will be re-integrated 
back into the wider ward. It is expected that this will take place over a period of time, 
allowing the patient to gradually re-acclimatise to being in the company of other patients and 
staff. 
 
Following the termination of LTS and successful re-integration back onto the ward, the 
patient should have a de-briefing session to explore their experience of LTS, their 
understanding of the rationale for it, and their current risks towards others. 
  
SUPPORTING REFERENCES 


 Human Rights Act 1998 


 Mental Capacity Act 2005 


 Mental Health Act 1983 (as amended 2007) 


 Mental Health Act Code of Practice 2015 (For both England and Wales) 
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24. Appendices 
 


Appendix 1 – Seclusion Nursing Care Plan 


 


All Seclusion documentation will be copied, one for the patient notes and one for 
the Seclusion folder which is on the ward. A copy of the Policy must be included in 
the patent notes. 


 


SECLUSION NURSING CARE PLAN (example) 
Patients will require individual care plans that reflect their needs. This is an example of 
what may be considered. 


Named Nurse: 


Date: Terminated ……………………….hrs 


Nursing staff will request that …………………… either sits or lies on the bed prior to them entering 


the room. 


 
Nursing staff will maintain a regular programme of visual and verbal communication with 
……………………. In order to reduce sensory deprivation. 


 
1.  ………………………’s dignity will be maintained at all times. 


 
 
 
EXIT PLAN- 


Establish how the patient is presenting by establishing the following: 
A  minimum  of  two  staff  will  enter  the  room  and  make  an  assessment  of 
………………………………’s  mental  state and level  of dangerousness  using the following 


criteria: 


 


a. Likelihood of further serious attack / assault without obvious trigger. b. Likelihood 
of further serious attack / assault with obvious trigger. 
c. Presence of non-verbal indicators of further intent to harm others. d. Presence 
of verbal indicators of further intent to harm others. 


e. Presence of delusional ideation appertaining to intent to harm others. 


f. Presence of high levels of over arousal, elations, irritability, disinhibition, anger. A period of 


compliance relating to any requests made to ……………………. 


If …………….. has reached the optimum level of compliance then Seclusion can be terminated. 
 
 
 
SIGNED: ……………………………………………………… DAY STAFF  


SIGNED: ……………………………………………………… NIGHT STAFF 
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Appendix 2 - Process following decision to seclude 
 


 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Aggressive/Violent Incident Advanced 
Direction 


Decision to Seclude Decision Not to Seclude 
Heightened Observation 


Use of Medication 
Other Clinical Option Used 


Level of Seclusion 
Seclusion Room 


Place in Seclusion 
Safety Check – clothing, sharps, lighters, 


any implements which could harm 
patient 


Inform Doctor who will attend 
immediately inform modern matron 


or Service Manager for the 
Specialist Area or on call out of 
hours (Mental Health / Learning 


Disability bronze on call) 


Every 2 Hours Nursing 
Review by two nurses 


Every 4 Hours Medical 
Review by two nurses 


Monitor physical observations in line 
with rapid tranquillisation policy 


 


Observation 
Staff continuously available, see, hear 


patient. 
Record every 15 minutes 


 


8 Hours consecutively or 
12 hours in a 24 hour 
period MDT Review 


Document Fluid Intake, Dietary Intake 
Temperature of Room 


 Alternative Review Schedule  
Within first hour by a doctor  


Every two hours by two nurses (one of 
whom was not involved in the decision to 


secludes)  
First day at 4, 8, 12 and 24 hours by a 


doctor or approved clinician 
Day 2 to Day 7 – twice per day by a 


doctor or approved clinician 
Day 7 onwards- Continue 2 hourly 


nursing reviews 
Reviews once daily MDT 


End of Seclusion 
Check Patients physical observations 
inform Doctor, Duty Doctor to review 


patient immediately 
Inform senior nurse manager/bronze on-
call.   Complete documentation.   Debrief 


patient, advocacy informed 
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Appendix 3 - Record of Seclusion 
 
 


Patient details (Use capitals): 


Name:……………………………………………. Status:………………………….. 


D.O.A………………Ethnic Origin…………………………Ward:………………… 
REASON FOR SECLUSION: 


 
 
 
 
 
 
 
 


Authority for Seclusion 


  
Signature 


 


Nurse in Charge: Print Name 


 


 
Doctor Attending  Print Name 


 


 
Patient's RC: Print Name 


 


 


 


Period of Seclusion 


Date and Time STARTED   use 24 
hour clock 


 


Date and Time STOPPED  use 24 
hour clock 


 


 


 


Seclusion Record: 


  
Yes/ No 


 
Signature 


 
Senior Nurse checked papers 


  


 
Report in notes by nursing 


  


 
Report in notes by medical 


  


 
Report in Seclusion Register 


  


 
 
 


Datix incident form number: 
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Appendix  3 - Record of Seclusion - Observation and Review Documentation 


 


Patient's name:……………………………………. 


 
Date and Time Seclusion commenced……………………………………… 


 
 
2 hours after seclusion commenced: 
Nursing Review      
(Time…………………….) (to be documented in patient's nursing notes) 


 
Three nurses 
(including one registered nurse to sign and print their names below: 


 
 
 
1………………………………………………………………………………… 


 
 
 
2………………………………………………………………………………… 


 
 
 
3………………………………………………………………………………… 
 


 
 
 
 
 
 
 


 
 
 
4 hours after seclusion commenced: 
Nursing and medical review       
(Time…………………….) (to be documented in patient's nursing notes) 
 
Doctor and Nurse in charge to sign and print their names below 


Doctor…………………………………………………………………………..  


Nurse in Charge………………………………………………………………... 
 


 
 
 
 
 
 
 
 
 


Outcome:  


Outcome:  
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Record of Seclusion - Observation and Review Documentation (continued) 


 
Patient's Name………………………………. 


 
Date and Time seclusion commenced……………………………. 


 
6 hours after seclusion commenced Nursing Review      
(Time…………………….) (to be documented in patient's nursing notes) 


 
Three nurses (including one registered nurse to sign and print their names below: 


 
1…………………………………………………………………………………. 


 
2…………………………………………………………………………………. 


 
 
3…………………………………………………………………………………. 
 


 
 
 
 
 
 
 
8                


 
 
 


8 hours after seclusion commenced (or a total of 12 hours within a 48 hour period) 
 
Team Review                           
(Time…………………….) (to be documented in patient's nursing notes) 
 


RC (or  deputy),  Senior  Nurse  and  Nurse  in  Charge  to  sign  and  print  their 
names below: 


 
Doctor……………………………………………………………………  
 
Senior Nurse ……………………………………………………............... 
 
Nurse in Charge………………………………………………………….. 


 
 
 
 
 
 
 
 
 
 
 
 


Outcome:  


Outcome:  
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Record of Seclusion - Observation and Review Documentation (continued) 


 
Patient's name…………………………………………………..  


Date and time seclusion commenced………………………….. 


10 hours after seclusion commenced: 
 Nursing review 
(Time…………………….) (to be documented in patient's nursing notes) 


 
Three nurses (including one registered nurse to sign and print their names below: 


 
 
1………………………………………………………………… 


 
 
 
2………………………………………………………………… 


 
 
 
3………………………………………………………………… 


 
 
 
 
 
 


 


 


 


 


 


 


 


12 hours after seclusion commenced: 


 
Nursing and medical review                  


(Time…………………..) (to be documented in patient's medical and nursing notes) 
 
Doctor and Nurse in Charge to sign and print their names below: 


 
Doctor………………………………………………………………………. 


 
 
Nurse in charge…………………………………………………………….. 


 


 


 


 


 


 


 


 


Outcome:  


Outcome:  
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Record of Seclusion - Observation and Review Documentation (continued) 


 
Patient's Name……………………………………………………..  
 
Date and Time Seclusion commenced…………………………….. 
 
14 hours after seclusion commenced: 


 
Nursing review                  
(Time…………………….) (to be documented in patient's nursing notes) 
 
Three nurses (including one registered nurse) to sign and print their names 
below: 


 
1…………………………………………………………………… 


 
 
2…………………………………………………………………… 


 
 
3…………………………………………………………………… 


 


 
 
 
 
 


 


 


 


 


16 hours after seclusion commenced 
Team Review 


(Time…………………….) (to be documented in patient's nursing notes) 
 


RC (or  deputy),  Senior  Nurse  and  Nurse  in  Charge  to  sign  and  print  their names below: 


 


Doctor……………………………………………………………  


Senior Nurse …………………………………………. 


Nurse in Charge………………………………………………… 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Outcome:  


Outcome:  
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Record of Seclusion - Observation and Review Documentation (continued) 
 
Patient's Name……………………………………………………..  
 


Date and Time seclusion commenced………………………………. 


18 hours after seclusion commenced 
Nursing Review                 


(Time…………………….) (to be documented in patient's nursing notes) 
 


Three nurses, including one registered nurse, to sign and print their names below: 


 
1………………………………………………………………….. 


 
2………………………………………………………………….. 


 


3………………………………………………………………….. 


 


 
 


 
 
 
 
 
 
 
 
 
 
 


 


20 hours after seclusion commenced: 


 
Nursing and Medical Review 


 


(Time…………………….) (to be documented in patient's nursing notes) 


 


Doctor and Nurse in Charge to sign and print their names below: 


Doctor……………………………………………………………  


 


Nurse in Charge…………………………………………………. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Outcome:  


Outcome:  
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Record of Seclusion - Observation and Review Documentation (continued) 


 
Patient's Name……………………………………………………..  


 


Date and Time seclusion commenced…………………………………. 


 
22 hours after seclusion commenced: 


Nursing Review                 


(Time…………………….) (to be documented in patient's nursing notes) 
 


3 nurses, including one registered nurse, to sign and print their names below: 
 
 
1……………………………………………………………………….. 


 
 
2………………………………………………………………………. 


 
 
3………………………………………………………………………. 
 
 


 
 
 
 
 
 
 
 
 
 


 


24 hours after seclusion commenced: 
Team Review                                


(Time…………………….) (to be documented in patient's nursing notes) 
 


RC (or  deputy),  Senior  Nurse  and  Nurse  in  Charge  to  sign  and  print  their 


Names below: 


Doctor………………………………………………………………….  


Senior ……………………………………………….. 


Nurse in Charge………………………………………………………. 
 
 


 
 
 
 
 
 
 
 
 
 


 


Outcome:  
 


Outcome:  
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Record of Seclusion - Observation and Review Documentation (continued) 


 


Patient's Name………………………………………………………….  


Date and Time seclusion commenced…………………………………. 


………. hours after seclusion commenced: Nursing Review                 
(Time…………………….) (to be documented in patient's nursing notes) 


 
 
3 nurses, including one registered nurse, to sign and print their names below: 


 
 
1……………………………………………………………………….. 


 
 
2………………………………………………………………………. 


 
 
3………………………………………………………………………. 
 


 
 
 
 
 
 
 
 
 


 


……… hours after seclusion commenced: 
Team Review                               


(Time…………………….) (to be documented in patient's nursing notes) 


 


 
RC (or  deputy),  Senior  Nurse  and  Nurse  in  Charge  to  sign  and  print  their names below: 


 
Doctor………………………………………………………………….  
 
Senior ……………………………………………….. 
 
Nurse in Charge………………………………………………………. 


 


 


 


 


 


 


 


 


 


 


Outcome:  
 


Outcome:  
 







 


 


 
 
    
 


Appendix 4 - Record of Seclusion Documentation: 15 minute observations or for long term segregation hourly observations 
 
 


Patient Name…………………………….Date…………………… 
 


 
Time 


 
Activity 


 
Medical/ Nursing Review 


 
Signature  


0700-0715    


0715-0730    


0730-0745    


0745-0800    


0800-0815    


0815-0830    


0830-0845    


0845-0900    


0900-0915    


0915-0930    


0930-0945    


0945-1000    







 


 


 
 


 


 


Appendix 4 


Record of Seclusion Documentation: 15 minute observations or for long term segregation hourly observations 


 
Patient Name…………………………….Date…………………… 


 
1000-1015    


1015-1030    


1030-1045    


1045-1100    


1100-1015    


1115-1130    


1130-1145    


1145-1200    


1200-1215    


1215-1230    


1230-1245    


1245-1300    


1300-1315    


1330-1345    


 







 


 


 
 


Appendix 4 


Record of Seclusion Documentation: 15 minute observations or for long term segregation hourly observations  


 


 
Patient Name…………………………….Date…………………… 


1345-1400    


1400-1415    


1415-1430    


1430-1445    


1445-1500    


1500-1515    


1515-1530    


1530-1545    


1545-1600    


1600-1615    


1615-1630    


1630-1645    


1645-1700    


1700-1715    







 


 


 
 
 


Appendix 4 


Record of Seclusion Documentation: 15 minute observations or for long term segregation hourly observations 
 


 
Patient Name…………………………….Date…………………… 
1715-1730    


1730-1745    


1745-1800    


1800-1815    


1815-1830    


1830-1845    


1845-1900    


1900-1915    


1915-1930    


1930-1945    


1945-2000    


2000-2015    


2015-2030    


2030-2045    







 


 


 
 
 


Appendix 4 


Record of Seclusion Documentation: 15 minute observations or for long term segregation hourly observations 
 


 
Patient Name…………………………….Date…………………… 


2045-2100    


2100-2115    


2115-2130    


2130-2145    


2145-2200    


2200-2215    


2215-2230    


2230-2245    


2245-2300    


2300-2315    


2315-2330    


2330-2345    


2345-0000    


0000-0015    







 


 


 
 
 
 


Appendix 4 


Record of Seclusion Documentation: 15 minute observations or for long term segregation hourly observations 
 


 
Patient Name…………………………….Date…………………… 
 0015-0030    


0030-0045    


0045-0100    


0100-0115    


0115-0130    


0130-0145    


0145-0200    


0200-0215    


0215-0230    


0230-0245    


0245-0300    


0300-0315    


0315-0330    


0330-0345    







 


 


 
 
 


Appendix 4 


Record of Seclusion Documentation: 15 minute observations or for long term segregation hourly observations 
 


 
Patient Name…………………………….Date…………………… 
 0345-0400    


0400-0415    


0415-0430    


0430-0445    


0445-0500    


0500-0515    


0515-0530    


0530-0545    


0545-0600    


0600-0615    


0615-0630    


0630-0645    


0645-0700    


Name…………………………….Date…………………… 


Ensure that all documentation relating to each period of seclusion is kept together until seclusion period has ended. 







 


 


 
 
 


 


 


Members of the Working Group: 
Name Title 


 Modern Matron 


 Practice Development Nurse 


 PICSS Clinical Lead 


 Ward Manager 
 


Engagement has taken place with: 
Name Title Date Consulted 


MH/LD Division   
 
 
 
 
 
 
 
 
 
 
 


 






