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1.2

2

2.1

2.2

2.3

2.4

2.5

Executive Summary

This policy covers guidance on the recognition, prevention and
management of aggression and violence and to ensure that where in order
to achieve a legitimate aim, restrictive Interventions need to be used, that
this is done in a safe, transparent and lawful manner with every effort (both
systemic and operational) being made to ensure that it is a demonstrable
and necessary last resort. To ensure proper corporate oversight and
monitoring of the use of restrictive Interventions across the organisation.

This policy covers both patients who are detained under section(s) of the
Mental Health Act (1983), and also those who are admitted informally to
hospital

Introduction

This policy should be read in conjunction with overarching policies. This
policy describes the expectations of staff who work in the Isle of Wight NHS
Trust with regard to the use of physical practices and interventions and
describes the legal framework within which these practices and
interventions must take place.

Under section 6 of the Human Rights Act 1998, Isle of Wight NHS Trust
has a responsibility to uphold and promote the human rights of both its staff
and service users. Similarly under Health and Safety at work legislation
and associated guidelines, it has statutory responsibilities to protect staff
and service users alike from harm.

This policy describes specific physical interventions that may be employed
in the Isle of Wight NHS Trust in specific circumstances, and associated
policies, procedures and practice guidance. It also describes blanket
restrictions and set the expectation of any reduction in the use of such
restrictions.

The use of all Physical practices and Interventions must only take place
in prescribed legal frameworks. The Isle of Wight NHS Trust is committed
to reducing the need for physical interventions and this policy aims to
promote the development of therapeutic environments in order to minimise
all forms of physical interventions; and where of absolute necessity, to
provide for their safe application.

In addition, in order to maintain the safety and wellbeing of the service
users at all times, staff must ensure that those service users whose history,
needs or current clinical presentation are predictive of behaviours that may
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2.6

lead to the use of physical interventions are identified on the basis of
dynamic risk assessments, and that care and support must be provided
with the aim of reducing the likelihood of such behaviours in the first place.
Staff must use de-escalation techniques where a person shows initial signs
of distress or agitation, and minimizing the risk of physical and emotional
harm both during and after any physical interventions.

The Isle of Wight NHS Trust will, without prejudice, support anybody to
whom a duty of care is owed (staff, service users, or otherwise), who
believe may have been the victim of a crime, to seek lawful recompense
and/or justice.

3 Definitions

3.1

3.2

3.3

3.4

Restrictive practices comprise a wide range of activities that either
individually or in combination involve ‘making someone do something they
don’t want to do or stopping someone doing something they do want to do’.
Such acts risk engaging or possibly breaching a person’s human rights.

In particular, the following rights are at risk of being breached where
restrictive practices (of any form) are implemented outside of a robust policy
framework:

‘The right to freedom from torture, inhuman and degrading treatment
(Article 3)

The right to liberty and security (Article 5)

The right to respect for private and family life, home and correspondence
(Article 8)’

Restrictive practices can be very obvious and easily recognized, or
sometimes may be more subtle; they may be planned in advance, or used
as a response to an unforeseen emergency. Examples of restrictive
practices include the use of ‘blanket rules’ such as the routine locking of
doors; observation levels, use of seclusion; restraining an aggressive
patient; locking toxic cleaning chemicals out of harm’s way; delivering
planned or unplanned care and treatments such as the medication whereby
sedation occurs either as a therapeutic, or an adverse effect. They also
cover measures that meet the definition of “supervision and control” as
identified in the Cheshire West Case 2014.

Restrictive interventions are a specific subset of restrictive practices. They
are deliberate acts on the part of other person(s) that restrict a patient’s
movement, liberty and/or freedom to act independently in order to:
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1 Take immediate control of a dangerous situation where there is a real
possibility of harm to the person or others if no action is undertaken,
and

1 End or reduce significantly the danger to the patient or others.

3.5 Examples of restrictive interventions that may be used are:
1 Physical interventions and restraint
1 Rapid tranquilization
1  Seclusion
1 Long term segregation
1 Personal and other searches
1 Enhanced observation
1  Withholding of information or equipment
i Blanket restrictions

4 Scope

4.1 This policy applies to all Isle of Wight NHS Trust clinical staff working in
Adult Mental Health, Acute Hospital Services, Older Persons’ Mental Health
and Learning Disability services. It has implications for the executive team,
as well as direct care staff.

4.2 It covers the use of all forms of physical interventions. It does not include
arrangements for forms of physical practice that fall outside of this definition;
nor for the immobilisation of service users in order to deliver essential care
and treatment in situations where there is no immediate risk of harm
(sometimes referred to as therapeutic or clinical holding). These practices in
general are covered by either common law or the Mental Capacity Act 2005.

4.3 This policy equally applies to all staff working in community settings and

therefore it should be considered in conjunction with the Isle of Wight NHS
Trust Lone Working Procedure.

5 Purpose

The aims of this policy are:

5.1

To provide guidance on the recognition, prevention and management of
aggression and violence.
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5.2  To provide a safe therapeutic environment for service users, staff and visitors.

53 To ensure that where in order to achieve a legitimate aim, physical
interventions need to be used, that this is done in a safe, transparent and
lawful manner with every effort (both systemic and operational) being made to
ensure that it is a demonstrable and necessary last resort.

5.4 To ensure proper corporate oversight and monitoring of the use of physical
interventions across the organisation.

6 Roles and Responsibilities

6.1  Trust Board Responsibilities

6.1.1

6.1.2

6.1.3

6.1.4

Executive board members who authorise the use of restrictive practice
must fully understand the context in which these take place and ensure
there are effective governance systems to monitor the use of restrictive
interventions. This includes regular reporting at Trust Board level on the
scope and frequency of such practice.

There will be a named executive with explicit responsibility for the
oversight and governance of the use of restrictive interventions within
the Trust. This executive will also ensure that relevant policies,
procedures and protocols within the Trust from a cohesive framework
to enable staff to practice.

The responsible executive director will ensure that a specific and
detailed action plan sets out the actions intended to bring about a long
term reduction in the use of restrictive interventions and in particular the
use of physical interventions including the use of prone restraint only
for medical reasons. This plan will be evaluated and revised on the
basis of empirical data regarding the use of restrictive interventions, the
testimony of those subjected to them and lessons learned from post-
incident analyses. This will include data from the service user group
enhancing participation and maximising feedback by paying attention to
accessibility and making reasonable adjustments.

The responsible executive director will also hold lead responsibility for

increasing the use of recovery-based approaches including, where
appropriate, safewards and care planning.
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6.1.5

6.1.6

6.1.7

The Trust will ensure that accurate, service specific, internal data is
gathered, aggregated and published (including progress against
restrictive intervention reduction programmes) along with details of
training and development in annual quality reports.

The Trust will ensure that patients, their relatives and advocates are
treated as equal partners in their care and treatment and have access
to appropriate information and guidance. There will be provision in the
guality assurance process to specifically monitor and report on this
requirement.

The Trust will promote a culture of learning from practice and ensure
that there is a structure in place that enables the sharing of information
and good practice across the organisation and with other agencies as
appropriate.

6.2 Managers’ Responsibilities

6.2.1

6.2.2

6.2.3

6.2.4

Managers of services (at all levels) will ensure that services are
resourced appropriately and that their staff teams able to access
training, supervision and support to enable them to practise in a
manner that complies with the relevant legislation and guidance.

Managers will design staff structures to minimise restrictive practice by
maintaining a consistent workforce with the right values, attitudes and
skills and in the right numbers

Managers will ensure that all areas have regular forums and
opportunities for patients, their families and advocates to contribute to
the design, delivery and evaluation of services with specific reference
to reducing the need for restrictive practices.

Managers will ensure that post-incident reviews and debriefs take place
so that lessons are learned from incidents that occur wherein restrictive
interventions have had to be used. This includes gathering the views of
the patient and their experience of restraint or restriction placed on
them, why this occurred and their understanding of the situation.

6.3 Individual Responsibilities

6.3.1.

All staff members have an individual responsibility to ensure they work
within the legal and ethical framework that pertains to practice and
Interventions that would be defined as restrictive with a pro-active
response to poor practice.
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6.4

7

7.1

7.2

7.3

7.4

6.3.2 All staff must ensure they comply with Trust policies relating to
restrictive practice and contribute to activities designed to support a
reduction or elimination of restrictive practices.

6.3.4 All staff must ensure they are competent within their role and within the
setting in which they are employed in order to meet the needs of the
patients being cared for. Any gaps in knowledge, skills or practice in the
area of restrictive practice and/or restrictive Interventions must be
raised swiftly by the individual to their line manager.

Safeguarding Lead responsibility

6.4.1 Safeguarding leads will ensure that there are systems in place for
appropriate reporting, recording and monitoring of safeguarding
incidents involving adults, children or young people and assist/support
staff in considering the legal and ethical dilemmas that may arise.

Physical Interventions Overview

The broader concept of physical intervention practices refers to any form
of care practice that involves ‘making someone do something they don’t want
to do, or stopping someone doing something that they do want to do. In
essence such practices engage and risk breaching people’s human rights
and can therefore only ever be employed in accordance with in the context of
an appropriate lawful justification.

The Isle of Wight NHS Trust recognises that occasionally some service
users may have an aggressive or violent manner and that where all else fails,
this may necessitate the use of physical interventions. The Isle of Wight NHS
Trust also recognises the rights of staff to use such force as is reasonable to
protect themselves from an attack, or to prevent an unlawful attack on
bystanders.

Physical interventions (such as restraint or seclusion) are amongst the
most hazardous interventions that we use and can pose significant risks
to both service user and staff wellbeing. If used injudiciously, or without
proper procedural safeguards and lawful justification, such interventions risk
breaching people’s fundamental human rights.

Physical interventions are defined as deliberate acts on the part of other
person(s) that restrict a service user's movement, liberty and/or freedom to act
independently, in order to:
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1 take immediate control of a dangerous situation where there is a real
possibility of harm to the person or others if no action is undertaken, and
1 end or reduce significantly the danger to the patient or others.

Any intervention that meets this definition falls within the scope of this policy.

7.5 The Mental Health Act 1983 Code of Practice is clear that physical
interventions should not be used to punish, or for the sole intention of inflicting
pain, suffering or humiliation. Also, that where a person restricts a service
user's movement, or uses (or threatens to use) force then it should:

1 be used for no longer than necessary to prevent harm to the person, or to
others; and

i be a proportionate response to that harm; and

1 be the least restrictive option.

These principles are applicable to all in the receipt of Isle of Wight NHS Trust
services, whether in hospital settings or community, young or old, regardless
of clinical presentation.

7.6  Physical interventions represent the very specific subset of ‘physical
practices’ that are deliberately employed for the purposes of resolving or
containing episodes of violent/disturbed behaviour where there is a real risk
of harm to the person and/or others.

Any direct physical contact where the intervener’s
Physical restraint intention is to prevent, restrict, or subdue movement of
the body (or part of the body) of another person

Use of medication to calm or lightly sedate an
individual, to reduce the risk of harm to self or
others and to reduce agitation and aggression.
Rapid tranquillisation A form of chemical restraint where medication is
prescribed and administered for the purpose of
controlling or subduing disturbed/violent behaviour,
rather than for the treatment of a formally identified
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The supervised confinement and isolation of a service
user, away from other service users, in an area from

Seclusion which the service user is prevented from leaving,
where it is of immediate necessity for the purpose of
the containment of severe behavioural disturbance
which is likely to cause harm

7.7 Interventions that meet the definition in para 7.5 (above) can be further
categorised on the basis of the definitions below:

7.8 There are specific policies and procedures in relation to each of these
physical interventions.

These are:

1 Management of violence and aggression policy (paragraph 18)
1 Rapid tranquillisation policy

f Seclusion policy

7.9 No form of physical intervention that lies outside of the above definitions and
their associated individual policies will be used in Isle of Wight NHS Trust
services.

7.10 A physical intervention that effectively deprives a person of their
liberty and which is implemented without their consent, where they have
capacity to do so, is only likely to be lawful where the person is subject to
detention under the Mental Health Act, and/or it is of therapeutic necessity.

7.11  Where a person lacks the capacity to consent to a physical intervention,
sections 5 and 6 of the Mental Capacity Act (2005) may permit acts of
restraint in the person’s best interests, being necessary to protect the person
from harm, and proportionate to the likelihood and seriousness of harm, so
long as they do not amount to a deprivation of liberty. If the proposed
intervention amounts to a deprivation of liberty, this should first be
lawfully authorised either through detention under the Mental Health Act
(1983), or through a Deprivation of Liberty Safeguards (DoLS) authorisation.

7.12 The lawful and ethical use of all forms of physical interventions demands
that:

1 Physical interventions should never be used to punish or for the sole
intention of inflicting pain, suffering or humiliation.
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1 There must be a real possibility of harm to the person or to staff, the
public or others if no action is undertaken.

1 Where the use of physical interventions are considered necessary, they
must be carried out in the best interests of the person.

1 Physical interventions should only ever be used as a last resort

1 The nature of techniques used to restrict a person must be reasonable
in the circumstances and proportionate to the likelihood of harm and the
seriousness of that harm.

1 Any action taken to restrict a person’s freedom of movement must be
the least physical option that will meet the need.

1 Any restriction should be imposed for no longer than absolutely
necessary.

1 What physical interventions have been used, why and with what
consequences, must be subject to audit and monitoring and must be
open and transparent.

1 People who use services, carers and advocate involvement is essential
when reviewing plans for physical interventions

8 Reducing the need for Physical Interventions

8.1

8.2

8.3

8.4

8.5

It is the expectation that mental health services in the Isle of Wight NHS
Trust will actively work to reduce the use of physical practices. The
responsible lead is the Executive Director for Mental Health

All mental health and learning disability inpatient governance teams must
prepare and maintain a local procedure for least physical practice that
includes annual plans and supporting protocols.

Key physical interventions reduction approaches include the use of the
Safewards model; No Force First; the 6 Core Strategies for Restraint
Reduction, and Positive Behavioural Support approaches in learning
disability services. It is useful for progress to be shared across services
through shared learning events.

The first concern in minimising the use of physical interventions for any
service user is the use of appropriate primary preventative strategies.
These aim to ensure that people’s needs are fully and appropriately
assessed, well understood, formulated and met; that people are central to
their own recovery plans; that risks are recognised and mitigated; and that
care and support minimises the potential for conflict.

Assessment and the management of risk is key to minimizing the use of all
forms of physical interventions, they are essential elements of the care and
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8.6

8.7

8.8

8.9

8.10

8.11

8.12

treatment provided to service users and is an integral component of the
Care Programme Approach (CPA). Accordingly, it is essential that on
admission/referral, a risk assessment is carried out and a risk management
plan is put into place. This should be undertaken in collaboration with the
service user and their carer / family wherever possible.

Risk assessments and risk management plans must be regularly reviewed
with the service user and their carer whenever possible. Plans should record
known triggers for aggressive/violent behaviour based on current
observations, previous history and discussion with service users and their
carers/families. Changes in levels of risk should be recorded, communicated
and risk management plans changed accordingly.

Staff should, wherever possible, proactively support service users to make
advance decisions or advance statements about the use of physical
interventions.

The approach to risk assessment must be multi-disciplinary and reflect
the care setting in which it is undertaken. Any risk factors relating to a
service user must be communicated appropriately across care settings.

The physical and therapeutic environment within which services are
delivered can have a strong mitigating effect on the levels of agitation,
frustration and boredom that can be experienced by service users.

Subject to any individually required security measures, care
environments must make provision for service users to have predictable
and routine access to preferred items and a range of appropriate
occupational, social and recreational activities (including evening and
weekend activities), taking into account people’s abilities, level of
functioning and the resources available. Care environments should also
be organized to provide for different needs, for example, quiet rooms,
recreation rooms, single-sex areas and access to open spaces and fresh
air.

Service users should be engaged in all aspects of care and support
planning, including the identification of their own trigger factors and early
warning signs of behavioural disturbance and in how staff should respond to
them.

Meetings to discuss an individual’s care must occur in a format, location
and at a time of day that promotes engagement of service users, families,
carers and advocates.
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8.13

8.14

8.15

8.16

8.17

8.18

8.19

All staff must demonstrate a positive attitude when communicating with
service users. Staff must never use language that could be construed as
supporting negative stereotypes. This would include verbal or non-verbal
responses that could be interpreted as carrying aggressive, threatening,
sarcastic or disrespectful intent.

Individualised, person centred care plans must take account of each
person’s unique circumstances, their background (including any trauma
history), priorities, aspirations and preferences. Care plans should be
formatted in a manner that renders them accessible and understandable for
those who will implement them. Care plan summaries in a suitably accessible
format, should be available to service users and their families.

Physical and mental health needs must be holistically assessed and
service users must be supported to access appropriate, evidence based
treatments according to their preference. Care plans should specifically
support service users to develop alternative coping strategies in response to
known predictors of behavioural disturbance.

Access to leave, food and drink, fresh air, shelter, warmth, a
comfortable environment, exercise, confidentiality or reasonable privacy
should never be restricted, or used as a ‘reward’ or ‘privilege’ dependant on
‘desired’ behaviours.

Planned secondary preventative strategies (de-escalation) aim to guide and
inform the actions of care and support staff in response to service users
beginning to show signs of agitation and/or arousal that may indicate an
impending behavioural disturbance.

De-escalation strategies promote relaxation, e.g., through the use of
verbal and physical expressions of empathy and alliance. They should be
tailored to individual needs and should typically involve establishing rapport
and the need for mutual co-operation, demonstrating compassion,
negotiating realistic options, asking open questions, demonstrating concern
and attentiveness, using empathic and non-judgemental listening, distracting,
redirecting the individual into alternate pleasurable activities, removing
sources of excessive environmental stimulation and being sensitive to non-
verbal communication.

An individualised record of bespoke de-escalation strategies should be
contained within the service user’s care plan. This should be prepared with
them and in consultation with families/carers. This element of the care plan
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8.20

8.21

8.22

8.23

should be regularly reviewed and forms an essential component of the risk
management plan.

Staff should ensure that they do not exacerbate behavioural disturbance,
e.g. by dismissing genuine concerns or failing to act as agreed in response
to requests, or through the individual experiencing unreasonable or repeated
delays in having their needs met. Where such failures are unavoidable, every
effort should be made to explain the circumstances of the failure to the
individual and to involve them in any plans to redress the failure.

There may be occasions where enhanced observation may temporarily act
either as a primary or secondary preventative strategy and this should
always be wundertaken in line with the Isle of Wight NHS Trust’s
Observation Policy. A careful judgment will be required however as for some
individuals, increasing observation may actually escalate the risks. The key
consideration is that enhanced observation is actually about support and
engagement, rather than mere observation.

Whilst the overarching aim is always to reduce the need for the
use of physical interventions, it is recognised that there may
nonetheless, be times when a person’s behaviour places themselves or
others at imminent risk of significant harm and that where de- escalation
strategies have failed to prevent a crisis, a physical intervention may be
necessary as a proportionate and reasonable response to the risk posed.

Where risk assessments identify that physical interventions could potentially be
needed, their implementation should so far as possible, be planned in
advance and recorded as tertiary strategies within the care/risk management
plan. Here the choice of physical interventions will be informed by the service
user’s preference; any particular risks associated with their general health (e.g.
musculoskeletal problems, or poor cardiovascular health), any known trauma
history and an appraisal of the immediate environment.

9 Physical Interventions and Prone

9.1

9.2

Physical interventions must always be undertaken in a manner consistent
with the Isle of Wight NHS Trust’s P hysical Interventions policy.

Physical interventions should not be undertaken in a manner that interferes
with the service user's airway, breathing or circulation, for example by
applying pressure to the rib cage, neck or abdomen, or obstructing the
mouth or nose.
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9.3

9.4

9.5

9.6

9.7

9.8

9.9

9.10

Physical interventions should not be carried out in a way that interferes with the
service user's ability to communicate, for example by obstructing the eyes, ears
or mouth.

Staff must not cause deliberate pain to a person in an attempt to force
compliance with their instructions.

Staff must not use physical interventions or disengagement techniques that
involve the use of pain, including holds where movement by the individual
induces pain. If exceptionally a member of staff encounters a situation that
they felt ill-prepared to deal with, the incident should be promptly drawn to
the attention of the senior management team and an urgent review of training
requirements should be undertaken.

Unless there are cogent reasons for doing so, there must be no planned or
intentional restraint of a person in a prone position (whereby they are forcibly
laid on their front) on any surface, not just the floor. This means that across
Isle of Wight NHS Trust services, by default there should be no pre-planned
use of prone restraint. The exceptions to this are detailed below.

In some cases, there may be a reasonable, convincing and compelling
rationale for the use of prone restraint. The patient may express a preference
to be restrained in the prone position, in which case, an advance statement
must be recorded in the patient’s electronic records. This should be
accompanied by a care plan which is approved by the patient's Multi-
Disciplinary Team (MDT).

It may be necessary to employ prone restraint for patients who are
admitted as emergency, whose preferences are not known to the staff team.
In such cases, teams must ascertain, as soon as is practicable, the
preferences of the patient and have appropriate advance statements and care
plans in place.

It may be necessary to employ prone restraint in patients with particular
physical conditions, including obesity. Other reasons may include the need to
administer certain intramuscular medications. In such cases, there must be
appropriate care plans in place.

It may also be necessary to use prone restraint in some parts of the Isle of

Wight NHS Trust due to environmental restrictions, such as the design of
seclusion rooms. This will be reported as exception-reporting.
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9.11 People should not routinely be restrained for more than 10 minutes. It is vital
that staff ensure that they take accurate recordings of the duration of restraint
as this is a key factor increasing the risk of death in restraint. In some
circumstances, in accordance with NICE guidance and having taken full
account of the person’s preferences (if known) and their physical health,
degree of frailty and developmental age, it may be appropriate to consider
whether rapid tranquillisation or seclusion may represent a less physical,
proportionate response than prolonged physical restraint (more than 10
minutes).

9.12 One member of staff should lead throughout the restraint procedure. This
person should ensure that others are: protecting the service user's head and
neck; checking that airways and breathing are not compromised; monitoring
vital signs and ensuring that the duration of the restraint is timed and recorded.

9.13 In accordance with Isle of Wight NHS Trust Physical Interventions policy,
appropriately maintained emergency resuscitation equipment should be
available within three minutes. In any area/unit where restraint is likely to be
necessary, staff, trained in immediate life support techniques, should be
immediately available to attend in an emergency.

10 Seclusion & Long Term Segregation

10.1  Seclusion and long term segregation may only be used in accordance with
the Isle of Wight NHS Trust policy on seclusion, as this describes the legal
framework within which these physical interventions may be used and
establishes important safeguards by which to protect the well-being and
human rights of the service users.

10.2  Seclusion should only be used in hospitals and in relation to service users
detained under the Mental Health Act. If an emergency situation arises
involving an informal service user and, as a last resort, seclusion is
necessary to prevent harm to others, then an assessment for an emergency
application for detention under the Act should be undertaken immediately

10.3  Seclusion should not be used as a punishment or a threat, or because of a
shortage of staff. It should not form part of a treatment programme.

10.4  Seclusion should never be used solely as a means of managing self-harming
behaviour.
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11 Rapid Tranquillisation

111

11.2

11.3

114

11.5

Rapid tranquillisation should only be used where a service user is highly
aroused, agitated, overactive and aggressive, or is making serious threats or
gestures towards others, or is being destructive to their surroundings, when
other therapeutic interventions have failed to contain the behaviour. It may
only be undertaken in accordance with the Isle of Wight NHS Trust policy on
rapid tranquillisation.

Rapid tranquillisation includes the use of both intra-muscular injections and
oral medication. Oral medication should always be considered before any
injections.

Rapid tranquillisation should be prescribed in accordance with evidence-
based practice guidelines.

Where rapid tranquilisation in the form of an intramuscular injection is
needed, the person prescribing the injection should state the preferred
injection site within their care plan, having taken full account of the need to
avoid prone restraint.

Staff prescribing rapid tranquilisation must, in accordance with Isle of Wight
NHS Trust rapid tranquilisation policy, note any physical observations and
monitoring requirements following administration and ensure that these
are clear to staff caring for the service user. Associated monitoring paperwork
should be completed in full.

12 Procedure Following Physical Interventions

12.1

As soon as is practicable, following any use of physical interventions in
response to behavioural disturbance, staff should:

12.1.1 Complete a Datix Incident Report Form which includes:

1 Details of the service user subjected to a physical interventions

1 Details of any other service users and all staff involved in the incident
in the form

1 The incident type (i.e. the nature of the incident which resulted in the
restraint or de- escalation)

1 The reason for the intervention (including whether de-escalation was
attempted)

1 In the case of physical restraint, entries should also include:

0 position(s) of restraint used
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0 details of staff and their position during restraint
o0 the start time and end time of each position of restraint
0 details of any medication given

12.1.2 Review/amend the person’s risk assessments and immediate
management plans

12.1.3 Make a progress note entry (PARIS) which includes:

1 The Datix Incident number.

1 The circumstances which warranted the use of a physical
interventions.

1  Attempts to de-escalate the situation and the service user’'s
response to them.

1 Anonymised details of other service users involved in the incident.

1 The nature of the physical interventions used, including the role of
any/all staff involved in the associated procedures (including
holding positions in the case of physical restraint).

1 The start and end time of the intervention.

1 Details of any injuries sustained.

1  Any measurements taken of vital signs both during and after the
intervention.

1 Post incident support for the service user.

The service user’s perspective of what happened and why.

1 Summary of any resulting changes to care plans, risk
management plans etc.

=

12.1.4 Make arrangements for a post incident review/debrief.

12.1.5 Consider whether any wider parties need to be informed of the
incident (as stated in the person’s plan of care - this could include
family members or relatives, advocates and / or managers).

13 Post Incident Review/debrief

13.1 It is good practice for a member of staff who was not part of the incident to
spend time on a one to one basis with the service user and if the person is
willing to assist them, to record their account of the events.

13.2  Following any application of a physical interventions, a post incident review or
debrief should take place in accordance with Isle of Wight NHS Trust
debriefing policy. The aim of the ‘debrief’ is to ensure that all involved
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parties, including service users, have appropriate support and that there is
opportunity for organisational learning.

13.3 Where a service user is not able, or declines to participate in a debrief,
methods for assessing the effects of any intervention on their behaviour,
emotions and clinical presentation should be fully explored and they should
be closely monitored.

13.4 If the service user is able and agrees to discuss the incident which led to the
use of a physical interventions, their understanding and experience of the
incident should be explored. Service users’ accounts of the incident and
their feelings, anxieties or concerns following the physical interventions
should be recorded in their notes. Service users should be reminded that
they can use advance statements to record future wishes and feelings about
physical interventions, or indeed any other element of care, that they would or
would not like to be used.

13.5  All staff involved in any incident should be reminded of the Isle of Wight NHS
Trust facilities for support.

14 Blanket Restrictions

The term ‘blanket restriction’ refers to rules or policies that restrict a service
user’s liberty and other rights, which are routinely applied to all service users,
or to classes of service user, within a service, without an individual risk
assessment to justify their application to every service user.

15 Consultation

The policy has been disseminated for comment and agreed by all Mental
Health Acute Lead Clinicians, and at the MH&LD Quality and Mental Health
Safer Forum, the Trust Clinical Standards Group and the Membership of
PESSC.

16 Training

16.1 All staff who may be exposed to aggression or violence in their work or who
may need to become involved in the application of physical interventions must
receive appropriate training.

16.2 Training should be delivered to all staff during the induction period or as soon
as is practicably possible. Any new member of staff who has not received the
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appropriate training should play no part in the use of physical interventions
until they have completed the training.

16.3 All clinical staff that undertake training in the recognition, prevention and
management of violence and aggression and associated physical restraint
should attend refresher or update education and training programmes.

16.4 All staff that support people who are liable to present with behavioural
disturbance should be competent in moving and handling, physical monitoring
and either immediate or basic life support (depending upon role and in
accordance with Isle of Wight NHS Trust policy on Medical Emergencies and
Resuscitation) to ensure the safety of service users, especially following
administration of rapid tranquillisation and during periods of physical restraint or
seclusion.

16.5 Appendix C specifies who will receive what level of training and how often
they will be re-trained.

17 Monitoring compliance

1 The effectiveness of this policy and aligned policies will be reviewed on an
annual basis.

1 The Isle of Wight NHS Trust's SAFER Forum leading on the Minimising
Physical Practice Programme (the SAFER forum) will create an audit
programme.

1 They will receive audit data and identify key issues warranting action.

1 The SAFER forum chair will provide the executive director responsible for
leading on physical practice reduction, with an annual report (including
recommendations).

1 The SAFER forum chair will feedback to unit managers regarding their
performance at audit.

I Unit managers and the executive director for leading on Physical practice
reduction will update local and corporate plans.

18 Links To Other Organisational Documents

1 Mental Health Act 1983 (revised 2007)

Supportive Observation Mental Health In-Patient Policy

1 Adult Observation Chart (AOC) and Modified Early Warning Score
(Mews)

1 Seagrove PICU Operational Procedure

=
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1 Mental Health and Learning Disabilities — Inpatient Rapid Tranquillisation
Protocol

1 Mental Health Services Seclusion Policy

1 Standard Operating Procedure. Mental health Inpatient Areas -
Searching for offensive weapons, illicit substances, alcohol and unsafe
items

1 Management of Violence and Aggression policy

Rapid Tranquillisation policy

1 Seclusion policy

=
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Appendix A

Financial and Resourcing Impact Assessment on Policy Implementation

NB this form must be completed where the introduction of this policy will have either a
positive or negative impact on resources. Therefore this form should not be completed
where the resources are already deployed and the introduction of this policy will have no
further resourcing impact.

Document Physical Interventions Policy
title
Totals WTE Recurring Non

£ Recurring £
Manpower Costs 0 0 0
Training Staff 0 0 0
Equipment & Provision of resources 0 0 0

Summary of Impact:

Risk Management Issues: N/A

Benefits / Savings to the organisation: Increased assurance of patient and staff safety
within the Isle of Wight NHS Trust

Equality Impact Assessment

A Has this been appropriately carried out? YES
A Are there any reported equality issues? NO

If “YES” please specify:

Use additional sheets if necessary.

Please include all associated costs where an impact on implementing this policy has been
considered. A checklist is included for guidance but is not comprehensive so please ensure

you have thought through the impact on staffing, training and equipment carefully and that
ALL aspects are covered.

Manpower WTE Recurring £ Non-
Recurring £
Operational running costs 0 0 0
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0 0
Totals: 0 0
Staff Training Impact Recurring £ Non-
Recurring £
£400 per Tutor 0
Totals: £1200 (3 tutors) 0
Equipment and Provision of Resources Recurring £ * Non-

Recurring £ *

Accommodation / facilities needed

£150 per Tutor

Building alterations (extensions/new)

0

IT Hardware / software / licences 0
Medical equipment 0
Stationery / publicity 0

Travel costs

£80 Per Tutor

Utilities e.g. telephones

Process change

Rolling replacement of equipment

Equipment maintenance

Marketing — booklets/posters/handouts, etc

OO0 0| OO

OO0 O0|O0|0|0|0|O|Oo|Oo

Totals:

£ 690

1 Capital implications £5,000 with life expectancy of more than one year.

Funding /costs checked & agreed by finance:

Signature & date of financial accountant:

Funding / costs have been agreed and are in place:

Signature of appropriate Executive or Associate Director:
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Isle of Wight

Appendix B

NHS Trust

Equality Impact Assessment (EIA) Screening Tool

Document Title:

PHYSICAL INTERVENTIONS POLICY

Purpose of document

This policy covers both patients who are detained under
section(s) of the mental health act, and also those who are
admitted informally to hospital to keep them safe from
inappropriate use of Physical interventions

Target Audience

This policy applies to all Isle of Wight NHS Trust clinical staff
working in Adult Mental Health, Acute hospital Services, Older
Persons’ Mental Health and Learning Disability services.

Person or Committee undertaken
the Equality Impact Assessment

Tara Smith T Acute Service Manager

1. To be completed and attached to all procedural/policy documents created within

individual services.

2. Does the document have, or have the potential to deliver differential outcomes or affect
in an adverse way any of the groups listed below?

If no confirm underneath in relevant section the data and/or research which provides
evidence e.g. JSNA, Workforce Profile, Quality Improvement Framework, Commissioning

Intentions, etc.

If yes please detail underneath in relevant section and provide priority rating and

determine if full EIA is required.
Positive Impact Negative Impact | Reasons
Men N N
Gender
Women N N
AS.I(.:m or Asian N N
British People
Bl
-aF:k or Black N N
British People
Race Chi
inese N N
people
People of
Mixed Race N N
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Positive Impact Negative Impact | Reasons
Men N N
Gender
Women N N
White people
(including Irish | N N
people)
People with
Physical
Disabilities,
Learning N N
Disabilities or
Mental Health
Issues
Transgender N N
Sexual g
Orientat | Lesbian, Gay
ion men and N N
bisexual
Children N N
Older People
N N
Age (60+)
Younger
People (17 to N N
25 yrs)
Faith Group N N
Pregnancy & Maternity N N
Equal Opportunities
and/or improved N N
relations
Notes:

Faith groups cover a wide range of groupings, the most common of which are Buddhist,
Christian, Hindus, Jews, Muslims and Sikhs. Consider faith categories individually and

collectively when considering positive and negative impacts.

The categories used in the race section refer to those used in the 2001 Census.
Consideration should be given to the specific communities within the broad categories such
as Bangladeshi people and the needs of other communities that do not appear as separate

categories in the Census, for example, Polish.

3.
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If you have indicated that there is a negative impact, is that impact:

YES NO

Legal (it is not discriminatory under anti-discriminatory law)

Intended

If the negative impact is possibly discriminatory and not intended and/or of high impact then
please complete a thorough assessment after completing the rest of this form.

3.1 Could you minimise or remove any negative impact that is of low significance? Explain how
below:

3.2 Could you improve the strategy, function or policy positive impact? Explain how below:

3.3 If there is no evidence that this strategy, function or policy promotes equality of opportunity or
improves relations — could it be adapted so it does? How? If not why not?

Scheduled for Full Impact Assessment Date:

Name of persons/group completing the full
assessment.

Date Initial Screening completed
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APPENDIX C
Training Needs Analysis

Physical Initial course once only 4 Davs — initial Physical Strategic - Medical Director
interventions Refresher course 2 5 Day _ Refresher Face to Face interventions PRO 4 Operational - Head of Nursing, and
Training yearly y GSA Tutors Quiality for MH.

All registered nurses, mental health practitioners, trainee practitioners and health care support workers substantive
and bank who work in the following Areas; Seagrove ward, Osborne ward, Woodlands

Mental Health Adult Mental Health

Older Persons Mental All registered nurses, mental health practitioners, trainee practitioners and health care support workers substantive
Mental Health . . .

Health and bank who work in the following services; Afton ward
Mental Health Community All registered nurses, mental health practitioners, trainee practitioners and health care support workers substantive

and bank who support / Bank / cover Seagrove ward, Osborne ward, Afton ward, Woodlands
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