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Executive Summary 

Cambridgeshire and Peterborough NHS Foundation Trust, as a provider of both in-patient 
and community health care is committed to the promotion and maintenance of a safe and 
healing environment for individuals within our care, our staff, and visitors. Good practice 
focusing on the Trust values of pride, respect, innovation, dignity, and empowerment, will 
prevent many incidents from occurring.  

The Trust recognises that an individual’s behaviour can escalate to the point where 
restrictive practice or use of force may be needed to protect the person, staff or other 
legitimate users of Trust premises and facilities from significant injury or harm, even if all 
best practice to prevent such escalation is deployed. 

This policy is intended to provide guidance for staff in relation to the nature, circumstances, 
and use of restrictive practice with patients receiving care within the Trust. Its aim is to help 
all involved act in a safe manner to ensure effective responses in potential or actual difficult 
circumstances with a focus on using the least restrictive option available. It sets out a 
framework of good practice, ensuring legal, ethical, and professional issues have been 
considered. 

 
Where Force is used this will be in line with the Use of Force Statutory guidance (2021) 
which covers the following requirements  

 
• Policy on use of force  

• Identified responsible person. 

• Information on use of force – details of types and rights, what support is available and 
published.  

• Recording use of force 

• Investigation into injury or death from use of force 

• Training in appropriate use of force- trauma informed, person centred, human rights, role 
of activity, responsibility, care planning, wishes, techniques, risks, impact, safety, RNN.  

• Key definitions – identifying the types of force used and which areas are covered by the 
policy.  
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1 Introduction 
 

Cambridgeshire and Peterborough NHS Foundation Trust (hereafter referred to as ‘the 
Trust’ or ‘CPFT’) is committed to providing safe, positive, and proactive care and ensuring 
the wellbeing of all individuals within its care, carers, and staff. We will ensure our care is 
the least restrictive, the most positive and takes account of human rights, choice and 
engagement, and collaboration. We aspire to reduce our restrictive practices, which includes 
the Use of Force, to the least amount, and where we do use them ensure they are safe, 
positive, and proactive, are done in collaboration with individuals and their families/carers 
and are supported by best practice, a clinical model and sit within the framework of trauma 
informed care and human rights. We will ensure that a responsible person is identified to be 
accountable for the policy and practice within CPFT and that all training meets the 
requirements of the Restraint Reduction Network and the Use of Force Statutory Guidance 
(2021). 
 
A Human rights-based approach to the use of force  
The use of force must be lawful and compliant with the articles of the European Convention 
on Human Rights as incorporated into domestic law via the Human Rights Act 1998. The 
Trust will ensure that it has an established mechanism that enables those within its care to 
report any potential breaches of human rights.  

 
The Articles of the Human Rights Act 1998 which are pertinent to the use of restraint in 
mental health settings are:  

 

• Article 2: Right to Life. A person has the right to have their life protected by law. 

• Article 3: Prohibition of torture, inhuman or degrading treatment. A person has the 
absolute right not to be tortured or subjected to treatment or punishment, which is 
inhuman or degrading.  

• Article 5 – Right to Liberty and Security A person has the right not to be deprived of 
their liberty – ‘arrested or detained’ – except in limited cases specified in the article (e.g., 
where they are detained under the MHA) and provided there is a proper legal basis in 
UK law.  

• Article 8: Respect for private and family life. A person has the right to respect for their 
private and family life, their home, and their correspondence. This right can be restricted 
only in specified circumstances. 

• Article 14: protects from discrimination. This is a limited right which protects a person 
from discrimination on any of the following grounds in the enjoyment of your other human 
rights: sex, race, colour, language, religion, political or other opinion and other status.  

 

In addition, to the above, as set out in the Mental Health Units (Use of Force Act (2018) 
statutory guidance:  
 
CPFT and its staff are legally obliged to respect patient’s rights and take reasonable steps 
to protect those rights. There are legal frameworks including those under the Mental Health 
Act 1983, the Mental Capacity Act 2005, and the Equality Act 2010, that are designed to 
ensure that any use of force is applied only after a proper process has been followed. Such 
legal frameworks require any force used to be necessary and proportionate, and the least 
restrictive option. 
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2 Purpose  
 

This policy reflects the requirements to reduce restrictive practice and sets out our vision for 
meeting this challenge to ensure that CPFT meets the legal and statutory requirements as 
set out in the Mental Health Units (Use of Force) Act 2018 and the Statutory Guidance 2021. 
The policy also sets out the steps and interventions to prevent conflict that can lead to 
escalating situations of threat and harm to self or others and in turn can lead to restrictive 
practice and Use of Force.  
 

 
3 Scope 
 

The scope of this document concerns all health and social care staff working for CPFT, 
including those seconded in, those on fixed term or temporary contracts. It concerns all 
individuals within our care, their families/carers, visitors, and any members of the public who 
have contact with CPFT services.  
 

 
4 Key principles  

The principles which underpin the need to deliver least restrictive care are: 

• Safety:  staff have a legal obligation to safeguard others from harm, abuse and injury 
that respect and protect the individual’s human rights. A balance must be achieved 
between risk of harm or injury to individuals being care for and others, whilst maintaining 
dignity, personal freedom, and choice. 

• Security: ensure a multidisciplinary team and person-centered approach to collaborative 
assessment, care, and the management and communication of risk. 

• Care:  treating people with high levels of compassion; respecting people’s uniqueness 
in the assessment and delivery of person-centered care in a dignified manner 

• Wellbeing:  promoting independence, including giving opportunities to take considered 
risk and making choices; involving individuals and those involved in their care in the 
decision-making process such as in wellbeing plans and through the process of consent. 
Demonstrating the best interest decision making process for those who lack capacity. 

 

 
5 Policy details  

 
The requirement is to reduce or prevent Use of Force to manage an incident, event or 
behaviour of the person. Primary strategies and secondary strategies must be employed in 
the first instance which take account of the individual circumstances of the person and seek 
to identify strengths and needs. If threat of harm to self or others is predicted, then advance 
care planning and risk management plans should be incorporated. Where threat or harm is 
unpredicted staff should take steps to minimise use of force and harm. This will involve using 
a range of skills and techniques to diffuse situations that are creating distress and conflict 
and leading to the threat of harm.  
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5.1  Considerations prior to Restrictive Practice/Intervention/Use of Force  

 

Before using restrictive interventions, an individual assessment* should be carried out (refer 
to attachments – procedure 1). Consider Is restrictive practice/intervention in the 
person’s best interest? 
*This assessment may be visual in an emergency where staff are required to implement a physical 
intervention as part of the use of “reasonable force” to prevent immediate harm 

 Blanket Restrictions  

In line with the Mental Health Act Code of Practice (2015):   
 
• Blanket restrictions should be avoided unless they can be justified as necessary and 

proportionate responses to risks identified for individuals. The impact of a blanket 
restriction on each person should be considered and documented in all individual’s care 
plans.  

• Blanket restrictions include restrictions concerning access to the outside world, access 
to the internet, access to mobile phones and chargers, access to mail, visiting hours, 
food/drinks, money, or the ability to make personal purchases, or take part in preferred 
activities. Such practices promote neither independence nor recovery and may breach 
a person’s human rights. 

• Sometimes restrictions are needed for individual risk management plans but can impact 
upon others. Consideration should therefore be given to the wider impact of any 
restrictions, any mitigating actions, and the legal frameworks that are being used (see 
Blanket Restriction guidance).  

• Restrictions should never be introduced or applied to punish or humiliate, but only ever 
as a proportionate and measured response to an identified and documented risk; they 
should be applied for no longer than necessary. 

 Advance Statements and Decisions  

Advance statements and decisions might have an important role in management and 
prevention of risk incidents (NICE 2015). Staff should determine on admission with the 
service user and on Electronic Records if they have made an advanced decision in relation 
to restrictive interventions and whether a decision maker has been appointed to them. 

 

Documentation 
Clear communication is essential in relation to the use of restrictive practice. If use of force 
is considered, the reason should be explicit and clearly documented in the clinical record.  
 
A written account should include: 

• Assessing/documenting if the patient has mental capacity. 

• Risk assessment 

• Rationale for considering use of restrictive practice/intervention and evidence of MDT 
discussion and approach. 

• The frequency of re-assessment of the need for restrictive practice/intervention. Review 
times should be specified in advance. There should be emphasis on ongoing review of 
the need to use restrictive practices. 

• All discussions that have taken place to allow the individual to give valid consent and to 
assess best interests if the they lack capacity. 
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• Details about the use of any restrictive interventions considered. 

 
All documentation in relation to restrictive practice/use of force should be clear and 
contemporaneous.  

 

 
5.2 Principles to Follow 

 
CPFT fosters the Respect ethos which is a values-based approach that focuses on 
preventative measures such as occupation, meaningful engagement, pro-active recognition 
of individuals in distress, de-escalation of potential aggression and the use of interventions 
which minimise the risk of its occurrence.  

 
CPFT’s approach to managing and/or preventing violence from escalating is by using a 
graded set of interventions taught within Mandatory Training: 
 
• Proactive Prevention: Every effort should be made to reduce the likelihood of 

challenging and serious risk behaviours: 

• Primary Prevention: Creating a therapeutic environment, identifying, and managing 
trigger factors, assessment, and formulation to recognise EWS, and treating any 
underlying health conditions may help mitigate the risk. 

• Secondary Intervention: To further create calm and avoid an escalation to risk 
behaviour, person centered strategies can be developed as part of a therapeutic 
behavioural/risk/safety/care crisis management plan. 

• Tertiary Intervention:  Only as a last resort when there is no safer alternative would the 
need for any restrictive interventions or restrictive practices be considered. 

 
Restrictive interventions will never be used to punish, inflict pain, suffering or 
humiliation or to establish dominance.  

 

 Proactive Prevention 

 Primary Preventative Strategies 

Primary prevention involves creating a therapeutic environment, identifying, and managing 
trigger factors, assessment, and formulation to recognise early warning signs (EWS), and 
treating any underlying health conditions to help mitigate the risk. At CPFT we will adopt a 
person-centred care approach, seeking to work in partnership with individuals within our 
care and their families/carers and empower them by involving them where possible (within 
the limits of their mental health condition and capacity) in all decisions about their care and 
treatment, paying particular attention to their individual needs, preferences, choice, and 
human rights.  

 Secondary Intervention  

De-escalation  
Staff are trained in the use of de-escalation which includes: 

 
• how to recognise the early signs of agitation, irritation, anger, and aggression  
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• use techniques for distraction and calming and ways to encourage relaxation, e.g., 
sensory approaches, activities the person enjoys. 

• recognise the importance of personal space, reducing the demands placed on the 
individual and level of stimulation. 

• how to understand causes for and response to a person’s anger in an appropriate, 
measured, and reasonable way and avoid provocation.  

 
(All the points above this should form part of the care plan and should be directed by the 
individual being cared for)  

 
Disengagement techniques  
Sometimes the safest and most appropriate response will be to explain that staff will 
disengage to give the individual some space, this must be risk assessed as being an 
appropriate response in each situation and reassurance should be given, they may 
approach staff when they feel ready. 

 Tertiary Intervention 

Restrictive interventions should only be used if all other preventative strategies or de-
escalation have been tried and failed and there is potential harm to the individual or others 
if no action is taken. This means that they are used as a last resort. Incidents that occur very 
suddenly and without time to de-escalate or summon help may require immediate physical 
interventions. The use of such intervention is acceptable in law providing the amount of force 
is necessary and proportionate that is sufficient to stop the attacker and/or stop injury to 
yourself or others. During any restrictive intervention staff should continue to attempt de-
escalation and the restrictive intervention should end as soon as it is not required. 

 
Ensure that the techniques and methods used to restrict an individual:  

 
• are proportionate to the risk and potential seriousness of harm.  

• are the least restrictive option to meet the need.  

• are used for no longer than necessary.  

• take account of the individual’s preferences, if known and it is possible to do so.  

• take account of the person's physical health, degree of frailty and developmental age.  

• consider protected characteristics.  

 

It is expected that staff undertaking planned physical interventions have been trained by 
attending and passing the appropriate level of Training. Individual team training 
requirements will be available via the team manager.  

 
 
5.3 Types of Restrictive Intervention/Use of Force 
  

 Observations  

There may be times when enhanced levels of observation are required for the short-term 
management of behavioural disturbance or during periods of distress to prevent suicide or 
serious self-harm. (CoP 26.30).  Staff should balance the potentially distressing effect on 
the individual of increased levels of observation, particularly if these are proposed for many 
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hours or days, against the identified risk of self-injury or behavioural disturbance. (CoP 
26.34). Staff should refer to the policy on Therapeutic Observation and Engagement. 

 Clinical Holding  

• Clinical holding is a restrictive intervention and therefore MUST be reported on the Trust 
Datix incident system every time a restraint classified as clinical holding is utilised.  

• Clinical holding may be defined as the proactive holding of part of the body to allow a 
procedure to be carried out, e.g., holding an arm while blood is being taken to prevent 
reflex withdrawal and consequent unnecessary pain, distress or injury to the patient, staff 
or accompanying persons.  

• Clinical Holding interventions are planned interventions and therefore must be care 
planned accordingly.  

 

Physical Intervention  
Physical intervention is a practice or intervention that is or involves the use of physical force 
to prevent, restrict or subdue movement of a person’s body, or part of a person’s body, for 
the primary purpose of influencing the person’s behaviour. 

 

 Chemical Restraint  

Oral medication should always be offered before consideration of Rapid Tranquillisation by 
IM administration unless there is a clear, documented rationale (within the patient record 
and Datix incident form) for not doing so.  

 Rapid tranquillisation (RT)  

Refers to the use of Intramuscular medication if oral medication is not possible or 
appropriate and urgent medication is needed. Rapid tranquillisation refers to the 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. When prescribing PRN medication as part of a 
strategy to de-escalate or prevent situations that may lead to disturbed behaviour this is 
covered in the guideline for the pharmacological management of acute behavioural 
disturbance in in-patient wards (Including Rapid Tranquillisation) and should be read in 
conjunction with this policy.  

 Seclusion and Segregation  

There may be times when an individual using Trust services and detained under the Mental 
Health Act may need to be moved from the communal ward environment and placed in 
seclusion or segregation away from others for the safety of themselves or others as a last 
resort. In these instances, staff should refer to the Trusts policy on The Use of Seclusion 
and Segregation. 

 Safety PodsTM  

Safety Pods have been introduced as an approach to support de-escalation thus preventing 
and managing aggression within the Trust using the least restrictive options. Training has 
been developed / incorporated into the Mandatory PI Training to meet the specific needs of 
introducing the Pods in clinical practice and staff must be trained in their use prior to using 
them. Where the safety pod is used as part of a restrictive practice this is to be indicated 
within the incident reporting system. The use of safety Pods maybe incorporated in the 
person-centred care management approach (see SOP for Safety PodsTM). 
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 Mechanical Restraint  

Mechanical restraint in the form of handcuffs, soft cuffs, or other devices to restrict and 
subdue an individual’s movements is not permitted for CPFT clinical staff. There may be 
times when a person is brought to the 136 health-based place of safety or a ward in 
handcuffs or other mechanical restraint aids by external agencies including the police. In 
these circumstances staff must document their use via incident forms and compete a body 
map of any bruising relating to the use of mechanical restraint.  

 
Individuals who are being mechanically restrained by Cambs Police should remain under 
continuous observation throughout the period of mechanical restraint (CoP 26.80) and be 
medically reviewed within one hour and at 4-hourly intervals thereafter, or more frequently 
at the request of nursing staff (CoP 26.82). These observations must be carried out by a 
competent medic/paramedic. Post incident support is necessary.  

 

Other uses of mechanical restraint 
A very small number of individuals may require the use of mechanical restraint to: 

 
• Prevent ‘self-injurious’ behaviour such as falling from a chair or bed, or  

• Safely allow someone to travel in a car or bus (the use of seatbelts, where provided, is 
required by law)  

 

In such instances the purpose of the mechanical restraint is not to control disturbed 
behaviour but is a risk-reduction intervention intended to maximise safety. The purpose of 
the mechanical restraint is to prevent injury e.g., to prevent falls where the person is high at 
risk and vulnerable to fracture. Examples of mechanical restraint equipment that may be 
utilised for this purpose include bed rails and safety helmets. The use of bed rails must be 
managed aligned to the Bed Rail Policy. Safety helmets must only be utilised when 
prescribed and fitted by professional clinical staff and documented for use in the care plan. 
The use of mechanical restraint, including using a sheet or mattress to re-locate a patient is 
permitted to facilitate safe exit from a building or area in a fire evacuation, in line with 
appropriate moving and handling techniques.  

 

5.4  Use of Full Physical Intervention   

 
Where full physical intervention has been identified as likely to occur the staff leading needs 
to assess the composition of the team and respond appropriately in considering gender and 
the persons own wishes as outlined in their advance statement/care plan as far as is 
reasonably practicable in the circumstances. Where staff are responding in an emergency 
the lead should consider the team composition so that staff can change in and out of holds 
following initial engagement. During full physical intervention, a minimum of three 
appropriately trained team members must be present. One staff member will lead this 
intervention and will co-ordinate all staff.  

.  

• The team must only use physical interventions recognised and approved by the Trust 

and ensure the patient’s privacy and dignity is always protected. 

• A member of staff should take responsibility for communicating with the person 

throughout any period of physical intervention to continually attempt to de- escalate the 

situation and offer reassurance.  
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• CPFT will only support a person to the floor in the supine position where other, less 

intrusive strategies have failed to contain the situation. 

• Where prone restraint has occurred (see safety requirements 5.5), the rationale for this 

must be documented within the Datix incident form. 

• In all circumstances where restraint is used one of the support staff must monitor the 

person’s airway and physical condition throughout the restraint  

• Staff must not deliberately use techniques where a person can fall, unsupported, other 

than when there is a need to escape from a life-threatening situation.  

• If there is a likelihood of having to manage disturbed or violent behaviour from a 

pregnant woman, or person with disabilities, including physical or sensory impairment 

and/or other communication difficulties, special arrangements should be made prior to 

the need for any physical intervention (restraint) arising. Expert advice on physical 

interventions should be sought from the L&D Consultant for PMVA, via 

learning@cpft.nhs.uk.  

• Staff not involved in the incident to remain with other individuals being care for within the 
unit.  

• Emergency resuscitation equipment must be available, and staff should be trained in its 
use.  

• For an extremely small number of people (e.g., individuals with physical issues) it is 
possible that risk assessments will indicate that there may be no appropriate, standard 
techniques. In such cases, advice should be sought as a matter of urgency from the L&D 
Consultant for PMVA, via learning@cpft.nhs.uk, who will help to care plan for that 
individual.  

• Types of restraint unique to services/individual groups will be covered within local 
operational policies. L&D Consultant for PMVA, via learning@cpft.nhs.uk can be 
contacted for advice when available. 

  Release from Physical Intervention  

• Releasing a person from physical intervention should occur as soon as reasonably 
possible to prevent ongoing discomfort.  

• The person should be informed of what is happening and what the expectations are of 
him/her after s/he is released.  

• Staff should continue to monitor the person following interventions. 

• Staff should obtain agreement on immediate future actions, from the person prior to 
release.  

 

5.5  Safety requirements in the use of restrictive interventions Use of Force Act 2018 

 
• People must not be deliberately restrained in a way that impacts on their airway, 

breathing or circulation. The mouth and/or nose must never be covered, and techniques 
should not incur pressure to the neck region, rib cage and/or abdomen.  

• There must be no planned or intentional restraint of a person in a prone or face 
down position on any surface, not just the floor.  

• If exceptionally a person is restrained unintentionally in a prone or face down position, 
staff should either release their holds or reposition into a safer alternative as soon as 
possible.  

mailto:learning@cpft.nhs.uk
mailto:learning@cpft.nhs.uk
mailto:learning@cpft.nhs.uk
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• Staff must not use physical restraint or breakaway techniques that involve the use of 
pain, including holds where movement by the individual induces pain, other than for the 
purpose of an immediate rescue in a life-threatening situation.  

• Observations that include vital clinical indicators such as pulse, respiration, and 
complexion (with special attention to pallor or discolouration) must be carried out and 
recorded. Staff are trained to ensure that they are competent to interpret these vital 
signs.  

• If the person’s physical condition and/or their expressions of distress give rise to concern, 
the restraint must stop immediately.  

 

 Prolonged Restraint 

Where a Supine Restrictive Physical Intervention has been used more than 10 minutes then 
medical assistance must be sought through either the Responsible Clinician or On-Call rota 
for further advice. 

 
The clinical team working with the individual should: 

 
• consider rapid tranquillisation or seclusion as alternatives to prolonged use of physical 

interventions (longer than 10 minutes).  

• ensure robust physical health monitoring is in place to identify any potential cardiac or 
respiratory difficulties due to prolonged restraint.  

• escalate concerns of the ongoing risk of physical restraint  

• complete an incident form.  

 
All incidents of prolonged restraint will be followed up by a manager using incident reporting, 
they will: 

 
• see the person as soon as possible.  

• visit and talk to the person about the incident and ascertain if they have any concerns or 
complaints and if so, assist in putting them forward.  

• where appropriate inform family or advocacy to support the person.  

• consider psychological support to manage the trauma associated with the incident.  

 
The ward manager may delegate this task to a member of staff who has a good 
relationship with the person.  

 
NICE guideline [NG10] Violence and aggression 
• Do not routinely use manual restraint for more than 10 minutes.  

• Consider rapid tranquillisation or seclusion as alternative to prolonged restraint (longer 
than 10 mins)  

• One staff member should lead throughout the use of manual restraint. This person 
should ensure that other staff members are able to protect and support the person's 
head and neck if needed, able to check that the service user's airway and breathing are 
not compromised, and able to monitor vital signs supported throughout the process.  

• Monitor the individual's physical and psychological health for as long as clinically 
necessary after using manual restraint.  
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 Prone Restraint  

CPFT recognises that at times service users can end up in a prone position for several 
reasons outside of staff control. Where this occurs, it is essential that the service user is 
repositioned into a supine position as soon as practicable. Any positioning in the prone 
position, must be reported via the Datix incident reporting system.  

 Risk of Positional Asphyxia 

• All Trust courses covering Physical Restraint will include training regarding the risks of 
positional asphyxia.  

• Positional asphyxia can occur when the person’s body is in a position that interferes with 
normal respiration.  

• The condition can occur very quickly and is rare, but extremely serious (life-threatening) 
condition.  

• Any staff member observing signs of positional asphyxia must inform the restraint team 
immediately.  

• Staff involved in the restraint must respond immediately upon recognition of these 
symptoms and initiate the first aid recovery position and Basic Life Support if required 
(see Resuscitation Policy).  

• This must be treated as a medical emergency. 

 

CPFT incorporates manual restraint techniques that fully comply with NICE and RRN 
Standards in respect to managing violence and aggression. 

 Practice Issues and Potential Use of Physical Interventions  

Physical Interventions can be used to undertake different forms of treatment where there is 
legal authority to treat the individual without consent. It should not be used unless there is 
such legal authority. (e.g., prevention of Self-Harm, Personal Care, Vaccines, Medication, 
Medical investigations etc.). advice on the appropriate legal frameworks can be sought from 
the mental health legislation team. 

 CPFT staff use of restraint/Use of Force in other hospital settings (non CPFT)  

This policy is applicable only within the defined mental health units governed by CPFT, 
therefore this policy does not apply to patients who are under the care of CPFT Psychiatric 
Liaison or patients admitted to local acute hospitals. Any consideration of the use of force 
not within CPFT mental health units MUST be discussed with the Medical Director and/or 
Chief Nurse and/or Director of Operations. Out of hours this enquiry should go via the 
Director on call. 

 
The overriding principle is that there is no legal framework for CPFT staff to restrain 
individuals in non-CPFT premises aligned to the Use of Force Act.  
 

 Police assistance  

In very exceptional circumstances, in both anticipated and unanticipated situations, staff 
members may feel it necessary to call the Police. This is done via a 999 or 111 call specifying 
the exact location and with a brief description of the situation. CAMBRIDGESHIRE police 
will respond to situations where there is a threat to life or limb, or a crime has been 
committed. Should police attend to assist with the management of a individuals the mental 
health professional continues to be responsible for the health and safety of the 
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person. Health staff should be alert to the risk of respiratory or cardiac distress and continue 
to monitor the physical and psychological wellbeing.  

 
Cambs police will not assist in the chemical restraint of individuals. If the police are present 
and become involved in physical intervention and restraint, it remains the duty of health care 
staff to always remain physically present and in direct observation of the person being 
restrained and should advise the police of any physical health concerns and signs of 
deterioration which can be observed using the ABCDE assessment tool, e.g., any changes 
in consciousness level using the ACVPU scale, skin colour, respiratory rate/effort/noise.    

 
Cambs Police must not be relied upon to address shortfalls in service provision. 

 Use of transport - secure and non-secure (To be read in conjunction with 
Conveyance and Assistance policy) 

Cambs police or contracted secure transport services may on rare occasions bring 
individuals in to CPFT care utilising handcuffs or leg restraints. In very rare and exceptional 
circumstances Taser or irritants such as pepper spray or CS gas may have been used. On 
every occasion an incident report will be made, and an appropriate Manager informed, if this 
has happened on trust premises this is to be reported to the Service Manager/ Matron.  
Guidance on care of individuals in this situation is in Appendices. 

 Involvement of families and carers  

Involving others can be key to good care planning and prevention. Whilst it is acknowledged 
that some individuals do not wish their families or carers to be involved, the team caring for 
the person should take all steps to understand the relationship and involve where 
appropriate to do so. Individuals, and where consented, their families, and carers, should 
be provided with information about the use of force and their rights in relation to any use of 
force which may be used by staff in a mental health unit.  

  

6  Post Incident Management 

 
Post-incident support is good management practice, to limit wherever possible the effects 
of exposure to distressing workplace events, which would include incidents of violence and 
aggression.  
  

 Physical Health Care for Individuals Following Restrictive Interventions  

Once the Supportive Interventions has ceased, a series of physiological observations 
should be carried out using the ABCDE assessment tool and recorded using NEWS2. The 
following observations should be monitored and recorded but are not exhaustive. 

 
• Oxygen saturation 

• Respiration rate  

• Blood pressure  

• Pulse rate 
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• Temperature 

• Level of alertness and consciousness  

 

Where it is not possible to get consent for obtaining vital signs due to heightened distress, 
unwillingness or physical barriers, staff should document what they can observe (non-
contact observations) from a distance using the ABCDE assessment tool and document 
why they were unable to obtain specific touch observations.  

 Post Incident Debrief  

After using restrictive interventions and the risk of harm has been contained, the senior 
nurse and doctor, where available, should conduct a post incident debrief. Debrief cannot 
prevent reactions from occurring but can provide a framework for the individual to contain 
them and provide opportunities to take further action to resolve distress. It aims to prevent 
the development of further adverse reactions and minimise the occurrence of unnecessary 
psychological and emotional suffering. De-brief should also be offered to other people who 
may have witnessed the incident. All involved should feel supported and be given an 
opportunity to talk about and work through their experience.  

 

 Support for Individuals Following Restrictive interventions and Use of Force  

An individual’s experiences of staff dealing with aggression and violence can have a 
traumatic effect on their wellbeing and future recovery, therefore following an incident; they 
must be offered post incident support.  

 
Staff should plan the process of re-integration with the individual into the ward area 
carefully, considering the person’s needs and risks posed, so previous and current 
experiences of such events are considered to facilitate a value-based approach to post 
incident support. Where a person does not have the capacity to engage in this process, staff 
are to ensure they are aware of the recovery phase which can be documented in the 
Collaborative Care Plan and use these strategies.  

 
This process should allow for opportunities to revisit any identified concerns or issues, so 
the level of support is continuous and relates to on-going care and presenting needs. All 
incidents should be reviewed to offer immediate support to understand the impact of events 
and where possible develop proactive support.  

 
People who are assaulted have the right to make a complaint to the Police. Staff should 
support individuals in this process. The manager of the area should be informed if Police 
are contacted. 
 

 Advocacy  

Advocacy must be offered to all individuals at the point of admission. Where this has been 
declined but the individual is subsequently subject to a restrictive intervention, this should 
be offered again as a supportive mechanism.  
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 Staff Support following Incidents  

Post-incident support is essential and part of good management practice. It aims to limit 
wherever possible the effects of exposure to distressing workplace events which can be 
traumatising or re-traumatising for staff as well. Responding appropriately to the needs of 
our staff who have been through distressing experiences is important and the Trust will aim 
to make sure that everyone who has been involved in an incident can feel supported and be 
given an opportunity to talk about and work through their experience. Initially this support 
should be offered through the clinical management structure.  

 
A review of whether members of staff require medical treatment, sick leave or temporary 
relief from duty must be carried out by the Line Manager, or Deputy and appropriate 
arrangements made. A review and assessment of working practices and security measures 
must be carried out and appropriate changes made. Where changes are required, but 
cannot be implemented, these must be reported to Line Managers immediately. 

 
When a member of staff has been involved in an incident, the Line Manager should ensure 
the member of staff has the contact details of the appropriate staff wellbeing service. The 
Line Manager should discuss the issue of prosecution and refer to the trust Managing 
Violence & Aggression Against Staff Policy.  Managers should ensure RIDDOR is followed 
if appropriate, managers should also check how the staff are feeling when they return to 
work, and at intervals following the incident.  

 

6.1  Incident Reporting  

 
For all Internal Reporting Requirements please refer to the Incident Management Policy 
and Procedure. Statutory Guidance on what is to be included in incident reports where the 
Use of Force has been applied: 

 
• the reason for the use of force  

• the place, date, and duration of the use of force  

• the type, or types of force used on the patient.  

• whether the type or types of force used formed part of the person’s care plan  

• name of the person on whom force was used.  

• a description of how force was used.  

• the person’s consistent identifier  

• the name and job title of any member of staff who was involved in the use of force. 

• the reason any person who was not a member of staff in the mental health unit was 
involved in the use of force.  

• the person’s mental disorder (if known)  

• the relevant characteristics of the person (if known)  

• whether the person has a learning disability or autistic spectrum disorder  

• a description of the outcome of the use of force  

• whether the person died or suffered any serious injury because of the use of force.  

• any efforts made to avoid the need for use of force on the person.  

• whether a notification regarding the use of force was sent to the person or persons (if 
any) to be notified under the person’s care plan  
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 Safeguarding  
Where staff are concerned that the use of a restrictive practice constitutes a safeguarding 
concern they should “tick” the safeguarding box on the incident form. Staff can contact the 
Think Family safeguarding team during working hours for advice and support related to any 
aspects of clinical care. 

 

 Complaints 

Any complaint made against staff because of a violent incident including what the individual 
feels was an inappropriate use of force or where too much force was applied will be 
investigated through the appropriate CPFT procedure including complaints, safeguarding or 
performance procedures. Individuals and their family/carers should be supported through 
this process. Staff are also encouraged to consult their own professional association or 
Trade Union for advice.  

 
 

7 Education and Training Requirements 

 
The Trust recognises that the provision of training in the prevention and management of 
violence and aggression is essential in ensuring that the policy can be implemented.  The 
Trust is required to provide Conflict Resolution Training and training in the short- term 
management of disturbed or violent behaviour, as is necessary to ensure, as far as is 
reasonably practicable, the health and safety at work of its employees.  A range of training 
opportunities are available to allow staff to gain confidence and enhance their knowledge 
and skills. This training covers prevention, risk assessment, de-escalation, incident 
management, and post-incident issues.  
 
Mandatory Training in PMVA  
 

The Trust has stated that certain levels of training are mandatory for staff working within 
the Trust.  Training meets the NHSE contractual standards for such training and these will  
be assessed on an annual basis aligned to the Use of Force Act. 

 

All mandatory training in PMVA will be provided by the Trust’s Learning & Organisational 
Development Team. This is to ensure consistency, safety and appropriate quality assurance 
mechanisms are in place for all such training, including periodic peer review. It is the role of 
the Learning and Development Consultant for PMVA to ensure that standards are met and 
adhered to. It is the responsibility of the Learning and Development Consultant for PMVA to 
maintain a list of approved Physical Intervention techniques. Only techniques from the 
current list may be taught on these courses.  

 

Support from the Instructors is available in work bases areas in between training sessions 
to enhance the skills and confidence of staff. The team also offers outreach whereby they 
will visit clinical areas. Please email cpft.learning@cpft.nhs.uk with any queries.  

 

mailto:cpft.learning@cpft.nhs.uk
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Staff are expected to complete training as outlined in CPFT’s Training Needs Analysis – as 
assigned to them via CPFT Academy. All staff must ensure that they (and those they 
manage) maintain compliance through required refresher training pathways.  
 
CPFT Academy is the central place for recording Trust mandatory training evidence of 
compliance. Bookings are managed via CPFT Academy and attendees must ensure that 
their attendance is recorded on the attendance register, which will be returned to the L&OD 
Team to be recorded in CPFT Academy.  Mandatory training compliance will be reported 
via central dashboards provided by the Information & Performance (I&P) team. 
 
The Learning and Organisational Development Team will inform the individual and their line-
manager if the staff member does not reach the required standards and competencies 
during training and where needs are identified make reasonable adjustments and offer one-
to-one support. Non-compliance will be followed up at individual and service levels with line 
managers and individuals held to account for their compliance for all training required in 
their role (see 5.6 Statutory and Mandatory Training Policy).  
 

 Resuscitation Training  

Staff who utilise physical intervention, rapid tranquilisation or seclusion must be trained in 
life support, as a minimum Basic Life Support, ideally immediate life support via the Medical 
Emergency Response Course (MERC). 

 Local Training and Induction  

All new or transferred staff must be made aware of all clinical policies and related local 
procedures relevant to practice within the area they are working as part of their induction. 
All bank staff should have received the relevant Trust training for the area they are required 
to work in before being employed to work in those areas. 

 Exemptions  

Some staff may not be able to participate in physical interventions for several reasons.  
Managers will be responsible for following up any non-compliance with individual staff 
members. In all cases a risk assessment should be completed, appropriate mitigation 
implemented, and a record held for reference in personnel file (see also 5.6 Statutory and 
Mandatory Training Policy).  

  

 
8 Monitoring Effectiveness of Implementation  

Incidences of Use of Force are reported and reviewed by the Risk department, the Learning 
and Organisational Development Team and local managers. Incidents are monitored, 
discussed, and reviewed by the Risk Safety Huddles. Trust, Directorate, and team MI reports 
are available to support learning, identify themes and any areas for address or improvement.  

 
Such reports should follow guidelines from the Mental Health Units (Use of Force) Act 2018 
statutory guidance to include: 

 
• when force is used, does it meet the justification threshold of imminent or immediate risk 

of harm to self or others  

• is there a reduction in the average duration when force is used  
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• was the level of force proportionate in all cases.  

• is there an overall reduction in the use of physical restraint.  

• is there a reduction in the use of prone and supine restraint.  

• is there a reduction in the number of complaints from patients and families or carers 
following the use of force.  

• is there a reduction in the number of injuries to individuals within our care and staff 
following the use of force?  

 

An audit program will review use of the standards related to restrictive practice and the 
Use of force, specifically seclusion, restraint, and rapid tranquillisation. Audits will be 
performed by Directorates after each event and reports will be shared with the Use of 
Force Implementation & Restrictive Interventions Oversight Group to establish if standards 
are being met.  

 
CPFT have a responsibility to consider the detail behind the data to evaluate if our wider 
approaches to minimising the use of force are effective. Success should not be measured 
on a reduction in the number of reported incidents alone. This data and its analysis will be 
vital in informing CPFT’s plan to reduce the use of restrictive interventions. 

 
9  Links to Other Procedural Documents 

• Protecting Patients who Present a Risk to Themselves or Others (Clinical Risk 
Assessment) 

• Safeguarding 

• Managing Violence and Aggression Against Staff 

• Ligature 

• Seclusion and Segregation 

• Therapeutic Observation & Engagement 

• Mandatory Training 

• Incident Management 

• Clinical Record Keeping 

• Being Open and Duty of Candour 

• Search 

• Blanket Restrictions 

• Lone Working 
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ATTACHMENTS 
 

10 Procedures 

 
10.1 Practical Guidance on Use of Restrictive Intervention/Use of Force in Adults 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Situation occurs that appears to 
require intervention. 

• Consider person’s mental capacity. 

• Environment  

• Behaviour – is the person immediately threatening or actively harming 
others/property? 

• Are there underlying psychological, pharmacological, pathological 
reasons for the behaviour which can be addressed first? 

Consider 
• Changes to environment 

• Changes to treatment 

• Support of family/others 

• Least restrictive alternatives 

If the person lacks capacity 

• Is the restrictive intervention in 
their best interest? 

• Has DoLs been considered? 

If restrictive intervention takes place, it must be least restrictive and 
for the shortest time possible 

Debrief individual.   
Monitor physical & mental wellbeing. 
Debrief staff. 
Document in progress notes 
Datix incident form completion  
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10.2 Practical Guidance on Use of Holding and Immobilisation – Children & Young People 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

ASSESSMENT 

Plan procedure including how it will be carried out. 

Successful (Yes/No) 

YES 

Life threatening (Yes/No) 

Explain procedure/requirement to parent and child/young 
person. 

Document 

NO 

Carry out procedure/continue with care 

YES NO Debrief child/parent. 

Document Re-evaluate 

Decision to use restrictive intervention. 

Least restrictive Intervention 

Re-evaluate and re-explain 
requirement. 

Second attempt 
unsuccessful 

Reschedule procedure, 
adjust plan of care. 

Debrief child/parent. 
Monitor physical & mental wellbeing. 
Debrief staff. 
Document in progress notes 
Datix incident form completion 

Explain what will happen and why. 

Document 
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11  Definition of Terms 

 

Advance statement A written statement that conveys a person's preferences, wishes, 
beliefs and values about their future treatment and care. An advance statement is not legally 
binding.  

 
Advocate A person who represents someone's interests independently of any organisation 
and helps them to get the care and support they need. 

 
Blanket Restrictions the Mental Health Act Code of Practice (2015) defines blanket 
restrictions as “rules or policies that restrict a patient’s liberty and other rights, which are 
routinely applied to all patients, or to classes of patients, or within a service, without 
individual risk assessments to justify their application.” The Code does allow that secure 
services will impose blanket restrictions on their patients. 
(Mental health act code of practice 2015 Ch 8.5) 
  
Breakaway techniques A set of physical skills to help separate or break away from an 
aggressor in a safe manner.  

 
Carer A person who provides unpaid support to a partner, family member, friend or 
neighbour who is ill, struggling or disabled.  

 
Chemical restraint refers to: ‘the use of medication which is prescribed and administered 

(whether orally or by injection) for the purpose of controlling or subduing disturbed/violent 

behaviour, where it is not prescribed for the treatment of a formally identified physical or 

mental illness. Any incident recorded as chemical restraint must meet all the criteria of a 

restrictive intervention. 

 

Clinical Holding A definition of Clinical Holding as taken from the Mental Capacity Act is 

‘The use of restrictive physical interventions that enable staff to effectively assess or deliver 

clinical care and treatment to individuals who are unable to comply.’  

 

De-escalation The use of techniques (including verbal and non-verbal communication 
skills) aimed at defusing anger and averting aggression.  

 
Incident An event or circumstance which could have resulted, or did result in, unnecessary 
damage, loss or harm to a service user, member of staff, visitor, or member of the public 
under the care of the Trust or on Trust premises.  

 
Mechanical restraint is defined in the Mental Health Act Code of Practice as ‘a form of 
restrictive intervention that [involves] the use of a device to prevent, restrict or subdue 
movement of a person’s body, or part of the body, for the primary purpose of behavioural 
control (CoP 26.75).  

 

Mental Health Unit is described as a health service hospital or independent hospital in 

England that provides treatment to inpatients for a mental disorder. An Independent hospital 

will only be a 'mental health unit' if its purpose is “to provide treatment to inpatients for mental 

disorder”, and “at least some of that treatment is provided, or is intended to be provided, for 

the purposes of the NHS.”  
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The following services are considered outside of the definition of a mental health unit (this 

is not an exhaustive list) and therefore not covered by the requirements of the Mental Health 

Units (Use of Force) Act 2018:  

 
• accident and emergency departments of emergency departments  

• section 135 and 136 suites  

• outpatient departments or clinics  

 

Negligible use of force This describes a use of force that is deemed as negligible, the final 
definition will be coproduced; however, the following examples are given: 

 
• The use of touch support or assisted walking - guiding by one member of staff to provide 

redirection or support to prevent potential harm to a person or in support of undertaking 
an activity of daily living.  

• meaning that the contact is so slight that the person can at any time over-ride or reject 
the direction of the guiding technique and exercise their autonomy.  

• It is also essential that guiding through techniques such as touch support or assisted 
walking does not cause distress to the person.  

 

If a member of staff’s contact or touch with a patient goes beyond the minimum necessary 
to carry out daily therapeutic or caring activities, then it is not a negligible use of force and 
must be recorded.  

 
The use of force is not considered as negligible in the following circumstances if:  
• any form of chemical or mechanical restraint is used.  

• the person verbally or physically resists the contact of a member of staff. 

• a person complains about the use of force either during or following the use of force.  

• someone else complains about the use of force.  

• the use of force causes an injury to the person or a member of staff.  

• more than one member of staff carried out the use of force. 

 

Observation A restrictive intervention of varying intensity in which a member of the 
healthcare staff observes and maintains contact with an individual to ensure the service 
user's safety and the safety of others. There are different levels of observation, as defined 
in the Therapeutic Observation & Engagement Policy.  

 
Physical Interventions A skilled, hands-on method of physical restraint used by trained 
healthcare professionals to prevent individuals from harming themselves, endangering 
others or compromising the therapeutic environment. Its purpose is to safely immobilise the 
person. (NICE, 2015) 

 
PRN. (Pro Re Nata) When needed. In this guideline, PRN refers to the use of medication as 
part of a strategy to de-escalate or prevent situations that may lead to violence or 
aggression. 
 
Prone restraint involves the person being in a face-down position.  
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Rapid tranquillisation Use of medication by the parenteral route (usually intramuscular or, 
exceptionally, intravenous) if oral medication is not possible or appropriate and urgent 
sedation with medication is needed.  

 
Restrictive interventions are deliberate acts on the part of other person(s) that 

• Restrict a patient’s movements, liberty and/or freedom to act independently to: 

➢ Take immediate control of a dangerous situation where there is a real possibility of 
harm to the person or others if no action is taken, and 

➢ End or significantly reduce the danger to the patient or others (MHA CoP, 2015) 

 
Restrictive practice is making someone do something they don’t want to do or stopping 
someone doing something they want to do. 

 
Seclusion Defined in accordance with the Mental Health Act 1983 Code of Practice: 'the 
supervised confinement of a person in a room, which may be locked. Its sole aim is to 
contain severely disturbed behaviour that is likely to cause harm to others'.  
 
Supine Restraint involves restraint whilst the person is laying on their back.  

 
 

12  Duties and Responsibilities  

 

All staff working in Mental health settings will have due regard of this policy and its 
procedural arrangements. Both the ‘responsible person’ and staff working in mental health 
units ‘must have regard’ to the specific guidance related to the Use of Force Act (2018). It 
is important that, the responsible person ensures that they and other staff are familiar with 
its requirements, as departures from the guidance could give rise to legal challenge.  

 
Board of Directors, Professional Leads and Senior Managers  

 
The Chief Executive is ultimately accountable for the safety and welfare of staff, including 
protecting them from violence and aggression. The Board of Directors have the 
responsibility to ensure that, in line with other comparable business decisions, the resources 
and support necessary to adequately implement this policy are made available. The Board 
also has responsibility to ensure compliance with health and safety statutory legislation.  

 
Senior Trust staff must also:  

 
• Ensure structures, systems and processes allow concerns to be reported and dealt with 

quickly.  

• Respond in a timely fashion when requests for advice or action are required.  

• Initiate activities as required.  

 

Responsible Person 
 

As directed by the Mental Health Units (Use of Force) Act 2018 CPFT must appoint a 
‘responsible person’ whose role it is to ensure that the organisation complies with the 
requirements of the Act. The role of the responsible person is nominated as the Chief Nurse  
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• CPFT should ensure that whoever is appointed has the relevant skills and experience to 

undertake the responsibility of this role.  

• CPFT should ensure the responsible person has the support of all senior management 
in performing their role and has the necessary resources available to them.  

• The responsible person should attend appropriate training in the use of force to ensure 
they understand the strategies and techniques their staff are being trained in.  

• It is important they are guided by the impact of trauma on their patients and the potentially 
re-traumatising impact of the use of force.  

• Within CPFT the responsible person is appointed in relation to all the mental health 
units across the trust. This is to ensure a consistency of approach to the use of force 
across the organisation.  

• The responsible person may delegate some of their functions under the Mental Health 
Units (Use of Force) Act 2018 to other suitably qualified members of staff within CPFT.  

• The responsible person retains overall accountability for any delegated duties being 
carried out.  

• CPFT will publish the name of the responsible person.  

 
The Security Management Director (SMD) 

 
The SMD is the nominated executive with the responsibility for security management; in 
CPFT this is the Finance Director. The SMD will lead and communicate at board level on 
strategies to tackle violence against staff. This will assist the Trust in meeting its 
responsibility for the health and safety of staff. 

 

Local Security Management Specialist (LSMS):  

 

A key priority for the LSMS is preventing and managing violence and aggression. The LSMS 

will work with key Trust colleagues including the Risk Manager, Patient Safety Manager, 

Health and Safety Advisers, L&D Consultant for PMVA, Head of Facilities and Modern 

Matrons to reduce and manage incidents of violence. The LSMS will work with the Learning 

& Organisational Development Team to ensure Conflict Resolution training meets the aims 

specified in the conflict resolution Core Competencies (Conflict Resolution Training, 

Implementing the National Syllabus 2004).  
 

Responsible Clinician, or Deputy  
 

RC’s must participate in formal collaborative risk assessment with other key professionals 
involved in the individuals’ care at appropriate intervals, and when significant changes to the 
individual’s situation occur. The outcome of the risk assessment must be recorded in the 
individual’s clinical records and made known to other staff and people who need to know as 
soon as possible, as well as any changes to the care plan to manage risk. The RC will review 
any individual who is on an inpatient ward and is involved in an incident requiring the use of 
physical intervention. They will have responsibility to determine the level of priority, in line 
with their other clinical commitments.  

  

In addition, medical staff will: 
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• Promote a culture where restrictive practices are minimised and where utilised, learnt 
from.  

• Engage in therapeutic relationships within their sphere of influence in the promotion of 
calming and compassionate environments.  

• Be available to listen to concerns of staff regarding current or potential difficulties in 
caring for individuals.  

• Ensure any decisions made which may cause the person distress are discussed as part 
of good multi-disciplinary team working.  

• Carry out joint assessments with other staff where required and contribute to subsequent 
plans.  

• Prioritise work and review individuals who are causing staff anxiety and distress.  

• Liaise with relatives/carers as required.  

• On admission to a ward individuals must have a completed physical health assessment. 
Where there is a foreseeable physical health risk the MDT care plan must clearly identify 
the physical condition and the strategies to minimise the risk should the individual require 
physical interventions.  

 

Ward Managers are responsible for:  
 

• Ensuring that this policy is available and fully implemented within the ward 
environment/the team/the department that they manage.  

• Ensuring that the recording and auditing of incidents of physical intervention is completed 
in line with this policy.  

• Ensuring that lessons learned from reported incidents are used to inform a review of 
ongoing care and the management of risk. 

• Responding appropriately to any concerns regarding the attitude of staff members 
around issues of the use of force, aggression, violence, or restrictive practice.  

• Ensuring that there is a regular and comprehensive general risk assessment to ensure 
the safety of the environment.  

• Maintaining training and equipment levels in their ward/team/department. This will 
include ensuring that are staff appropriately trained to monitor physical health as per risk 
assessment of the physical interventions that are likely to take place in that service.  

 
Line managers are required to have systems in place to ensure: 

 
• Staff have access to professional (clinical) supervision to promote a culture of reflective 

practice. 

• Staff are aware of support systems and processes available to them following an incident 
of violence.  

• Debriefing and other post incident support take place facilitated by suitably skilled and/or 
experienced facilitators. 

• The induction of new staff includes outlining their role in emergencies and the local 
system for summoning assistance.  

• Staffing is flexible enough to both provide proactive care and to safely manage violence 
and aggression incidents.  

• Communication systems allow appropriate people to be informed of risks associated with 
individuals within our care.  
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• Damage to the environment is dealt with appropriately.  

• Systems are in place for maintaining staff safety and that staff whereabouts are known, 
i.e., boards, mobile phones, and emergency alarms, which are checked regularly.  

• Governance systems are in place at team level to ensure incidents are discussed and 
learning is incorporated into practice.  

 

All Clinical Staff  

 
All clinical staff will ensure that through their focus on their development of therapeutic 
relationships with individuals and their role in promoting calming and compassionate 
environments, that the need for physical interventions will be minimised.  

 
All Staff members are responsible for ensuring that their practice is safe and that they act in 
ways that are consistent with any codes of practice relevant to their profession. The Trust 
also has a Duty of Care towards its employees and towards people within our care, which 
is fulfilled by the implementation of this policy. 

 
  Clinical staff must also:  

 

• Maintain the physical environment to ensure safety, reporting ongoing problems to the 
line manager.  

• Ensure where individuals are at risk of requiring the need for physical intervention, 
proactive care interventions are included within the care plan.  

• Be aware of individual’s distress and the signs of potential violence and take steps to 
reduce these in a kind and calming manner.  

• Ensure staffing levels are appropriate to both provide proactive care interventions and 
to manage situations where there is an actual or potential risk.  

• Liaise with relatives/carers as required.  

• Ensure that individuals are given the opportunity to give their own account of their 
experience of restrictive practice.  

• Support colleagues who have been involved in restrictive practice incidents.  

 
 

Use of Force Implementation & Restrictive Interventions Oversight Group The 
purpose of the group is: 

• To oversee development, dissemination, and implementation of the Trust-wide strategy 
on restrictive practice.  

• To oversee the development, implementation and regular review of policies and 
procedures related to restrictive practices and de-escalation to support the delivery of 
the Trust’s strategy on restrictive practice.  

• To ensure the Trust discharges its duties in the use of restrictive practices in line with 
legislation as articulated within Human Rights, Mental Health Act, The Mental Capacity 
Act and The Mental Health Units (Use of Force) Act 2018.  

• To oversee and critically reflect on the use restrictive practice across all care pathways 
within the Trust, including oversight of evaluation of embedding the clinical model 
application.  
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• To enable the voice of lived experience to influence the policy and development of 
practice within the Trust through appropriate representation.  

• To receive reports including analysis of restrictive practice data across the Trust, 
considering themes, and ensuring shared learning from incidents.  

• Create and communicate an environment and culture in which promotes appropriate and 
best practice use of restricted practice for positive care delivery and staff safety.  

• Receive assurance from the L&OD on provision and uptake of training aligned to national 
standards to ensure compliance of approved techniques in practice.  

• To receive recommendations which identify emerging good practice both nationally and 
internationally and consider local implementation where appropriate, updating local 
policy and strategy as required.  

• Ensure effective working across Trust services including interface with Estates and 
Information Technology to ensure consideration of restrictive practice within the 
environments in which individuals receive care.  

 

Training Instructors are responsible for delivering training (as appropriate to job role 
requirements) within CPFT. Trainers will meet all the requirements as set out by the 
Restraint Reduction Network (RRN) and are assessed on a yearly basis. They also outreach 
into clinical areas to support with reducing restrictive practices.  

 
Learning & Development Consultant for PMVA will provide specialist consultation, 
outreach and quality assurance for training provision ensuring consistency with current 
national policy, new developments, best practice guidance and evidence.  

 
Learning & Organisational Development Department. Will maintain a database of all 
staff who have undergone Training. This will specify via risk assessment the level of training 
different groups of staff require and the frequency of training and updates (NICE 2005). 
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management-in-mental-health-health-and-community-settings-pdf-1837264712389 

 
CQC Regulation 13: Safeguarding service users from abuse and improper treatment 
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-13-
safeguarding-service-users-abuse-improper 

 
Mental Capacity Act: Code of Practice 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_
data/file/497253/Mental-capacity-act-code-of-practice.pdf 
 
Mental Health Act: Code of Practice 
New Mental Health Act code of practice - GOV.UK (www.gov.uk) 

 
14  Appendices 

 
Appendix 1 – Restrictive Interventions Flowchart 
Appendix 2 – Trust strategy on a page 
Appendix 3 – Implementation, audit, monitoring and review 
Appendix 4 – Additional Clinical Guidance 
Appendix 5 – Guidelines in the event police use a taser or irritant spray 
Appendix 6 – Guidelines for the care of a pregnant service user  
Appendix 7 – Principles for the use restrictive intervention in children & young people 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.nice.org.uk/guidance/ng10/resources/violence-and-aggression-shortterm-management-in-mental-health-health-and-community-settings-pdf-1837264712389
https://www.nice.org.uk/guidance/ng10/resources/violence-and-aggression-shortterm-management-in-mental-health-health-and-community-settings-pdf-1837264712389
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-13-safeguarding-service-users-abuse-improper
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-13-safeguarding-service-users-abuse-improper
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/497253/Mental-capacity-act-code-of-practice.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/497253/Mental-capacity-act-code-of-practice.pdf
https://www.gov.uk/government/news/new-mental-health-act-code-of-practice
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Equality considerations and statement  
 
The Trust has a duty under the Equality Act and the Public Sector Equality Duty to assess the 
impact of Policy changes for different groups within the community. In particular, the Trust is 
required to assess the impact (both positive and negative) for a number of ‘protected 
characteristics’ including:  

• Age;  

• Disability;  

• Gender reassignment;  

• Marriage and civil partnership;  

• Race;  

• Religion or belief;  

• Sexual orientation;  

• Pregnancy and maternity; and  

• Other excluded groups and/or those with multiple and social deprivation (for example carers, 
transient communities, ex-offenders, asylum seekers, sex-workers and homeless people).  
 
The author has considered the impact on these groups of the adoption of this policy/guideline. 
There are no specific adverse impacts for people with ‘protected characteristics’ or otherwise. 
 
If you require this policy in a different format e.g. larger print, Braille, different languages or audio 
tape, please contact the policy development lead. 

 

Policy Circulation Information 

 

Recipients: All staff / Clinical staff only 

Key words to be in search.  
To be dispensed of when functionality of 
VerseOne enables word search within the 
document. 

 
Quality Standards 

 

CQC Standards  

Other Quality Standards  NICE, Professional Codes of Conduct 

Relevant legislation, if any  

 
Version Control  
 

Version Date Author Comments 

1.0    

2.0    
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Appendix 1 – RESTRICTIVE INTERVENTIONS FLOWCHART  

 
• Primary    Secondary     Tertiary 

•  
•  

•  

•  

•  

•  

•  

 
 

•  

•  

 
 
 

information and 
advice 

 

Screening and risk 
identified 

Cooperating with 
interventions 

proportionate to 
presentation 

Significant risk, 
unable to engage 

although not 
actively resisting  

Disruptive or violent & 
aggressive behaviour 
with immediate risk to 

safety 

 

Discussion & 
information sharing. 
 
Capacity 
assessment 
 
Care planning 
 
Leaflet given – 
include any 
potential need for 
PPE & other 
infection control 
measures 

 
Care plan based 
around cooperation 
& collaboration 
 
 
  
 

 

 
Assess/risk assess, 
meaningful activity, 
use of safe wards 
interventions, e.g., 
calm down 
equipment, 
distraction, de-
escalation 
 

Care plan of 
intervention & 
engagement 
 
 
Consider enhanced 
observations, oral 
medication 

 

Consider all least 
restrictive interventions, 
e.g., non-physical 
intervention, oral 
medication, safe holds, 
full PI, RT 
 
Seclusion – in identified 
area as last resort 
 
 
Continued assessment 
to step down from 
seclusion at earliest 
opportunity 
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Appendix 2 – Trust strategy on a page 

 

Aim Primary Drivers Secondary Drivers Change ideas 

To improve the culture 
of the ward 
environments, ensuring 
good quality care and 
psychological and 
physical safety 

Provide care that 
represents the least 
restrictive option 

Review of less recognised restrictions 
used in practice 

Wards to consider reviewing the 
numbers of restrictions placed on people  

Debrief offered to staff, the patient 
and their families, the other patients 
where appropriate Review debrief and quality of debrief 

Monitoring of the use of restrictive 
practice  

Monitor days since last incident, 
seclusion and rapid tranquilisation  

Datix and reporting incidents Clinical training for Datix 

Data for learning Improved Datix/ reports 

Prevention and prediction   

Reduction in 
incidences of 
violence and 
aggression 

Review of less recognised restrictions 
used in practice 

Wards to consider reviewing the 
numbers of restrictions placed on people  

Debrief offered to staff, the patient 
and their families, the other patients 
where appropriate Review debrief and quality of debrief 

Monitoring of the use of restrictive 
practice  

Monitor days since last incident, 
seclusion and rapid tranquilisation  

Datix and reporting incidents Clinical training for Datix 

Data for learning Improved Datix/ reports 

Prevention and prediction   

Psychological safety 
and organisational 
culture 

Reflective practice Supervision 

Everyone able to speak up with 
concerns  Staff feedback/ survey 

All are able to suggest ideas that are 
listened to Patient and carer feedback/ survey 

Personalised care plan and safety 
plan   

Personalised care 

Human rights-based approach to care   

Trauma informed approach to care   

"This is me" documentation or 
equivalent on admission   

Personalised care plan and safety 
plan   

Co-production 
Personal stories   

Co-design and delivery of training   

Environment, 
including staffing 

Sensory rooms/ alternative   

Safe wards   

Activities   

Training 

Co-production   

Review of training needs analysis   

Training to all staff on de-escalation   

Use of technology 

Time freed from unnecessary work/ 
more clinical facing time   

Satchel with relevant materials   
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Appendix 3 – Implementation, Audit, Monitoring, and Review 

 
Implementation  
Action/task Responsible person Deadline Progress update  

Upload new policy onto intranet 
and remove old version  
 

Chief Nurse TBC  

Make teams aware of revised 
policy  
 

Matrons 
Comms Lead 

TBC  

Integrate policy into Relevant PI 
training  
 

L&D Consultant for PMVA TBC  

Develop sessions to share policy 
requirements across the Trust via 
existing forums  
 

L&D Consultant for PMVA 
Matrons  

TBC  

 
 
Monitoring compliance template 
Minimum 
requirement 

Process for 
monitoring  

Responsible 
individual/group  

Frequency Review of results 
process 

Responsible 
individual/group for 
action planning 

Responsible 
individual/group for 
action plan 
monitoring & 
implementation  

Monitor use of 
force and relevant 
standards related 
to statutory 
guidance  

Incident reporting 
Dashboards 
Thematic analysis 
Complaints 
Audit 

Patient Safety 
Team 
Empowering 
Environments  
Matrons, HoNs 
CYPF ADNQ 
ASMH ADNQ 
OPAC ADNQ 

On event for use of 
restraint, seclusion, 
and RT  
Quarterly for 
incident data and 
complaints  

Use of Force 
Implementation & 
Restrictive 
Interventions 
Oversight Group  

  
 

Empowering 
Environments  

Empowering 
Environments 



 

Page 34 of 39 

 

Appendix 4 - Additional Clinical Guidance 
 
Showing respect for diversity generally includes the following: 

• creating and sustaining inclusive environments where every person feels valued, listened to, 
and supported.  

• recruiting and supporting diverse staff groups which reflect the local community.  

• positively challenging practices and behaviour which have the potential to cause individuals or 
staff to feel degraded and/or excluded.  

• how to demonstrate respect for individual beliefs, values, cultures, and lifestyles and 
appreciating the differences.  

 
Avoiding unlawful discrimination, harassment and victimisation includes the following: 
As with ‘Showing respect for diversity generally’ an outline of the law covering all the protected 
characteristics under the Equality Act 2010; this should recognise the distinct experience of 
discrimination, harassment and victimisation experienced by groups with different protected 
characteristics. This should cover in particular: 
 

• direct discrimination (for example based on disability, race, age, or sex).  

• indirect discrimination.  

• reasonable adjustments, and how they are relevant to use of force (for example environmental 
changes).  

• The Public Sector Equality Duty  

• how use of force monitoring and data can identify themes and issues which affects those 
involved (individuals in our care, staff, and managers) and in turn, how this should be acted 
upon.  

• the important role of independent advocates in helping patients to challenge the inappropriate 
use of force.  

 
The use of techniques for avoiding or reducing the use of force includes the following:  

• understanding the challenges and constraints experienced living in mental health units (for 
example the impact of living under blanket restrictions, sensory issues, missing family, and 
friends, being away from familiar surroundings, or feeling unsafe)  

• recognising the high levels of trauma amongst individuals in mental health units, particularly 
among women and girls, people with autism or a learning disability, and people from black and 
ethnic and minority backgrounds  

• creating positive physical environments  

• person-centered care, including preventative approaches such as Safe wards and where 
applicable Positive Behaviour Support  

• conflict avoidance and resolution (within inter-personal relationships and groups)  

• staff clinical supervision, reflective practice, and development and mentoring  

• understanding of the difference between coercion or threatening to use force and de-
escalation so that staff understand that trying to gain compliance through coercion or threats 
is not ethical or in line with the least restrictive approach.  

 

The risks associated with the use of force includes the following:  
• physical, psychological, and emotional effects on those subject to and witness to the use of 

force  

• physical, psychological, and emotional effects on staff applying the use of force.  

• the risk of deaths and serious injuries caused by, or connected to, the use of force.  

 
The impact of trauma (whether historic or otherwise) on a person’s mental and physical 
health includes the following:  

• the impact of sexual, physical, and emotional abuse on survivors’ experience of the use of 
force  
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• coping with loss, fear, and anxiety  

• the impact of use of force in further traumatising or re-traumatising individuals whose mental 
ill health may already have been exacerbated by forms of trauma.  

• the impact of the sex of the person applying the use of force to the person and the sex of the 
person subject to the use of force  

• the impact of the use of force in relation to the age of the individual  

• the impact of the use of force in relation to the person’s health condition or impairment  

 
How to ensure the safety of individuals in our care and the public includes the following:  

• informing individuals and their families or carers of the approaches and techniques which may 
be used.  

• involving individuals and their families or carers in agreeing their own care plan and 
arrangements to take active steps to prevent and pre-empt distress and conflict arising.  

• Care plans should identify individual risks associated with the use of force, and how these risks 
can be minimised (including by not using force)  

• supporting observers of any use of force incidents  

• use of independent advocates in assisting individuals and their families or carers in agreeing 
plans and raising concerns about the use of force  

• Duty of Candour in regulation 20 of the 2014 Regulations in respect of the use of force  

 
Trauma informed care and practice  
Trauma, both personal or caused by the system, whether historical or current is an area of care and 
practice for us to address as part of improving safe and positive care and reducing restrictive 
practices. We will strive to be increasingly trauma aware and sensitive to the impact of actual, 
potential, and vicarious trauma on the lives of everyone who encounters services, including those 
who work within it.  
 
Safewards 
The clinical model of safe wards is to be implemented and embedded across all inpatient services 
as a way of improving safety and harmony between staff and individuals being cared for by working 
together on the interventions, which support the reduction of flashpoints and conflict and support the 
non-use of force. The Safewards Model depicts six domains of originating factors: the staff team, the 
physical environment, outside hospital, the in-patient community, individual characteristics and the 
regulatory framework. These domains give risk to flashpoints, which have the capacity to trigger 
conflict and/or containment. Staff interventions can modify these processes by reducing the conflict-
originating factors, preventing flashpoints from arising, cutting the link between flashpoint and 
conflict, choosing not to use containment, and ensuring that containment use does not lead to further 
conflict. The trust is adopting the implementation of the interventions from Safewards in a structured, 
supported way. The interventions included are as follows: 

 
• Clear Mutual Expectations  

• Soft Words  

• Talk Down  

• Positive Words  

• Bad News Mitigation  

• Know Each Other  

• Mutual Help Meeting  

• Calm Down Methods  

• Reassurance  

• Discharge Messages  

  
These interventions also reflect the process of approaching managing behaviours of concern through 
primary, secondary, and tertiary strategies. 
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Appendix 5 – Guidelines for Staff in the Event Police Use a Taser or Irritant Spray on 
an Inpatient Whilst Responding to an Incident  
 
Tasers are handheld, electronic incapacitation devices that are designed to fire two barbs at an 
individual. The device is aimed with the intention of embedding the barbs in the clothing or superficial 
skin on the torso and/or lower limb, but a barb may occasionally embed in an arm or hand. The 
current flowing into the body is sufficient to induce temporary disruption of voluntary muscle control 
and intense pain.  
 
Removing the barbs  
The removal of the barbs is the responsibility of the police. However, there may be occasion when 
assistance is needed from the Nursing staff to reassure the individual and gain their co-operation for 
the safe removal of the barbs.  
 
Post Taser care of the patient  
Staff will monitor and record their early warning score every 15 minutes for at least 1 hour post -
Taser use, in line with the Physical Health Monitoring Form. The person will be offered the 
opportunity to speak with staff about the incident which led Police assistance being required. (Staff 
are to refer to the debriefing guidance in the main policy).  
NB: Staff need to be aware that the person’s pulse rate will be slightly raised post-Taser use but 
should return to a normal rate within 30 minutes (dependent on other conditions which may be 
present).  
 
Special consideration needs to be given to:  pacemakers and other implanted electronic devices  
The evidence concerning damage or disturbance to implanted devices (such as pacemakers) is 
limited and equivocal, so staff need to be aware of the potential risk of damage. 
Pregnancy At present the risks to the foetus are thought to be very low but the evidence upon which 
this assessment is based is continually reviewed.  
 
Irritant sprays 
The effects of irritant spray on an individual can depend on where and how the spray has been used.  
Factors that will influence the effects upon an individual are:  
 

• If the spray has been used out of doors or in a confined space  

• Hot and moist conditions - which make the spray more effective than cold dry conditions.  

• The accuracy of its delivery  

 
The primary effects of the spray on an individual usually occur within 10-15 seconds but can take 
longer. However, there is variation between individuals, and some are more susceptible to the effects 
of the spray than others, with up to 10% not being affected enough to be subdued.  The effects are 
temporary and reversible and usually last for between 15 minutes and one hour after exposure. They 
can last up to 45 minutes for the immediate environment.  
 
The primary signs and symptoms of exposure to the spray include:  
 

• Intense pain and redness in the eyes  

• Excessive watering of the eye  

• A burning sensation in the throat  

• Constriction of the chest  

• Choking, coughing, retching  

• Excessive mucus production  

• Irritation of the skin  
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Post exposure management and care on admission or immediately after contamination (or 
as soon as practicable) 
 
Staff  
If the person requires assistance to get undressed and washed, staff must wear protective clothing, 
i.e., Gloves, Plastic gown and Eye protection is advisable if liquid is still on the clothing.  
If staff feel the effects of the spray, they should remove themselves from the area immediately (if 
safe to do so) into fresh air.  
If the contaminant is on the skin, wash with copious amounts of cold water. If there is a concern, 
consult a doctor.  
 
Service User 

• The contaminated person should be advised to rinse the face and eyes with copious amounts of 
cold water, or on the coldest setting available. For extensive contamination, or if the effects are felt 
on the body, the contaminated person should have a shower, on as cold a setting as possible.  

• Hot water re-activates irritants used in the Spray. If necessary, use a bowl of cool water for the 
most contaminated areas (probably the face, hair, neck etc.) then a shower.  

• Ordinary soap may be used, but it is not essential. 

• Skin irritation/blistering can occur up to 72 hours post exposure. Refer to a doctor for advice on 
treatment if this should happen.  

 
The clothing  

• All contaminated clothing is to be removed as soon as possible. Ideally all clothing to prevent further 
contamination and placed in a sealed plastic bag.  

• Hand clothing to carer on next visit (or person on discharge) with advice to open bag in well-
ventilated area or outside preferably. Also give the carer/person a copy of the instructions on the 
next page  

• Clothing should be hung out to ventilate for a couple of hours before putting through a normal wash 
cycle using ordinary detergents.  

• Contaminated clothing should be washed separately to avoid cross contamination.  

• Clothing may need to be washed twice to fully remove the Irritant Spray particles.  

 
Note: These instructions may be superseded by infection prevention and control procedures which 
may be required.  
 
The Area  

• The irritant Spray degrades naturally and requires no special procedures other than ventilate the 
area for 30 – 50 minutes.  

• However, excessive use may leave a residual film of particles on surfaces. A simple wipe down 
with a wet or damp cloth will suffice. If a film is present, it will be potentially uncomfortable if the film 
is touched, then the eyes rubbed.  
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Appendix 6. Guidelines For the Care Of The Pregnant Person  
If Physical Intervention Is Required for The Purpose of Responding to Disturbed 
Behaviour  
 
Admission Process  
Careful consideration should be given when admitting a pregnant individual to an inpatient clinical 
area, refer to local operational policies for overall care required. If a pregnant individual is admitted 
please inform the Resuscitation Lead, via learning@cpft.nhs.uk 
 
Recognising Pregnancy  
All women of childbearing age should be asked if they are pregnant or planning a pregnancy. The 
current stage of pregnancy should be identified to clarify the current trimester and inform the 
management plan as early as possible.  
There are three stages of pregnancy: 
First Trimester: (1st three months of pregnancy)  
Second Trimester: (2nd three months of pregnancy)  
Third Trimester: (Last three month of pregnancy)  
It is essential that clinicians are aware which trimester the individual is in before proceeding with an 
intervention. Every effort should be made to establish this, but don’t delay interaction. There are 
specific risks associated with the use of physical and pharmacological interventions which differ 
throughout the three trimesters and further advice should be sought.  
 

The Use of Physical Interventions in Pregnancy  
Consider alternatives e.g., increased observation status. ALWAYS QUESTION if physical 
intervention is necessary. The use of physical intervention should always be a last resort and the 
least restrictive technique should always be used following an assessment of risk. 
  
How to use physical interventions with a pregnant individual as safely as possible:  
The use of physical intervention escort techniques using large sofas should always be the first 
choice. Care should be taken not to bend the individual too far forward and to avoid undue pressure 
to the abdomen as this will impair breathing / slow the heart rate especially during the later stage of 
the 2nd and the 3rd trimester (although this can be earlier with twins, triplets etc.). Where a sofa is 
not available a kneeling position can be adopted until de-escalation is successful. If a restrictive 
supine position is felt to be required, then the use of a bean bag or pillows to cushion the descent to 
the floor should be used to reduce the risk of any uterine and foetal damage.  
 
During the latter stages of the 2nd and the 3rd trimester individuals who are held in a supine 
position can suffer from supine hypotension leading to a loss of consciousness due to supine 
inferior vena cava compression from the foetus. To minimise the risk of this the individual’s 
position needs to be changed. They need to be placed into a left lateral position (RIGHT hip 
needs to be elevating) this can be achieved by displacing the uterus to the left by a trained 
healthcare professional or by achieving a left lateral tilt at an aimed angle of 15-30 degrees.  As 
soon as possible they must be moved into a semi-recumbent escort position using pillows following a 
supine restrictive technique. (Laying back on pillows or a bean bag at 45°). If any concern or rapid 
deterioration/cardiac arrest BLS to be carried out as appropriate. The wedge or pillows are to be 
replaced by manual displacement of the gravid uterus to the left side. The individual is not to be stood 
up using escort techniques as there is a reduction in blood pressure when standing in pregnancy. Staff 
can assist, but this should be done at the individual’s pace. If an individual is admitted during pregnancy, 
please inform the Resuscitation lead as soon as possible to facilitate specialist resuscitation training 
and any other support regarding a medical emergency response. 
 
It is essential that the individual’s physical wellbeing is continuously monitored during the use of physical 
interventions and if any signs of distress are noted then the physical intervention should be terminated 
immediately, and medical assistance sought. Following a physical intervention, the unborn child should 
be monitored by a midwife for any signs of distress or complications at the earliest opportunity. Post 
incident – carry out a review with individual. Use information to inform risk assessment and plan for 
future prevention. Complete an incident form as per the CPFT Incident Reporting Policy.  

mailto:cpft.learning@cpft.nhs.uk
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Appendix 7 
Principles for the use of restrictive intervention in children & young people 
 

THE CHILD’S SAFETY IS PARAMOUNT 

 
• Talking and listening should always be the first approach. Actions and decisions are clearly 

explained.  

• Parental presence and involvement should be encouraged. Parental wishes should be 
sought as far as being present and what involvement they would want to have in the process. 

• Each patient should be individually assessed so that his or her care maximises therapeutic 
benefits and minimises dangers from risk.  

• Staff should take steps in advance to avoid the need for physical restraint, through dialogue 
and diversion. The child should be warned verbally that physical intervention might be used 
if they resist.  

• Staff should have good grounds for believing that immediate action is necessary to prevent 
a child from significantly injuring themselves or others or causing significant damage to 
property.  

• Every effort should be made to secure the presence of other staff before applying restraint. 
These staff can act as assistants and witnesses.  

• Staff should be aware of the child’s airways and breathing throughout the intervention. The 
restrictive intervention should be ceased immediately if concerns arise.  

• Staff must consider how the incident is perceived by the other children and families in the 
vicinity.  

• The level of intervention used should be proportionate to the risk of immediate danger or 
injury.  

• Restrictive intervention should be gradually relaxed, as soon as possible and safe to do so, 
to allow the child to regain self-control.  

 
IN A LIFE-THREATENING SITUATION, THE ABOVE MAY NOT APPLY - In some situations 
restrictive physical intervention is vital to the child’s survival. In this instance, the decision to 
restrain must be documented accordingly. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


