Health & Safety – Violence & Aggression Reduction
Toolbox Talk / Note – Safe & Supportive Enhanced Observations & Engagement (SSEOE)
Local Managers should communicate these key safety messages to their staff at handovers, staff meetings, 
huddles etc. They are developed in response to events that have occurred or identified hazards.  

Introduction
Within the NHSGGC Acute Division, it is recognised that our patients can experience high levels of stress & distress. This can result in patients behaving in ways that staff may find challenging to manage and that can have a negative impact on the therapeutic relationship. One way that staff can promote the therapeutic relationship and keep the patient safe is by working with them on a 1 to 1 basis using Safe & Supportive Enhanced Observations and Engagement (SSEOE). 
The aim of this note is to inform staff of their key responsibilities when using SSEOE. 
What are the different levels of SSEOE?
There are 2 main types of Enhanced Observations that can be used:
1. Constant Observations: This level is used when the patients’ exact whereabouts need to be known at all times. An allocated nurse must be constantly aware of the patient’s whereabouts. This means that the nurse must be able to see and hear the patient at all times. 
NB: sound only observations may be appropriate in some instances. These instances must be clearly reviewed and documented by the MDT including senior medical staff.
2. Special Observations: This level of observation is used where there is a need for staff to be within one arm’s length of the patient and within sight & sound at all times.  
It is recognised that SSEOE goes beyond the level of General Observations which are applied to all patients on admission. Therefore, the decision to use any enhanced level of observations must be based on the risk of the behaviour manifesting itself as well as the risk this poses to the patient, the staff and others in the immediate environment.
Behaviours associated with the need for SSEOE
The following are examples of behaviours and conditions associated with the potential need for SSEOE in the Acute Division of NHSGGC:

	· Violence & Aggression
· Absconding
· Self harm
· Dementia
· Delirium
· Mental Illness
	· Learning Disabilities
· Brain Injuries
· Intoxication
· Falls risks 
· Increased & enduring confused/ agitated state


Essential Principles of SSEOE 
All patients being cared for through the use of SSEOE must: 
· Be kept safe and protected from physical & psychological harm
· Have their dignity respected and be treated as individuals
· Receive care in the least restrictive environment possible.
· Where appropriate, have their patient/carer/named person/next of kin informed.
· Be involved as much as is possible and appropriate in therapeutic activities taking place within the area or as part of their care plan
· Receive a multi-disciplinary approach to care
Legal Considerations
Whilst SSEOE are designed to be as therapeutic as possible, it also acts as a restrictive intervention. The use of SSEOE must be justified & accounted for. The least restrictive option must be used. The following legislation and legal frameworks are most commonly associated with SSEOE:
1. Common Law/Duty of Care – the principle of necessity: It is reasonable in an emergency for any member of staff to take action to safeguard a person. However, any decision to use SSEOE through common law/duty of care must be immediately reviewed from relevant medical staff.
2. the Human Rights Act 1998
3. The Adult’s with Incapacity (Scotland) Act 2000
4. Mental Health (Care & Treatment) (Scotland) Act 2003. 
NB Only RMNs or Learning Disability Nurses can make use of Section 299 of the Mental Health Act: ‘Nurse’s Power to Detain’ and they can only do so within mental health hospitals. There is no Legal requirement for SSEOE to be carried out by an RMN, even if the patient is detained under the Mental Health Act. Treatments warranted by sections of the act, for example, prescribed medications, can be administered by RGNs.  
Staff must use the Common Law principle for SSEOE if immediate/emergency action is required and no authority from other legislation is in place.

For further information please refer to NHSGGC Restraint Policy & Associated guidelines                                     
Responsibilities of Staff
Any decision to increase or decrease the levels of SSEOE for a patient must be based on the risk factors involved.
Staff must complete the ‘Enhanced Observation Notification for Patients Displaying Challenging Behaviour’ document.



[bookmark: _MON_1560332381]Considerations around the Clinical need for mental health nursing support must be assessed via the MDT & the Psychiatric Liaison Service. A clear rationale for this need must be documented. Please refer to the Psychiatric Liaison Service SBAR.                        
Decisions regarding which level of SSEOE is to be used must be appropriately and accurately documented in the patient’s notes. This must include a description of the risk, the rationale for the level of observations being applied, details of caring/therapeutic interventions and a plan for review. 
[bookmark: _GoBack]Senior Medical Staff and the MDT should decide which members (and in which circumstances) of the MDT can be responsible for reviewing and reducing the level or SSEOE. This must be clearly documented in the patient’s notes & care plan. This can allow for nursing staff to reduce the level of SSEOE when an enhanced level can no longer be justified.
Nursing staff are capable of increasing the levels of observations if this is required. Any decision to do so must be documented and appropriate changes be made to care plans
The Nurse in Charge should ensure that there is sufficient staff on duty to ensure needs of all patients are met. (The nurse in charge should contact relevant on call manager if assistance is required)
The staff undertaking SSEOE should:
· be rotated at least every 2 hours, ideally every hour
· be competent in doing so, aware of the risks present and be able to raise the alarm if required. 
· record and document the patient’s progress as required.
· communicate any concerns about the patient to the wider MDT.
· use Datix to report any significant incidents or adverse events
The level of observation should be reviewed by the MDT regularly. Best practice guidelines would recommend this occurs at least once in every 24 hours.
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Enhanced Observation Notification Form - Digital June 17.doc
		ENHANCED OBSERVATION NOTIFICATION FOR PATIENTS DISPLAYING CHALLENGING BEHAVIOUR  



		HOSPITAL  

		 FORMDROPDOWN 


		WARD

		     



		  PATIENT NAME

		     

		  PATIENT CHI

		     



		Patient is at risk to self or others on:    

		Date: 

		Time:      



		



		RISK ASSESSMENT                                          

		

		CHALLENGING BEHAVIOURS

		



		Previous mental health issues                                   

		 FORMCHECKBOX 


		Confusion   

		 FORMCHECKBOX 




		Previous self harm                                                      

		 FORMCHECKBOX 


		Agitation   

		 FORMCHECKBOX 




		History of problematic use of alcohol/drug            

		 FORMCHECKBOX 


		Potential to self harm                      

		 FORMCHECKBOX 




		Previous history of delirium                                       

		 FORMCHECKBOX 


		Verbally aggressive                           

		 FORMCHECKBOX 




		Previous history of violence                                       

		 FORMCHECKBOX 


		Physically aggressive                        

		 FORMCHECKBOX 




		Falls risk                                                                         

		 FORMCHECKBOX 


		Absconding  risk                            

		 FORMCHECKBOX 




		Risk of absconding                                                       

		 FORMCHECKBOX 


		Unsteady/ falls risk                          

		 FORMCHECKBOX 




		Risk of disruption of medical care                             

		 FORMCHECKBOX 


		

		



		



		CONSIDER AND REFER WHERE APPROPRIATE (please record name and contact details)



		Referral to Area

		Tick if appropriate

		Comments



		Liaison Psychiatry                                                    

		 FORMCHECKBOX 


		     



		Addiction Liaison                                                     

		 FORMCHECKBOX 


		     



		Acute Dementia Nurse Consultant                     

		 FORMCHECKBOX 


		     



		Elderly Liaison Psychiatry                                     

		 FORMCHECKBOX 


		     



		CAMHS  (under 18s only)                                  

		 FORMCHECKBOX 


		     



		Learning Disability Services                                 

		 FORMCHECKBOX 


		     



		Falls Team                                                               

		 FORMCHECKBOX 


		     



		Violence Reduction team                                    

		 FORMCHECKBOX 


		     



		



		OUTCOME OF RISK ASSESSMENT 

		Tick if appropriate

		

		Tick if appropriate



		No 1:1 required continue with general observation and increase Active Care



		 FORMCHECKBOX 


		72 hour detention                                                  

		 FORMCHECKBOX 




		Consider Cohorting  

		 FORMCHECKBOX 


		28 day short detention                                     

		 FORMCHECKBOX 




		1:1 Care - No detention                                      

		 FORMCHECKBOX 


		LEAD NURSE INFORMED       

		 FORMCHECKBOX 




		AWI   

		 FORMCHECKBOX 


		

		



		



		PRESCRIBED ENHANCED OBSERVATION

		Tick if appropriate

		

		Tick if appropriate



		1:1 – HCSW      

		 FORMCHECKBOX 


		1:2 RMN & HCSW     

		 FORMCHECKBOX 




		1:1 RMN    

		 FORMCHECKBOX 


		OTHER (please specify)   

		 FORMCHECKBOX 




		

		

		     



		

		

		



		Where potential need for restraint of patients please note:


Physical restraint requires 2 – 4 people skilled in safer restraint techniques (depending on level of restraint required) and rapid access to medical assistance and resuscitation facilities.    


When enhanced observation prescribed ensure staff requested and assigned have appropriate training in observation and safer restraint techniques.  (Observation of patients with Acute 


Behavioural Disturbances in Acute Wards, 2014)  



		Duration of shifts required to be covered (please tick all that apply):



		

		Tick if appropriate



		Early shift              

		 FORMCHECKBOX 




		Back shift              

		 FORMCHECKBOX 




		Night shift          

		 FORMCHECKBOX 






		 CARE PLAN


An individualised care plan must be completed for all patients detailing:


· Level of enhanced observation


· Care requirements/ treatments and control measures in response to deterioration in mental health 

· Daily review with MDT


· Behaviour monitoring chart - complete



		DE-ESCALATION OF CARE


When de-escalation of care considered this should be discussed with MDT and documented in patient’s notes and evidenced within care plan.






		ESCALATION OF CARE


When escalation of care required e.g. patient requires increase in supervision then please complete a new form, document in notes and evidence within care plan.






		DATE ENHANCED OBSERVATION DISCONTINUED

		Completed by:

		     



		

		Date:

		     



		

		Time:
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DRAFT SBAR 

Liaison Psychiatry response when recommending enhanced observation and engagement

Situation

There have been long term and multi-faceted issues in Acute services around the management of patients who display distressed and challenging behaviours.  These individuals frequently require enhanced observations to maintain their safety and the safety of others.  Currently some of the need for enhanced observations is undertaken by Agency staff when internal staff and staff bank are unable to cover.  This brings with it a  financial penalty and does not always deliver the required/expected level of experience and continuity required within wards and departments.


 NHSGGC is committed to cease using Premium Rate Agency RMN staff for enhanced observations from 1 July 2017.  There are many facets to this commitment including training for Acute staff, increasing bank staff availability, increased local scrutiny of requests for staff and enhanced information for nursing staff in areas where enhanced observations are frequently used.

Background


Within a general hospital setting, concern can arise around the abilities of some patients to maintain their own safety due to their clinical condition. To preserve the safety of these patients it is sometimes necessary that they be cared for under a level of enhanced observation from nursing staff and/or detained under the Mental Health (Scotland) Act 2003. 

Assessment

Responsibility for psychiatric review is generally via Liaison Psychiatry, with input from duty psychiatry or second on call registrar outwith office hours.


Where Liaison Psychiatry have made an assessment of/ been consulted about a patient within the general hospital, there may be cause to recommend an enhanced observation level.  This would be on the recommendation of the Consultant Psychiatrist, or senior members of the psychiatric liaison nursing team following discussion with the Consultant Psychiatrist. 


Recommendation


From 1 July 2017 Liaison Psychiatry, other relevant local on call psychiatrists and any other service requesting enhanced observations and engagement will:

1. Decide and document which specific level of observation is required; 


2. Specify in documentation who is recommended to be involved in the observation and why they are required. This may be RMN, recommended for specific therapeutic intervention, or a member of nursing staff of any grade deemed competent to monitor the patients behaviour and provide them with appropriate support.  A combination of both or an increased number of each may also be deemed appropriate dependant on the situation;

3. Advise why this level of observation has been recommended, discuss with the SCN/Nurse in charge and document clearly in clinical notes;

4. Advise if there are times of the day when the observation is not required or can be reduced at the discretion of nursing staff using a person centred approach;

5. Review the observation level on a regular basis;

6. Recommend any appropriate adjustments to the observation level and who is able to make these adjustments. (e.g.  Consultant Physician, Ward SCN/NIC or  Consultant Psychiatrist or senior nursing staff from Liaison Psychiatry);

7. Discuss any adjustments with SCN/Nurse in charge and document in clinical notes;

8. Document applicable contact details if any further advice is required, both in/out of hours.

The above should be considered in line with current policy relating to safe and supportive observation. Until an updated observation policy becomes available for the acute setting, guidance could be taken from the current Safe and Supportive Observation Policy in Mental Health (Appendix below), specifically section 4, 5, 6 and 7 which are generally applicable to both mental health and acute wards.  Section 6.5 would not usually apply in an acute wards, as senior nursing staff in a general setting may raise, but are generally unlikely to lower an observation level recommended by the psychiatric team without further specific advice.


Appendix 1


http://www.staffnet.ggc.scot.nhs.uk/Applications/PM/Policy%20Documents/MHS%2023%20Safe%20and%20Supportive%20Observation%20Policy%20and%20Operational%20Guidance.pdf
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It is the aim of NHS Greater Glasgow and Clyde Mental Health Service to ensure that 
all patients are treated in a fair and equitable manner. The application of enhanced 
observation should not prevent or hinder the ability of staff to achieve this aim.  











MHS 23 – Safe & Supportive Observation Policy 
Revision and Amendment Form 
 
Please record brief details of the changes made alongside the next version 
number. If the procedural document has been reviewed without change, this 
information will still need to be recorded although the version number will remain 
the same. 
 



Version Date Brief Summary of Changes Author(s) 



1.0 Mar 2004 Greater Glasgow Primary Care Trust Clinical 
Observation Policy  



2.0 Sep 2006 
NHS GG&C Clinical Observation And 
Engagement Policy And Supporting Guidance -
harmonised existing policies from Glasgow and 
Clyde 



 



3.0 July 2009 NHS GG&C Safe & Supportive Observation 
Policy – Scheduled review carried out  



4.0 Dec 2012 NHS GG&C Safe & Supportive Observation 
Policy -  reviewed and updated as per schedule  Linda Hall 



5.0 Dec 2014 



NHS GG&C Mental Health Services Safe & 
Supportive Observation Policy & Practice 
Guidance – reviewed and updated as per 
schedule 



Linda Hall 



6.0 Dec 2016 



Revised format, layout and removed unnecessary 
duplication, merged previous policy and guidance 
sections. 
Revised the categories for observation. 
Made recommendations for scheduling of routine 
checks throughout the day. 
Extended the storage period of the Daily 
Observation paperwork to 18 months. 
Revised the running order of the document to be 
more reflective of current practice. 
Based on the MDT process amended the 
authority to go on and off levels of observation. 
Highlights the link to individual care plans. 
Defines the role and responsibilities of student 
nurses within this process. 



S.Pettigrew 



6.1 Dec 2016 
Change to section 4.1 wording clarified around 
surveillance and added a reference to the 
Specified Person policy 



S Pettigrew 
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NHSGG&C Safe & Supportive Observation Policy  



1. Policy Statement 
It is the aim of NHS Greater Glasgow and Clyde to ensure that all patients are treated in 
a fair and equitable manner. The application of any level of clinical observation should 
not prevent or hinder the ability of staff to achieve this aim. Each in-patient area will 
adopt an approach to enhanced clinical observation consistent with the Clinical 
Resource and Audit Group (CRAG) Good Practice Statement Engaging People1 and 
based on assessment of an individual’s need. The approach adopted must also be 
consistent with the principles outlined in the Mental Health (Care & Treatment) 
(Scotland) Act2, Adults with Incapacity Act, Human Rights Act and the 10 Essential 
Shared Capabilities3, the National Review of Mental Health Nursing4 and the recovery 
focus implicit in all modern care-giving5.  The national guidance is currently being 
reviewed and updated, once this work is completed this policy will be reviewed in order 
that it continues to meet best current practice.  
  



2. Scope 
The policy and practice guidance apply to all NHS Greater Glasgow and Clyde Mental 
Health, Learning Disability, Addiction and Forensic staff and mental health staff working 
within the Rehabilitation & Enablement Service areas of the Board. Where required 
clinically, supplementary guidance will be developed and applied by specialist areas 
such as Forensic, Children & Adolescent Mental Health Services; Perinatal Mental 
Health Services. 
 
 



3. Observation Categories 
 
3.1 General Observation  
Staff on duty will have knowledge of the patient’s general whereabouts whether in or out 
of the ward. 
 
3.2 Enhanced Observation 
 
3.2.1 Constant Observation 
A designated member of staff will be aware of the precise whereabouts of the patient 
within the clinical area through visual observation and/or hearing except when 
undertaking personal care in a toilet / bathroom / shower area. At these times the staff 
member must remain adjacent to the area the patient is using and monitor him / her by 
means of regular verbal prompts and responses. The risk management plan, care plan 
and Safe and Supportive Enhanced Observation Review Record (Appendix 1) will 
clearly document the arrangements for verbal prompts, responses and the maximum 
length and time periods for which this will apply. As with all risk assessment decisions 
this judgement must consider the assessed risk of each individual patient.  
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3.2.2 Special Observation 
A designated member of staff will be aware of the precise whereabouts of the patient at 
all time and in all circumstances will be within sight and arm’s length of the patient with 
no barrier between the patient and the designated member of staff. 
 
 



4. Key principles of Enhanced Observation 
The key purpose and underpinning principle of enhanced observation practice is to 
provide a period of safety for people during temporary periods when they are at risk of 
harm to themselves and/or others. It is therefore essential to ensure that:  



 Enhanced observation is prescribed proportionately to effectively manage 
each presenting clinical situation 



 It is recognised that respect for the patient’s rights, privacy and dignity are 
important considerations. Patients will participate in decisions regarding level 
of observations where clinically feasible.  Where risk assessment indicates 
concern, a balance has to be struck between this and safety 



 Enhanced observation must be both safe and therapeutic and consideration 
will be given to the use of activity, discussion and distraction processes. 
However, recognition should be made of the need for silence and as much 
privacy as is safely achievable  



 Related dialogue and decision-making is multi-disciplinary in nature, however, 
the Responsible Medical Officer (RMO) retains final responsibility  



 The least restrictive level for the least amount of time commensurate with 
individual’s assessed needs. 



 Enhanced observation must take place on the basis of purposeful engagement 
and dialogue with the patient and the carer (where the patient consents to the 
carer’s involvement) 



 Staff will have the skills necessary to carry out the observation, as determined 
by the Nurse in Charge who delegates this responsibility. The associated 
documentation to be completed for a patient on an enhanced observation is 
included in the guidance section. This documentation is in addition to a person 
centred care plan 



 Enhanced observation may be seen as de facto detention in some cases, all 
staff should be aware of this possibility. This can happen when restrictions are 
placed on a patient who has not given valid consent  to their admission to 
hospital but is not detained under the Mental Health (Care and Treatment) 
(Scotland) Act 2003.All discussions with the patient in regard to enhanced 
observation levels or consent should be clearly recorded in the patients notes. 



 On the conclusion of any enhanced level of observation a discussion should 
take place with the person and their views sought as to their experience during 
the observation. This discussion should be recorded within the care notes. 
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NHSGG&C Safe & Supportive Observation 
Practice Guidance 



 



1. General Observation 
1.1. Staff on duty will have knowledge of the patient’s general whereabouts whether 



in or out of the ward. It is essential therefore, when assigning general 
observation, to acknowledge with the patient their responsibility to keep staff 
informed of their intended whereabouts. 



1.2. The whereabouts of patients, especially those ‘on-the-ward’, will not be 
assumed or taken for granted. Knowledge of the patient’s whereabouts will 
require to be confirmed by staff having definite sight of the patient at appropriate 
intervals during the course of the day. There will be natural periods when this will 
occur, for example, meal-times, medication-times and immediately prior to shift 
handovers. Other periodic checks may also be necessary commensurate with 
the assessed risks to patient wellbeing.  Such periodic checking and the reasons 
for it will require to be explicit within the plan of care. 



1.3. Patients may leave the ward, with or without escort, depending upon risk 
assessment and individual need; however, it is expected that patients on general 
observation will not leave the ward without advising staff.   



1.4. Patients must advise staff when they plan to leave the ward, their destination 
and expected time of return. When a patient is on pass from the ward the 
guidance contained within the extant NHSGG&C Co-ordination, Planning & 
Monitoring of Patient Passes Policy and must be applied8. 



1.5. Where a patient is subject to detention and has permission to go outside the 
recognised hospital boundaries, this “time-out” will require to be agreed as part 
of a formal suspension of detention. 



1.6. Each area will have auditable systems in place to monitor the whereabouts of all 
patients.  In this case checks (e.g. hourly with variation where perceived risks 
dictate) are an acceptable means of verifying that everyone who ought to be on 
the ward is in fact present and whether those who have been outside the ward 
have returned as scheduled. The resultant records should be retained centrally 
within the ward for a minimum of 18 months and their appropriate use will be 
reviewed periodically by the Senior Charge Nurse. Review of this arrangement 
by the Nurse in Charge will occur at least daily.  



 
 



2. Constant Observation   
2.1. Constant Observation will only be used for patients who have been clinically 



assessed as being vulnerable for a particular reason thus posing a significant 
risk to self or others. A designated member of staff must be aware of the precise 
whereabouts of the patient within the clinical area through visual observation 
and/or hearing except when undertaking personal care in a toilet/shower/bath 
area. The individuals risk management plan and care plan will both clearly 
document the arrangements for verbal prompts and responses and the Safe & 
Supportive Enhanced Observation Review Record Appendix 1 will also refer 
to this.  
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2.1.1 At times of undertaking personal care in a toilet/shower/bath area in 
consideration of patient dignity and respect, the staff member must remain 
adjacent to the area being used e.g. toilet/shower/bath area and will 
monitor the patient through regular verbal responses. 



2.1.2 The risk management plan and care plan will clearly document the 
arrangements for monitoring via verbal prompts and responses and the 
Safe & Supportive Enhanced Observation Review Record Appendix 1 
will also refer to this and will include the frequency of verbal checks and 
responses whilst the patient is in the toilet / shower / bath area. The 
following is an example of the type of detail that may be agreed and which 
would form part of a patient’s care plan; details will obviously vary 
according to individual presentation and risk profile:  



           “when the patient is in the toilet the door will remain partly open and the 
patient will be monitored by a designated person through verbal checks at 
30 second intervals” 



2.1.3 The decision to monitor through verbal checks will form part of the daily 
review of Constant Observation levels.  



2.1.4 As with all risk assessment decisions this judgement must consider the 
assessed risk of each individual patient.  



2.2. A record of staff involved in delivering Constant Observations for each patient 
will be completed and retained in the patient’s clinical records. See Designated 
Staff Log & Comments for Patient on Enhanced Observation Appendix 2.  



2.3. The reason(s) for the application of Constant Observation will be clear to the 
patient and all staff on duty, for each shift. The patient’s visitors will also be 
made aware of the application of an enhanced observation level. The method 
and purpose of maintaining this level of constant observation must be explicit 
and clearly recorded in the clinical record.  



2.4. Respect for privacy should be an important consideration, but a balance should 
be struck on the side of safety in all matters such as escorting to the toilet, 
bathroom, or shower room as detailed in above in 2.1.4 above, a plan of care 
should be detailed in the clinical record. 



2.5. There are likely to be occasions when it will be appropriate, in relation to 
presenting risk factors, for more than one patient on a Constant level of 
observation to be observed and monitored by a designated person(s) within a 
communal area e.g. as participant(s) in a facilitated/therapeutic group activity; 
whilst watching TV or taking part in informal social activities; and/or when asleep 
in bedded area. If the patient wishes to leave the communal or bedded area a 
designated member of staff must be identified to accompany him / her with an 
appropriate handover between staff. The risk management plan, care plan and 
Safe & Supportive Enhanced Observation Review Record Appendix 1 
should detail under what circumstances this would be appropriate for each 
individual patient. Where there is more than one patient on a Constant level of 
observation within a communal area, there should be contingencies in place 
which ensures staff are available to ensure safe handover if one or more patient 
wishes to leave the area.   



2.6. There are occasions when it is appropriate for the patient to be observed on a 
Constant level of observation within the ward area by other members of the 
multi-disciplinary team for example Allied Health Professional, or an ‘informed’ 
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appropriate relative or carer. This might be someone who has been made aware 
of the patient’s vulnerabilities and associated risks and demonstrates 
understanding of his/her responsibilities in this regard. Decisions in relation to 
allocation of Constant Observation responsibilities will be part of the overall risk 
management processes and subject to discussion with and the agreement of the 
Nurse in Charge.  



2.7. There are likely to be occasions when it will be appropriate for the patient to 
leave the ward in the company of an escorting nurse, other member of the multi-
disciplinary team e.g. Allied Health Professional, or an ‘informed’ appropriate 
relative or carer i.e. someone who has been made aware of the patient’s 
vulnerabilities and associated risks and demonstrates understanding of his / her 
responsibilities in this regard. Decisions in relation to accompanied time off the 
ward will be part of the overall risk management processes and subject to 
discussion with and the agreement of the Nurse in Charge.  



2.8. There may be occasions when the clinical team and/or the Nurse in Charge will 
advise the patients’ relatives and carers that visiting is restricted due to safety 
concerns.   



 
 
3. Special Observation  



3.1. As this level of enhanced observation is potentially extremely intrusive, it will 
only be used when judged to be required in response to particularly high risk 
situations. When its use is considered to be necessary, it will be because the 
patient concerned has been clinically assessed as requiring uninterrupted, 
intensive care, support and monitoring due to and as a result of their very 
serious mental and / or physical state, explicit vulnerability or risk. This 
assessment of risk must be clearly documented.   



3.3. Patients on Special Observation will require at least one nurse or other 
member(s) of the multi-disciplinary team) to be within sight and close proximity, 
within arms reach, at all times and in all circumstances. Exceptions to this 
are detailed in 5.6 below.  



3.4 A record of staff involved in delivering Special Observations for each patient will 
be completed and retained in the patient’s clinical records. See Designated 
Staff Log & Comments for Patient on Enhanced Observation Appendix 2. 



3.5. During periods of Special Observation it will not be appropriate to leave a 
patient with a relative or carer without a member of staff present. The clinical 
team and /or the Nurse in Charge may advise relatives and carers that visiting 
is restricted due to safety concerns.  



3.6. It is recognised that the close proximity involved in providing this degree of 
observation to patients who may feel threatened, suspicious or anxious is very 
intrusive. To prevent additional risk to vulnerable patients and staff, it may be 
agreed by the MDT when a Special level of observation is being applied that it 
is unsafe for a member of staff to be ‘within arms reach of a patient at all times’. 
There may also be occasions in the course of a shift when the Nurse in Charge 
together with a second registered member of staff will agree that this is the 
case.  



              In such circumstances the following will be recorded in the clinical record: 



3.6.1 The safe distance that would apply 
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3.6.2 Details of the clinical decision making which informed this decision 



3.6.3 The circumstances when the agreed extended safe distance will be 
revoked  



3.7. During periods of Special Observation the balance between ensuring safety 
and preserving dignity will vary from individual to individual, and will also 
fluctuate over time. However, considerations of privacy are subordinate to 
those of safety in all circumstances such as escorting the patient to the toilet, 
bathroom or public telephone. 



3.8. Following careful assessment and management of risk, in the event of the 
patient leaving the ward an appropriate number of staff escorts should 
accompany him / her. 



 
 
4. Observation is Prescribed Proportionately to Effectively Manage Each 



Presenting Clinical Situation  
 



4.1. The need for and application of enhanced levels of observation will be discussed 
at every nursing shift handover and multi-disciplinary team (MDT) meeting (as a 
minimum, the MDT will include medical and nursing staff).   
The MDT should consider if the need for Observation is in fact a requirement for 
surveillance9 this would be due to the non clinical nature of the close 
observation required.1. This will require the patient to be made a Specified 
person in terms of Safety and Security. 



4.2. Review of clinical observation levels will take place in line with ongoing 
fluctuations in mental health state, assessed risk and need on a minimum of a 
daily basis. These reviews will involve nurses, allied health professionals and 
doctors who are available within the ward 



4.3. Information from relatives / carers will also contribute to these daily reviews. 
4.4. Weekly/formal MDT reviews must be recorded within the clinical record. Such 



records should identify who was involved in the process, the information that 
was contributed and the outcome of the discussion.   
 



In order to support a patient where clinical assessment has indicated vulnerability 
and/or risk, the following underpinning principles detailed in the policy must be applied: 



4.4.1. It is recognised that respect for the patient’s rights, privacy and dignity 
are important considerations. However, where clinical judgement and risk 
assessment indicate concern, a balance must be struck between this and 
safety.  



4.4.2. Observation must be both safe and therapeutic; consideration will be 
given to the use of activity, discussion and distraction processes. 
However, recognition should be given to the need for silence and as 
much privacy as is safely achievable.  



                                                 
1 Surveillance is close observation of a person or group, especially one under suspicion.  Surveillance may be used 
where there are specific risks in relation to safety and security, for example visits to patients from children where 
there are identified risk factors or visits where there are concerns about the passing over of restricted items or drugs.  
Para 3.2.5 NHSGG&C Specified Person Policy and Procedure. 
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4.4.3. Related dialogue and decision-making is multi-disciplinary in nature, 
however, the RMO retains final responsibility. 



4.4.4. Observation is applied at the least restrictive level for the least amount of 
time commensurate with each individual’s assessed needs and rights to 
autonomy.  



4.4.5. Participation and respect ensure patient involvement in decisions 
regarding levels of observation, where clinically feasible.  



4.4.6. Observation must take place on the basis of purposeful engagement and 
dialogue with the patient and the carer (where the patient consents to the 
carer’s involvement). 



4.4.7. Staff will have the skills necessary to carry out the observation, as 
determined by the Nurse in Charge who delegates this responsibility. 



4.4.8. Staff will have the information necessary to safely carry out the 
observation e.g. the patient’s background history, presenting symptoms 
and the reasons for applying the enhanced levels of observation, the 
associated clinical risks and what to do in the event of an untoward 
occurrence.  



 
 
5. Application of Safe & Supportive Levels of Clinical Observation  



5.1. Immediately on admission to a mental health ward all patients are automatically 
under general observation level. The decision to introduce an enhanced level of 
observation can be made by the Nurse in Charge on his / her own initiative and 
followed up by consultation with appropriate medical staff as soon as possible. 
Staff must feel empowered to raise levels of observation and be supported in 
this action (even if this increase is subsequently reduced following a broader 
team discussion). Teamwork and trust between team members is essential to 
safe decision making and safe practice. 



5.2. The Safe & Supportive Enhanced Observation Review Record Appendix 1 
should be completed for all patients on enhanced observations.  



5.3. Where levels of observation have been changed, the reasons for the change 
and how it relates to the risk screening and management process must be 
clearly recorded. 



5.4.  All patients, their relatives and carers will receive a verbal explanation and 
written information which describes the different levels of observation. A leaflet is 
attached for use, Appendix 3.  This should be evidenced within the patient’s 
indivualised careplan showing user/carer involvement 



5.5.  The principles of the Mental Health (Care and Treatment) (Scotland) Act 20032 
require that the least restrictive available option should always be used to 
effectively manage care. It is therefore inappropriate to assign someone to a 
level of observation which is in excess of that required to meet their needs.   



5.6.  By definition, person-centred care-planning means that not all patients on the 
same level of observation will require the same level of input and support. It will 
therefore always be necessary to tailor the level of engagement and input for 
each patient on the basis of need, whatever level of observation may be in 
place. The care plan must reflect the interventions and treatment being offered  
to ensure an appropriate level of engagement and effective monitoring of impact 
upon wellbeing. 
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6. Reviewing & Lowering Enhanced Observation Levels (Appendix 4a & 4b) 
6.1. The assessment of risk and reasons for initiating and making any adjustment to 



a patient’s clinical observation level must be clearly recorded using the relevant 
paperwork (see Appendix 4a & 4b)   



6.2. Where a patient is placed on an enhanced observation level this will be 
reviewed in line with ongoing fluctuations in mental health state and need 
preferably at every shift handover and as a minimum at least once in every 24 
hour period. The required frequency of review will be recorded in the care plan. 



6.3. The presentation of particular patients, as indicated by the RMO, will require 
that a full MDT review takes place prior to any lowering in the observation level 
and this should be clearly recorded in the clinical record and referred to on the 
Safe & Supportive Enhanced Observation Review Record Appendix 1.  



6.4. Forward planning by the RMO and MDT will support decision making by the 
Nurse in Charge to lower observation levels. To support this process teams 
should: 
6.4.1 Review the available information, including information from carers. 
6.4.2. Record in detail the clinical picture and circumstances which will 



support the decision to safely reduce the individual patient’s observation 
level. 



6.5. Generally, decisions on the reduction of enhanced observation levels will be 
made after MDT discussion and review (at a minimum, the MDT will include 
medical and nursing staff) and in consultation with the RMO. It is, however, 
recognised that MDT discussion and review by a member of the medical team 
with knowledge of the patient is not always possible e.g. out of hours, at 
weekends, and public holidays.  



 In such circumstances, reduction in enhanced observation levels will be within 
the domain of the nursing team. In all such cases and following robust clinical 
risk assessment, the Nurse in Charge together with a second registrant 
(Charge Nurse Band 6, Senior Charge Nurse Band 7 or response nurse/page 
holder) will make the decision to reduce an enhanced observation level and will 
act in the best interest of the patient at all times. The reasons for lowering the 
observation level will be clearly documented in the clinical record and 
communicated to the RMO and MDT as soon as possible. Named 
person/nearest relative/primary carer/proxy will also be informed of any change 
in observation levels at earliest opportunity.  



 
 
7. Roles and Responsibilities for Maintaining Safe Levels of Enhanced 



Observation (Appendix 5) 
7.1. The Nurse in Charge 



7.1.1. The ongoing implementation and monitoring of the application of 
enhanced clinical observation is the responsibility of the Nurse in Charge 
on any given shift. 



7.1.2. The Nurse in Charge must ensure that prior to undertaking enhanced 
observation; staff (including Nurse Bank staff) have the relevant 
competencies and must be fully briefed in relation to the patient’s 
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background history, presenting symptoms and the reasons for applying 
the enhanced levels of observation, the associated clinical risks and what 
to do in the event of an untoward occurrence. 



7.1.3. The Nurse in Charge must ensure that there are sufficient staff on duty in 
order to provide care to all patients by reviewing the capacity of rostered 
staff to safely deliver enhanced observations and ongoing clinical activity.   



7.1.4. Where there is a gap in rostered cover to meet clinical need, the following 
actions will be taken by the Nurse in Charge – 



• Ensure enhanced observations are appropriately applied and 
reviewed. 



• Reprioritise clinical activity to safely accommodate enhanced 
observations. 



• Communicate with adjacent Wards / Units regarding staff transfer 
when it is safe to do so in order to better support safe patient care. 



• Identify Ward /Unit staff available to work extra hours.  



• Request additional staff via the Nurse Bank. 



• As appropriate, identify staff who can work overtime.  
• If unable to secure staff to provide safe cover, escalate issue to the 



Unit/Response Nurse or equivalent.  
 



7.2. The Role of the Healthcare Support Worker (HSW) in the Provision of Safe 
& Supportive Observation 



7.2.1. HSWs are expected to be involved in patient observation. 
7.2.2. Prior to the commencement of the period of observation the HSW must 



ensure that they are  fully briefed in relation to the patient’s background 
history, presenting symptoms and the reasons for applying the enhanced 
levels of observation, the associated clinical risks and what to do in the 
event of an untoward occurrence.  



7.2.3. The Nurse in Charge delegating patient observation to HSWs retain 
accountability and responsibility and must ensure that HSWs, in common 
with all staff undertaking this activity, are prepared for and understand 
their role and responsibilities in providing safe and therapeutic observation 
activity.  



7.2.4. Prior to the delegation of enhanced observation responsibilities the 
delegating Nurse in Charge must be satisfied that the HSW has the 
necessary confidence, knowledge and experience to fully understand what 
is required in order to discharge this responsibility effectively and safely. 



 
 
7.3. The Role of Final Year Student Nurse in the Provision of Safe & Supportive 



Observation   
7.3.1. Student Nurses who have not yet commenced their final year will not 



provide enhanced observations. 
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Only final year Student Nurses are permitted to be involved in patient 
enhanced observations. The following guidance sets out the 
circumstances and conditions which govern the role of final placement 
pre-registration student nurses in the provision of enhanced patient 
observation within in-patient areas.  



7.3.2. Registered staff must always be aware that students are not employees of 
the NHS and the organisation has a duty to ensure their safety. Registered 
staff supervising final year nursing students retain accountability and 
responsibility 



7.3.3. With the agreement of the individual final year student nurse on placement 
within inpatient sites, enhanced observation activity may be undertaken as 
part of an agreed learning plan specific to the practice placement with 
documented supervision arrangements and where there is capacity to 
provide effective supervision.  



7.3.4. The supervising registered nurse must make regular checks appropriate to 
the individual student’s learning needs, the clinical presentation of the 
patient and other variables considered relevant in order to ensure that the 
student is managing the patient’s care safely and effectively.  



7.3.5. Prior to the delegation of enhanced observations the Mentor, Nurse in 
Charge and Student must ensure that the student is prepared for and 
understands their role and responsibilities in safe and therapeutic 
observation activity. In pursuance of this students must receive 
appropriate induction to allow them to carry out enhanced observation 
safely and in the best interests of patients, colleagues and others.   



7.3.6. Prior to the commencement of the period of enhanced observation the 
student must be fully briefed in relation to the patient’s background history, 
presenting symptoms and the reasons for applying the enhanced levels of 
observation, the associated clinical risks and what to do in the event of an 
untoward occurrence.  



7.3.7. Following the period of observation duty the student should be given the 
opportunity to discuss his / her experience of the intervention including any 
difficulties or reservations. An appropriate entry in the patient’s clinical 
record will be made by the student nurse, countersigned by the 
supervising registered nurse. 



 
7.4. The Unit / Response Nurse/Page Holder or equivalent will: 



7.4.1. Further review capacity across local Wards / Units / Hospital Site / Service 
area and prioritise level of clinical activity, arranging staff transfer between 
wards when it is safe to do so. 



7.4.2. Escalate request for Nurse Bank staff. 
7.4.3. If unable to secure staff to provide safe cover, escalate issue to the 



Service Manager / delegate. 
 



7.5. The Service Manager / delegate will: 
7.5.1. Review with the RMOs, Senior Charge Nurses and Nurses in Charge the 



number and location of enhanced observation levels across the locality 
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with a view to reviewing the appropriateness of transferring patients on 
enhanced observations to IPCU or to areas with less clinical activity. 



7.5.2. If clinically safe and appropriate to do so, transfer patients between non-
IPCU wards. 



7.5.3. Review the capacity of receiving wards to admit patients who require 
enhanced observations 



7.5.4. Refer to the Business Continuity Folder / Contingency Planning guidance 
relating to staff shortages (see Appendix 6 Risk Assessment for Safe 
Staffing Levels - Exemplar). 



 
 
8. Monitoring & Audit 



8.1. Accurate, auditable, records must be kept at all times. Regular audit of the 
application of the standards contained within this policy and practice guidance 
will be undertaken via the Mental Health Service practice development process 
of core audit.  



8.2. The Senior Charge Nurse has responsibility for overseeing and monitoring the 
use of enhanced clinical observation within his / her ward. 



8.3. Local Care Governance groups will be responsible for monitoring the application 
and quality of clinical observation activity at hospital-site level and for reporting 
to their respective management teams in this regard. 



8.4. Further audit of application of the policy and practice standards will be 
determined locally and will form part of a local implementation plan 



8.5. Patient views are important and should be included in the audit and feedback 
process. This may include things such as patient conversation, general views 
around how the person found the observation and if it was effective from a 
patients perspective.   
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Appendix 1                                        Safe & Supportive Enhanced Observation Review Record 
Patient Name  CHI No  



 
 



Date 
 
 
 
 
 



Enhanced 
Observation 



Level 
 
 
 



Number of 
staff 



required 



Specific Enhanced Observations Conditions: 
Refer to conditions which apply as detailed in Care Plan & list relevant numbers at each review: 
1.     Verbal checks & prompts when patient is in toilet/shower/bathroom 
2.      Observation in a communal area by a designated person 
3.      Forward plan which indicates when observation level can be lowered 
4.      Appropriate relative involved in Constant Observation on and / or  off ward 
5.      When RMO only can lower level 



Reviewing 
Doctor 



 
 
 
 



Reviewing 
Nurse  



 
 
 
 



EXAMPLE 
01/01/01 



EXAMPLE 
CONSTANT 



EXAMPLE 
1 



EXAMPLE 
1, 2, 3, 4 (ON & OFF WARD) 



EXAMPLE 
DR A SMITH 



EXAMPLE 
CN B JONES 



      



      



      



      



      



      



      



      



      



 











 
Appendix 2                 Safe & Supportive Observation Policy 



Information for Patients & Carers 
 
Who is this leaflet for? 
This leaflet is for people who currently receive care within our inpatient areas 
and can be helpfully shared with relatives and carers. It gives some information 
about our observation policy and the approaches we use to keep people safe. 
 



It is important to be aware that whilst you are unwell your treatment plan may 
require that you are closely observed to make sure that you and others remain 
safe and properly supported. 
 
What are the levels of observation? 
General monitoring and observation levels are applied to all patients. 
Sometimes, however, if you are assessed as posing a risk to yourself or others, 
additional monitoring and observation may be arranged. There are 3 levels of 
monitoring and observation: 
 



General:    Staff on duty will have knowledge of your general whereabouts at all 
times whether you are in or out of the ward. 
 



Constant:  A designated staff member will be responsible for you whilst this      
level is in place and s/he will be able to see you and/or hear you at 
all times. 



 



Special:    A designated staff member will be responsible for you and will be 
within sight and arm’s reach of you at all times and in all 
circumstances. 
 



Your Named Nurse will speak with you and inform you what level of observation 
is applied to you. All levels are regularly reviewed. If your level is raised it will be 
reviewed at least daily by the clinical team in conjunction with you and your 
carer, if you wish.  
 



Patients experiencing Constant observation levels can only leave the ward if 
accompanied by a member of staff or an appropriate, informed carer. 
 



Patients experiencing Special observation levels can only leave the ward if 
accompanied by staff. 
 



We will ensure that you are treated with dignity and that your religious and 
cultural beliefs are respected at all times. We will be happy to discuss any 
issues associated with your level of observation and will ensure that your views 
and care needs are taken into account.  
 
Suggestions & Concerns  
You have the right to discuss your views on observation levels with staff. You 
may involve someone else in these discussions such as your Named Person, 
an advocate, friend or relative. If you remain unhappy about any aspect of your 
care you may make a formal complaint. Your Named Nurse or another senior 
member of ward staff will explain the complaints’ procedure to you. 
 











 



Appendix 3 
Safe & Supportive Observation Policy 



Designated Staff Log & Comments for Patient on Enhanced Observation 



Ward:  Patient Name: Date: 



Patient CHI:  RMO: Observation Level:  



Delegating Nurse in 
Charge Early shift/12 hr 
day shift  



Delegating Nurse in 
Charge Late shift 



Delegating Nurse in 
Charge Night  shift 



Name:  Name: Name: 



Time  
Designated 
responsible 
staff member  



Patient location & brief comment on activity, significant 
changes, concerns          



07.00 – 08.00   
08.00 – 09.00   
09.00 – 10.00   
10.00 – 11.00   
11.00 – 12.00   
12.00 – 13.00   
13.00 – 14.00   



14.00 – 15.00   
15.00 – 16.00   
16.00 – 17.00   
17.00 – 18.00   
18.00 – 19.00   
19.00 – 20.00   
20.00 – 20.45   
20.45 – 21.30   



21.30 – 22.00   
22.00 – 23.00   
23.00 – 00.00   
00.00 – 01.00   
01.00 – 02.00   
02.00 – 03.00   
03.00 – 04.00   
04.00 – 05.00   
05.00 – 06.00   
06.00 – 07.00   
All staff delivering enhanced observations must be assessed as competent to do so by 
the Nurse in Charge and have all relevant information to allow them to deliver safe care.   
All enhanced observations must be delivered as part of therapeutic patient engagement. 



PLEASE RETAIN THIS FORM WITHIN THE PATIENT’S CLINICAL RECORD 











Appendix 4a                      Safe & Supportive Observation Policy  
Commencing & Reviewing Enhanced Observations (EO) 



 



 



 



 



 



 



 



  



Clinical Risk Assessment indicates 
that patient is vulnerable and as 



such poses a significant risk to self 
and / or others 



MDT Discussion 



Designated Member of staff within sight 
and / or sound of patient at all times 



Constant Observation Level 



Verbal explanation & written information shared with 
patient and carer(s)/family (Appendix 2) 



 Daily MDT Review of risk assessment & care plan 
 RMO details circumstances when EO level can be lowered only 



by RMO & MDT 
 RMO & MDT forward plan conditions for EO to be lowered  
 Review ongoing requirement for enhanced observation at 



appropriate level 
 Record if informed visitor can assume Constant  Observation 



responsibility on and/or off ward 
 Record details of observation in communal area 
 Record views of patient and carer(s)/family; inform of any changes 



 Sound Only 
MDT 
agrees & 
records in care 
plan details of 
verbal checks 
when patient is 
undertaking 
personal care 
and is 
monitored 
“within sound 
only”. Also note 
this in Review 
Record.  



Update risk assessment, management, care plan and document 
discussions. Communicate outcome to clinical team, patient & 



carer(s)/family, if appropriate  



Dedicated Member of staff within sight 
and arm’s length of patient at all times 



Special Observation Level 



Complete Care Plan & EO Review Record (Appendix 1) 
Commence appropriate EO Level 



Nurse in Charge  



MDT Review identifies emerging risk 
that patient is unable to keep  



him / herself safe 



 



     Increase level: 
  Nurse in Charge 
           / MDT 



Reduce / Remove 
level: MDT or 



Nurse in Charge & 
Band 6 or 7  



(Appendix 4b) 



     
    Maintain level 











 
Appendix 4b                 Safe & Supportive Observation Policy  



Lowering of Enhanced Observations (EO) 



                                                                                                         



 



Patient’s presentation meets conditions detailed 
in RMO & MDT Forward Plan  



Out of hours RMO/Duty Psychiatrist not 
available to discuss lowering of observation level 



Nursing & medical notes indicate improvement in 
mental / clinical state over 24 hours  



e.g. reduction in suicidality, agitation, absconding risk,   
psychotic symptoms 



Nurse in Charge and a 2nd registrant (Band 6 or 7) 
agree to reduce observation level, clearly 



document clinical decision-making and sign 
clinical record



Identify patients who     
require full MDT Review 



before EO level is 
reduced 



Review EO of all other 
patients before end of 



shift 



Nurse in Charge informs RMO/Duty Psychiatrist 
of decision as soon as possible 



Inform relatives/carers at earliest opportunity 



No change in 
observation level 



Nurse in Charge 



     











Appendix 5                           Safe & Supportive Observation Policy  
Responsibilities for Enhanced Observations (EOs) 



 



 



 



 



 



 



 



  



 



 



 



⃰    Where possible, the Senior Charge Nurse will forward plan additional cover; consider % bed occupancy;    
number of patients on pass; status of ward e.g. admitting ward; input from non-nursing members of MDT 
⃰ ⃰   Ensure staff do not breach European Working Time Directives  
⃰ ⃰ ⃰  See Appendix 6 for example of Risk Assessment for Provision of Safe Inpatient Staffing Levels  



 



 



 



 



 



 



 



 



 



                                                                                                                                                         



 



 



 



 



 



Reviews all patients on EOs 
 Review presenting risks 
 Ensure management plan is 



appropriate to identified risk 
 Communicate information to 



staff on duty / at handover  



Nurse in Charge  



Delegates EO Responsibility 
 Ensure appropriate staff 



undertake role 
 Confirm staff have knowledge of  



background/ reasons for EO 
 Ensure staff record EO 



interventions 



Match Staff Resource to EO Need ⃰ 
 Review capacity within rostered 



staff group to safely deliver EOs 
&  ongoing clinical activity 



Unit/ Response Nurse 



 Identify ward/unit 
staff available to 
work overtime ⃰⃰ ⃰ 



 Review capacity & 
prioritise level of 
clinical activity 
within local wards &, 
if safe to do so, 
arrange transfer  of 
staff between wards 



 Request staff from  
Nurse Bank  



No 
Escalate 
to 
Service 
Manager 



Service Manager 



 Review with 
RMO(s) & 
Nurse(s) in 
Charge  number 
& location of EOs 
across local 
wards/area 



 Review clinical 
appropriateness 
of transferring 
patients on EOs 
to IPCU or areas 
with least clinical 
activity 



 If clinically safe  
& appropriate to 
do so, transfer 
patient between 
non-IPCU wards 



 Review capacity 
of receiving 
ward(s) to admit 
patients who 
require EOs 



 Refer to 
Business 
Continuity 
Folder/ 
Contingency 
Planning 
guidance relating 
to staff shortages 



 Complete 
appropriate risk 
assessment  ⃰  ⃰  ⃰   



Further escalation 
as required by SMT 



Out of hours 
contact should be 
made with On-call 
Manager



No 
Escalate 
to 
Unit / 
Response 
Nurse  



Yes 
No 
further 
action 
required 



No 
 Reprioritise clinical 



activity  to safely 
accommodate EOs 



 Identify ward/unit 
staff available to 
work extra hours ⃰⃰ ⃰ 



 Request staff via 
Nurse Bank 



Yes 
No 
further 
action 
required 



 



Yes 
No 
further 
action 
required 
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 ID:  



Appendix 6                                        Risk Assessment Form  
 
Use this form for any detailed risk assessment unless a specific form is provided. Refer to your Summary of Hazards/Risks and 
complete forms as required, including those that are adequately controlled but could be serious in the absence of active 
management. The Action Plan and reply section is to help you pursue those requiring action. 



 
Name of Assessor:   Post Held:  



Department: Mental Health Inpatient Services Date:  
Subject of Assessment: E.g.: hazard, task, equipment, location, people 
Provision of safe staffing levels to support all clinical activity within inpatient areas 
 
Hazards (Describe the harmful agent(s) and the adverse consequences they could cause) 
Reduced staffing being available to meet increased clinical demand could compromise the ability to safely manage 
increased levels of clinical activity. Staffing levels that are commensurate with activity levels require the prioritisation 
of care activities and therefore increased clinical activity could lead to individual low risk care activities not being 
completed. 
 
Description of Risk 
Describe the work that causes exposure to the hazard, and the relevant circumstances. Who is at risk? Highlight significant factors: 
what makes the risk more or less serious – e.g.: the time taken, how often the work is done, who does it, the work environment, 
anything else relevant. 
Current staffing establishment for each area is appropriate to the level of care and routine activity within the wards 
however clinical activity varies in degree of intensity, location and duration. The main variable occurs due to 
increased activity as a result of the number of patients at specific times requiring variable and unpredictable 
application of enhanced observations. 
 
Ability to provide increased staffing numbers to meet variable clinical demand may be restricted by the ability of the 
Nurse Bank to meet additional staffing requests and the availability of staff employed on a extra hours/overtime basis.  
 
When additional staffing is unable to be resourced from either, redeployment from other areas, excess hours, 
overtime, Nurse Bank then staffing levels may be below the optimum requirement to meet the level of clinical activity. 
Staff are required to prioritise higher risk activities which could impact on the ability to provide routine care and 
delivery of lower risk/priority care activities. 
 
 
Existing Precautions  
Summarise current controls In place  Describe how they 



might fail to prevent 
d tAll staffing vacancies will be recruited to timeously 



 
Review available staffing resources utilising workforce development tool 
 
Identified management support will have a weekly overview across whole service of staffing levels 
 
Weekly review of areas of high clinical activity and deployment of resources to meet this 
 
Weekly request to Nurse Bank to meet additional staffing resource requirement 
 
Daily reconciliation of staffing levels for each area and review of available redeployment 
opportunities and risk management to ensure appropriate deployment of all available staffing 
according to risk 
 
Robust application of Attendance Management Policy to maximise available staffing resources 
 
Robust application of Safe and Supportive Observation Policy to ensure application of enhanced 
observations meets requirements of least restriction as described within Millan Principles 
 
Senior Charge Nurse will prepare staff roster that meets ongoing and routine clinical demands   
 
Nurse in Charge  will review capacity within rostered staff group to safely deliver &  ongoing 
clinical activity 
 
Nurse in Charge will reprioritise clinical activity and allocate available resources 
 
 
 



Where issues are raised 
and no review or 
agreement re appropriate 
actions to mitigate risk or 
address areas of concern 
 
Delay in recruitment 
process can leave gap in 
service provision. 
 
Where level of increased 
clinical activity exceeds 
available staffing 
resources. 
 
Nurse bank is unable to 
meet service demand 
 
Where demand for 
increased staffing 
exceeds available staffing 
resource 
 
 











Nurse in Charge will inform Senior Charge Nurse if resources available not sufficient to meet 
clinical demand. 
 
Senior Charge Nurse will identify ward/unit staff available to work extra hours and/or request staff 
via Nurse Bank to meet clinical demand 
 
Out of Hours or during periods of leave the Nurse in Charge will contact the Duty / Response 
Nurse  who will review capacity & prioritise level of clinical activity within local wards &, if safe to 
do so, arrange transfer of staff between wards. They may also additionally request staff from  the 
Nurse Bank  
 
If, having completed all of the above, the Duty / Response Nurse remains unable to safely 
reprioritise activities and redeploy staff they will contact the Service Manager (or out of hours the 
on-call manager) who will:  
 
 Review with RMO(s) & Nurse(s) in Charge  number & location of patients on enhanced 



observations across local wards/area 
 Review clinical appropriateness of transferring patients on enhanced observations to IPCU or 



areas with least clinical activity 
 If clinically safe  & appropriate to do so, transfer patient between non-IPCU wards 
 Review capacity of receiving ward(s) to admit patients who require enhanced observations  
 Refer to Business Continuity folder guidance relating to staff shortages 
 
Review by Professional Nurse Advisor and Inpatient Service Manager of  Practice Development 
Nurse quality assurance process and reports from unannounced/unscheduled workplace visits to 
identify areas of good practise and additional care pressures  
 



Where staff are not 
applying safe and 
supportive observation 
policy appropriately 
resulting in increased 
observation levels 
impacting on available 
staffing resources. 



 
Level of Risk - High 
 
Give more than one risk level if the assessment covers a range of circumstances. You can use the ‘matrix’ to show how 
‘likelihood’ and ‘consequences’ combine to give a conclusion. Also, be critical of existing measures: if you can think how they 
might fail, or how they could be improved, these are indications of a red or orange risk.   
 



 
Risk Matrix 
 



Likelihood  
 Impact/Consequences  



 
 Negligible Minor  Moderate  Major  Extreme  



Almost 
Certain Medium High High V High V High 



Likely Medium Medium High High V High 



Possible Low Medium Medium High High 



Unlikely Low Medium Medium Medium High 



Rare Low Low Low Medium Medium 
 
              Very High                          High                           Medium                      Low  
Current risk level 
 



Given the current precautions, and how effective and reliable they are, what is the current level of risk? Green is the target – you 
have thought it through critically and you have no serious worries. Devise ways of making the risk green wherever you can. 
Yellow is acceptable but with some reservations. You can achieve these levels by reducing the inherent risk and or by effective 
and reliable precautions. 
High (Orange) or Very High (Red) risks are unacceptable and must be acted on: use the Action Plan section to 
summarise and communicate the problems and actions required. 
 



Action Plan (if risk level is High (Orange) or Very High (Red) 
Use this part of the form for risks that require action.  Use it to communicate, with your Line Manager or Risk Coordinator or 
others if required.  If using a copy of this form to notify others, they should reply on the form and return to you.  Check that you do 
receive replies. 



Describe the measures required to make the work safe.  Include hardware – engineering controls, and procedures.  Say what 
you intend to change.  If proposed actions are out with your remit, identify them on the plan below but do not say who or by 
when; leave this to the manager with the authority to decide this and allocate the resources required. 
 
 
 
 
Risk Assessment Form V.1 Nov08 
Page 2 of 3 
 











Risk Assessment Form V.1 Nov08 
Page 3 of 3 
 



 
Proposed actions to control the problem 
List the actions required. If action by others is required, you must send them a copy 



By Whom Start 
date 



Action 
due date 



 
Raise with nurse bank issues around ability to provide additional staffing resources 
required 
 
Review with consultant colleague’s application of safe and supportive observation 
policy and impact on application of policy if additional staffing resources cannot be 
sourced. 
 
Raise with Nurse Director issues re safe and supportive observation policy and nurses 
application of processes contained within. 
 
Raise with CH(C)P Director challenges around clinical activity and available resources 
 



 
 



 
 
 



 



 



Action by Others Required - Complete as appropriate: (please tick or enter YES, name and date where appropriate) 



Report up management chain for action  
 



Report to Estates for action  
 



Contact advisers/specialists   
Alert your staff to problem, new working 
practice, interim solutions, etc  



Reply 
If you receive this form as a manager from someone in your department, you must decide how the risk is to be managed.  Update the 
action plan and reply with a copy to others who need to know.  If appropriate, you should note additions to the Directorate / Service 
Risk Register. 
If you receive this as an adviser or other specialist, reply to the sender and investigate further as required. 
 
Assessment completed - 
date: 



 
 Review date:   
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1. Introduction  
 


1.1 Policy Statement 
 


NHS Greater Glasgow and Clyde: 
 
Will ensure that restraint will only be considered when all other practical means of managing the 
situation, such as de-escalation, verbal persuasion, voluntary ‘time out’, or gaining consent to 
taking medication, have failed or are judged likely to fail in the circumstances.  
 
Recognises that in certain situations the application of restraint is the only option available to 
staff responsible for the safety of patients, other persons in health settings and themselves.  
 
Seeks to provide staff with a framework which allows the identification of legal, ethical and 
professional issues which must influence a decision to restrain.  
 
Expects that any decision to use restraint will be person centred, that measures are in place to 
optimise the safety of the person being restrained, other persons and staff and to review the 
effectiveness of the restraint applied in managing the situation.  
 
Will ensure that the self respect, dignity, privacy, cultural values, race and any special needs of 
the patient will be taken into account in so far as is reasonably practicable.  
 
Ensures risk assessment systems and processes are in place to record and review all incidents 
where restraint is used, to ensure that any restraint used is reasonable, proportionate and 
necessary.  
 
Will ensure that professional and legal support is available, where necessary, to any member of 
staff acting lawfully and in good faith in situations where restraint has been used.  
 


 
1.2 Definition of Restraint  
 
“Restraint is taking place when the planned or unplanned, conscious or unconscious actions of 
staff prevent a patient [or other person] from doing what he or she wishes to do and as a result 
places limits on his or her freedom. Restraint is defined in relation to the degree of control, 
consent and intended purpose of the intervention.” Rights, Risks and Limits to Freedom, Mental 
Welfare Commission 2013 
 


1.2.1. What Constitutes Restraint? 
 
Each instance is different: a piece of equipment, physical hold or medication may equal restraint 
in some circumstances but not in others. Applying too high a level of enhanced observation can 
constitute restraint, since the physical environment can affect decisions on levels of 
observation. In these circumstances the environment must be reviewed and appropriate 
changes made where possible.  
See Appendix 1: Flowchart for Emergency and Non-emergency Restraint.  
 
1.2.2.  Is Restraint Legally and Ethically Justifiable?  
 
Restraint is legally justifiable when the patient can be involved with and agree to planned 
measures to improve their safety (e.g. use of bedrails). In other instances, there may be a 
professional duty of care to restrain a patient [or other person] in order to protect them from a 
greater risk of harm or to prevent foreseeable harm to staff or others.  
 



http://www.mwcscot.org.uk/media/125247/rights_risks_2013_edition_web_version.pdf
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Restraint may also be legally justifiable when a patient requires treatment and/or the need to be 
maintained in a secure environment by a legal order e.g. under the Mental Health (Care and 
Treatment) (Scotland) Act (2003).  
 
Restraint is ethically justifiable when staff are able to demonstrate that the risk of harm from the 
application of restraint is less than the risk of harm present without staff intervention. Staff must 
balance their duty of care and the rights of the person being restrained.  
 
Whenever restraint is applied staff must adhere to these universal principles:   
 


 The person’s behaviour must be causing, or having the potential to cause, harm to 
themselves, to others, or to property 


 
 All alternatives to restraint must be considered and where appropriate implemented, 


except in emergency situations 
 
 Any form of restraint must be a necessary last option and must be proportionate in 


relation to risk, degree and duration 
 
1.3 Legal Framework 
 
1.3.1 Overview 
 


Scots law imposes on every individual a general duty not to cause unjustifiable harm to others. 
This duty is owed to all persons who could be harmed if the duty is not observed. The duty is 
imposed through the operation of statute or of common law, or a combination of both. 
 
In practice this means that all staff owe a duty to patients in their care and other persons in 
health settings not to cause harm, intentionally or unintentionally, either through positive action 
on the part of the member of staff, or by omission to act. 
 
In order for no harm to be caused, restraint may require to be considered. The nature and 
extent of the restraint used, while a matter for the judgement of the individual member of staff 
should not result in unjustifiable harm to the patient. If it does, compensation can be sought.  
 
Therefore, anyone considering individual patient restraint or service level forms of restraint, 
must ensure that they are familiar with the relevant legislation and other policy documents and 
ensure that any intervention applied is compliant with these.   
 
A number of statutes are of relevance in the context of restraint:- 
 
1.3.2. Health and Safety at Work etc. Act (1974) 
 
The basis for health and safety law in Great Britain which sets out, amongst other provisions, 
general duties for both employers and employees. The main general principles of the act are: 
 
Employers must 
 


 Provide and maintain safe systems of work (e.g. procedures and equipment) 
 Provide information, instruction, training and supervision to ensure the health and safety 


at work of all employees 
 Provide and maintain a safe working environment  


 
 



http://www.legislation.gov.uk/asp/2003/13/contents

http://www.legislation.gov.uk/ukpga/1974/37/contents
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Employees must 
 


 Take care of their own health and safety and that of others who may be affected by their 
acts or omissions 


 Co-operate with their employer in health and safety matters 
 


These duties are qualified by the term ‘so far as is reasonably practicable’. 
 
1.3.3. The Management of Health and Safety at Work Regulations 1999 
 


This introduced more explicit requirements, particularly the undertaking of risk assessment.  
Employers are required to: make appropriate health and safety arrangements; employ 
competent health and safety assistance; lay down appropriate procedures for serious and 
imminent danger; provide information for employees; have due consideration for individual 
capabilities and training with regard to health and safety.  
 
1.3.4. Human Rights Act (1998) 
 
All public authorities must ensure that their actions are compatible with the European 
Convention on Human Rights (ECHR). The articles of the act most relevant to restraint are: 
 


 Article 2 – Right to Life.  
A person has the right to have their life protected by law. Staff may use restraint and 
force to stop and prevent imminent threat to life or serious harm being caused 


 
 Article 3 – Prohibition from torture including inhumane or degrading treatment. 


This right is referred to as an ‘absolute right’ and should never be contravened.  
It is therefore unlawful for any person to use force with the intention of causing 
inhumane or degrading treatment and/or punishment or for the purpose of torture 


 
 Article 5 – Right to liberty and security. 


This right is referred to as a procedural right, which in some specific circumstances 
may be legitimately limited i.e. if a person is arrested on a criminal charge or detained 
because of mental disorder 


 
 Article 8  – Right to respect for private and family life 


Everyone has the right to respect for his private and family life, his home and his 
correspondence 


 
 Article 14 – Prohibition of discrimination 


The enjoyment of rights and freedoms contained in the ECHR without discrimination 
on any ground such as sex, race, colour, language, religion, political or other opinion, 
national or social origin, association with a national minority, property, birth or other 
status 


 
1.3.5. Equality Act (2010) 
 
This Act provides a uniform level of protection against discrimination in the provision of goods 
and services for people with one or more 'protected characteristics'. These protected 
characteristics are: age; disability; gender reassignment; marriage and civil partnership; 
pregnancy and maternity; race; religion and belief; sex; sexual orientation.  
 
 



http://www.legislation.gov.uk/uksi/1999/3242/contents/made

http://www.legislation.gov.uk/ukpga/1998/42/contents

http://www.legislation.gov.uk/ukpga/2010/15/contents
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1.3.6  Adults with Incapacity (Scotland) Act 2000 
 


This Act provides a system for safeguarding the welfare and managing the finances and 
property of adults (age 16 or over) who lack the capacity to take some or all decisions for 
themselves because of mental disorder or inability to communicate by any means. The Act 
allows other people to make decisions on behalf of an incapable adult subject to attaining the 
following general principles: 
 


 It must benefit the adult 
  


 It must take into account the adult’s past and present wishes 
 


 It must restrict the adult’s freedom as little as desirably possible 
 


 It must promote the adult to maximise and develop their skills 
 


 It must consider the views of others with an interest in the adult’s welfare. 
 
It is an infringement of a person's rights to detain someone without their consent. If people lack 
capacity to make decisions about their treatment, then all five principles of the Adults with 
Incapacity Act must be applied.  
 
1.3.7. Mental Health (Care and Treatment) (Scotland) Act (2003) 
 
This Act sets out powers and duties in relation to people with mental disorder. The law is based 
on a set of principles which must be taken into account by anyone involved in a person’s care 
and treatment. These principles can be summarised as:  
 


 The patient’s past and present wishes. Information should be provided which 
supports the patient in taking part in decisions relating to their care 


 
 The views of their named person, carer, guardian or welfare attorney. Where 


appropriate others who can provide the patient with both support and guidance 
should be involved in the decision making process 


 
 The care and treatment that will be of most benefit. The nature of the treatment, 


including any strategies to manage behaviours, should be identified within the 
patient’s care plan. The person being treated under the Act shouldn’t be treated any 
less favourably than anyone else being treated for a mental illness, or other mental 
disorder 


 
 The patient’s abilities and background. Important issues relating to equality and 


diversity must be taken into account by people providing care and treatment i.e. age, 
gender, racial origin, religion, sexual orientation, ethnicity 


 
People carrying out duties under the Mental Health Act where a child is involved (under the age 
of 18) must try to ensure that they do what is best for the child’s welfare.  



http://www.legislation.gov.uk/asp/2000/4/contents

http://www.legislation.gov.uk/asp/2003/13/contents
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1.3.8  Children (Scotland) Act 1995 


The Children (Scotland) Act centres on the needs of children (up to age 18) and their families 
and defines both parental responsibilities and rights in relation to children. It sets out the duties 
and powers available to public authorities to support children and their families and to intervene 
when the child's welfare requires it.  


The essential principles behind the Act are:  


 Each child has a right to be treated as an individual  


 Each child who can form a view on matters affecting him or her has the right to 
express those views if he or she so wishes  


 Parents should normally be responsible for the upbringing of their children and should 
share that responsibility  


 Each child has the right to protection from all forms of abuse, neglect or exploitation 


 So far as is consistent with safeguarding and promoting the child's welfare, the public 
authority should promote the upbringing of children by their families 


 Any intervention by a public authority in the life of a child must be properly justified 
and should be supported by services from all relevant agencies working in 
collaboration 


 
1.3.9. Criminal Procedures (Scotland) Act (1995) 
 
This Act gives the courts powers to ensure that individuals involved with criminal justice services 
receive appropriate care and treatment under the Mental Health (Care and Treatment) 
(Scotland) Act (2003). 
 
The courts can use this law at any stage of criminal justice proceedings from when a person is 
first arrested up until the time when the court makes its final decision about the case. A range of 
orders can be put in place to ensure that mental health issues are assessed, treated 
(immediately and ongoing) and that the person receives care in the most appropriate setting 
(e.g. being transferred from prison to a mental health hospital if necessary). 
 
1.4  Associated Guidance  
 
In addition to the above statutes there are additional sources of national and UK guidance of 
relevance to use of restraint, including the following:  
 
1.4.1. Mental Welfare Commission for Scotland 


 


The Mental Welfare Commission for Scotland (MWC) is an independent organisation set up by 
Parliament which aims to ensure that care, treatment and support are lawful and respect the 
rights and promote the welfare of individuals with mental illness, learning disability and related 
conditions. This is done by empowering individuals and their carers and guiding and challenging 
service providers and policy-makers by: regular review of services; themed visits focusing on 
specific services; publishing guidance reports; and conducting and publishing individual case 
reviews.  
 
 
 



http://www.legislation.gov.uk/ukpga/1995/36/contents

http://www.legislation.gov.uk/ukpga/1995/46/contents

http://www.mwcscot.org.uk/
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The Mental Welfare Commission issues very practical and specific guidance which should be 
used for reference when bed rails, chair and bed alarms and methods of restricting patients 
from leaving ward areas (such as locked, or keypad entry doors, or by disguising exits) are 
being considered. This is a complex area; care may not only be perceived to be poor when 
inappropriate restraint is applied, it may also be illegal. Specialist advice is available from MWC.   
 
 
 
Rights, Risks and Limits to Freedom, Mental Welfare Commission 2013 
(These excerpts are included to highlight the nature of the guidance, rather than providing a 
comprehensive summary). 
 
“Restraint should be seen as a ‘last resort’, where there is absolutely no alternative.  
 
“Many actions by care staff, conscious and unconscious, can unnecessarily limit the freedom of 
the people they are looking after. Often these are not in the interests of the individual but in the 
interests of the care home, hospital or other setting in which the person is being cared for. 
People using restraint in care settings need to make sure that what they are doing complies with 
the law and relevant care regulations.” 
 
“This guidance points to the importance of careful assessment to understand why someone is 
behaving in a particular the way, of recognising what the risks actually are and arriving at 
appropriate interventions in an open and transparent way that has involved all interested 
parties.” 
 
“Life is never risk-free; risk is a part of everyone’s existence. Some degree of risk-taking is an 
essential part of good care. Each care home or hospital should have an explicit policy which 
determines the balance between residents’ personal autonomy and staff’s duty to care.” 
 
“The principal aim of any policy should be to avoid restraint wherever possible”. 
 
 
1.4.2. Relevant Guidance from England and Wales includes: 
 
NICE Clinical Guideline 25 (2005) ‘Short-term management of disturbed/violent behaviour in 
psychiatric in-patient settings and emergency departments’.  
 
NHS Protect (2013) ‘Meeting needs and reducing distress: Guidance for the prevention and 
management of clinically related challenging behaviour in NHS settings’. 
 



Rights, Risks and Limits to Freedom, Mental Welfare Commission 2013

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Documents/restraint/NICE%20Guideline%2025.pdf

http://www.nhsbsa.nhs.uk/i/SecurityManagement/Meeting_needs_and_reducing_distress.pdf
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2. Scope of the Policy 
 
This policy applies to all NHSGGC employees, partnership and agency staff, contractors, 
volunteers, students, those on work experience, patients and members of the public.  
  
The restraint policy is designed to address a specific policy gap in NHSGGC and sits within a 
well developed framework of existing national and NHSGGC policies and organisational 
structures as outlined in Section 1.3. 
 
It sets out a framework of good practice, recognising the need to ensure that all legal, ethical 
and professional issues have been taken into consideration, with the aim of minimising the 
number of situations that escalate to the extent that restraint is necessary in order to minimise 
adverse effects for all involved.   
 
It is intended to provide guidance for managers and staff in relation to the nature, circumstances 
and use of approved restraint techniques currently adopted by NHSGGC  
 
 
3. Roles and Responsibilities  


 
3.1   NHSGGC (Chief Executive) is responsible for:  
 


 Providing a safe working environment in line with health & safety legislation 
 Providing healthcare in a safe and efficient manner 
 The full and effective implementation of this policy 
 Ensuring that the risks associated with restraint are subject to robust assessment and 


evaluation, including audit of occasions where restraint is used, as identified through 
Datix and/or line management processes, with a system for post incident reviews 


 Providing the resources required to train staff on all aspects relating to restraint 
 Ensure that the Restraint Policy is reviewed every three years to maintain both 


efficacy and topicality. 
 
 


3.2   Senior Managers are responsible for:  
 


 Ensuring that all Service / Departmental Managers are aware of this policy and of the 
requirements within it 


 Supporting the completion of relevant service risk assessments and other 
assessments relating to the risks presented by the individual patient 


 Ensuring that strategies are in place to reduce and manage risks and to monitor the 
ongoing effectiveness of these strategies 


 Resourcing the mandatory/statutory training of all staff that may be expected to 
undertake any element of restraint, the necessary level of training being identified 
through risk assessment 


 Ensuring that all aspects of the guidance contained within the Incident Management 
Policy are being rigorously followed, including proper use of local documentation 


 Promoting the implementation of post incident support strategies for those individuals 
who may be adversely affected by restraint issues. 



http://www.staffnet.ggc.scot.nhs.uk/Applications/Datix/Documents/Incident%20Management%20Policy.pdf
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3.3.  Service/ Departmental Managers are responsible for:  
 


 Ensuring that all staff are aware of this policy and the requirements within it 
 The completion of relevant service risk assessments and other assessments relating 


to the risks presented by the individual patient 
 Implementing the strategies that have been identified to reduce and manage risks 


and that these strategies are regularly monitored and reviewed 
 Communicating the outcomes of risk assessments to ensure that staff and senior 


management are fully aware of the identified risks and the measures required to 
reduce and manage them safely 


 Facilitating attendance to the level of mandatory/statutory training identified through 
risk assessment and training needs analysis 


 Ensuring that staff adhere to all aspects of the guidance contained within the Incident 
Management Policy 


 Accessing the specialist advice and support available from Risk Management, 
Violence Reduction Service, Health & Safety Department and other identified support 
services (as appropriate for local area)  


 Facilitating the implementation of post-incident support strategies for those individuals 
who may be adversely affected. 


 
3.4  All staff are responsible for: 
 


 Ensuring that the decision to restrain is based on a process of informed assessment 
and regular evaluation 


 Taking reasonable care of themselves and any others who may be affected by their 
actions or omissions 


 Adhering to all policies and procedures that have been designed to promote safe and 
effective working practices 


 Contributing to the risk assessment process, adhering to the methods of intervention 
identified within the patient’s care plan and ensuring that that all assessments and 
interventions are appropriately documented  


 Attending the level of training identified as appropriate for their working conditions 
which includes the safe usage of necessary restraint procedures and applying training 
in practice 


 Reporting all incidents and near misses in accordance with the guidance contained 
within the Incident Management Policy. Datix reporting should be used where 
physical restraint is used for a sustained interval in a significant incident 


 Reporting any concerns of danger identified in relation to the implementation of 
restraint procedures. 
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4. Principles of Restraint Policy 
 
4.1 Contributory factors 
 
There are many clinical factors which can contribute to patients behaving in an aggressive 
manner e.g. metabolic imbalance, delirium, acute or chronic cognitive impairment, alcohol or 
drug use. Sensitive assessment may assist to identifying situations where a patient is under 
stress and more likely to respond adversely. Restraint should always be a ‘last resort’, where 
there is absolutely no alternative and following a full consideration of all other reasonable 
control measures. 
 
When restraint is being considered in a care plan the following questions should be considered  
 


 Is there an aim to the patient’s behaviour? 
 What is the patient’s emotional / psychological condition?  
 Are there any underlying medical conditions that may make restraint more dangerous 


than normal? 
 Is the appropriate communication support in place?  Staff should be familiar with 


NHSGGC Interpreting Service including British Sign Language (BSL) or any other 
Communication Support. 


 Is there an environmental impact on the behaviour – e.g. light or noise? 
 What is the patient’s mental capacity? 
 What risks are associated with restraining this patient? 


 
 
4.2 Role of Relatives and Carers 
 
Family members and other carers should be involved in care planning as much as is 
practicable. They should be asked what triggers to behaviour they are aware of, how they avert 
violent situations at home and how they deal with such situations if they occur. If restraint is 
identified as part of the plan of care they should be informed of this. 
  
4.3 Strategies to Minimise the Need for Restraint 
 
The risk of violence can be reduced through a continuous cycle of measures which can be 
divided into primary, secondary and tertiary control measures.  
 
4.3.1. Primary Control Measures 
 
Primary Control measures including policies, local guidelines and protocols, good 
communication skills, training, risk assessments, reporting process for incidents etc., designed 
to prevent or reduce aggression occurring or escalating.  
 
Clinical Guidance 
Along with legal statutes, a wide range of guidance is available concerning best practice in 
management of behavioural issues in different situations to ensure that patients receive 
necessary treatment, even when they are unable to consent to this.  
 
For advice on management of patients with dementia see: SIGN Guideline 86: management of 
patients with dementia (2006); and CSCI: Restraint of Patients, particularly older patients with 
Dementia (2007). ‘Stress and Distress’ and Learnpro Dementia training are available locally.  
 



http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/InterpretingServices/Documents/Interpreting%20Service%20Booking%20Procedure%20revised%20feb%202012%20for%20BSL.pdf

http://www.sign.ac.uk/pdf/sign86.pdf

http://www.sign.ac.uk/pdf/sign86.pdf

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Documents/restraint/CSCI%20Report%20restraint%20-%20older%20people.pdf

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Documents/restraint/CSCI%20Report%20restraint%20-%20older%20people.pdf
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People with learning disabilities may present as confused or become aggressive in response to 
new situations or experiences that they do not understand, or where they are in pain or afraid; 
this may be complicated further if the patient has impairments which impact on communication. 
The GGC Learning Disability Service area teams can be contacted for advice.  
 
Children may not have developed the cognitive ability to understand what care is required, so 
may require interventions which constitute restraint to ensure necessary management and 
treatment. See RCN: Restrictive physical intervention and therapeutic holding for children and 
young people: guidance for nursing staff (2010) and Holding Safely: a guide for residential child 
care practitioners and managers on physically restraining children  (2013).   
 
Guidelines for ‘Clinical Holding’ skills for dental services for people unable to comply with 
routine oral health care are available from The British Society for Disability and Oral Health: 
Unlocking Barriers to Care (2009). 
 
NHSGGC Policy on the Management of Violence and Aggression which provides a framework 
including Risk Management; the appendices of this document contain additional guidance on 
responses staff should use when faced with unacceptable violence and sources of staff help.   
 
Use of the Health and Safety Management Manual should ensure regular risk assessment 
takes place. This encourages the identification of existing risks and application of appropriate 
control measures both for the environment as a whole and to best manage the care of individual 
patients, using patient-specific care plans. 
 
NHSGGC Service Specific Good Practice Guidelines 
 
Management of alcohol detoxification in the Acute Division in accordance with GMAWS has 
been shown to reduce the frequency of alcohol related violence; staff are encouraged to apply 
GMAWS actively where clinical assessment has identified this as appropriate.   
 


Mental Health Service uses policies on Clinical Risk Screening, Safe and Supportive 
Observation and Covert Medication Policy (which guides when patients with cognitive 
impairment can be given medication without their knowledge, when it is their best interests). 
 
The Institute of Neurological Sciences Institute (SGH) uses the following: Risk Assessment- 
management of patients with challenging behaviour; and Management of patients with 
challenging behaviour- Monitoring Tool. 
 
Hand Safety Mittens may be used in exceptional circumstances to prevent a patient removing 
life saving treatment (trachiostomy tube/ nasogastric tube) but only following careful risk 
assessment. Family members should be informed of rationale for use and should be involved in 
further decision making. Use of Safety Mittens must be recorded carefully and reviewed 
regularly. SOP Hand Safeguard Mittens 
 
Other Specialised services have specific guidance e.g. Forensics; Security staff  
 
Police Scotland and Scottish Prison Service, including prison Security Guards, have their own 
policies. NB. Ward staff should not normally be required to assist in physical restraint for 
patients escorted by police or attending from prison accompanied by Security Guards.  



http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Documents/restraint/CSCI%20Report%20restraint%20-%20older%20people.pdf

http://www.rcn.org.uk/__data/assets/pdf_file/0016/312613/003573.pdf

http://www.rcn.org.uk/__data/assets/pdf_file/0016/312613/003573.pdf

http://www.gov.scot/Resource/0041/00413007.pdf

http://www.gov.scot/Resource/0041/00413007.pdf

http://www.bsdh.org.uk/guidelines/BSDH_Clinical_Holding_Guideline_Jan_2010.pdf

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/Corporate%20Health%20and%20Safety/Documents/Policies/Management%20of%20Violence%20and%20Aggression%20Policy.pdf

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/Corporate%20Health%20and%20Safety/Documents/Management%20Manual%20v4.pdf

http://www.staffnet.ggc.scot.nhs.uk/Info Centre/Library/Tests and Measures/Glasgow Modified Alcohol Withdrawal Scale (GMAWS).doc

http://www.staffnet.ggc.scot.nhs.uk/Applications/PM/Policy%20Documents/MHP-05%20Clinical%20Risk%20Screening%20and%20Management%20Policy.pdf

http://www.staffnet.ggc.scot.nhs.uk/Partnerships/MHP/MHP%20Corporate%20Information/Policies/Documents/NHSGGC%20SSOP-PG-Jan%202012.pdf

http://www.staffnet.ggc.scot.nhs.uk/Partnerships/MHP/MHP%20Corporate%20Information/Policies/Documents/NHSGGC%20SSOP-PG-Jan%202012.pdf

http://www.staffnet.ggc.scot.nhs.uk/Applications/PM/Policy%20Documents/MHS%20Covert%20Medication%20Policy%20September%202012.pdf

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Documents/restraint/203955-14.pdf

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Documents/restraint/203955-14.pdf

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Documents/restraint/203955-13.pdf

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Documents/restraint/203955-13.pdf

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Documents/restraint/NHS_PI_Guidance_for_Employers.pdf

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/Corporate%20Health%20and%20Safety/Documents/Supervision%20of%20Prisoners%20Attending%20for%20Treatment%20within%20Hospital%20or%20Clinic%20Premises.pdf

http://www.staffnet.ggc.scot.nhs.uk/Acute/Surgery Anaesthetics/Critical Care/GGC critical care guidelines/Documents/Generic SOPs/SOP Use of mittens FINAL.doc
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4.3.2. Training Provision in NHSGGC 
 
Conflict Management, Physical Breakaway Techniques and Safer Holding training (Training 
models and providers) is provided on the basis of risk assessment. The following teams provide 
training designed specifically for different groups of staff: Violence Reduction Team (Acute 
Division/Corporate); Violence Reduction Service (Mental Health); Partnership Health and Safety 
trainers.  
 
4.3.3   Secondary Control Measures 
 
These involve the use of interpersonal skills with defusing and calming strategies to de-escalate 
situations thus reducing the risk of violence. 
 
De escalation  
De-escalation involves making a dynamic risk assessment and using both verbal and non 
verbal communication to reduce the level of aggression. De-escalation techniques should be 
used before any other intervention; - and importantly - verbal de-escalation should continue 
throughout, even if physical interventions/ restraint become necessary. 
 
Key Points for de-escalation  
One member of staff should take the lead. Other staff should be available to assist / witness / 
take over if required.  Key skills are as follows:  
 


 Maintain self control 
 Use non-aggressive (open) stance 
 Give undivided attention 
 Be empathetic 
 Listen carefully 
 Observe for verbal and non-verbal cues 
 Paraphrase and reflect back 
 


Communication with other staff members during incident 
 Leader to ensure other staff members know their role during high risk situations, giving 


clear simple directions 
 Record incident and actions taken in nursing notes 
 Update care plan, risk assessment and risk management plan, recording any triggers 


and also what defused the situation. 
 
Review of Treatment 
When a patient’s behaviour is presenting a recurring level of exposure to risk, staff should focus 
their attention on identifying the underlying factors which are causing the behaviour, as well as 
on managing the behaviour. Where possible, the issues identified should be addressed by a 
therapeutic approach designed to have a positive impact on the patient’s behaviour.  
 
For example, consideration of the patient’s treatment may identify opportunities to provide more 
diversional activities, increased exercise, increased staffing levels, or other changes to the 
physical environment with the intention of reducing the need for restraint.  



http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Pages/VAR_Contacts_KW_150507.aspx

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Pages/VAR_Contacts_KW_150507.aspx

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/MentalHealth/Pages/ViolenceandAggressionReduction-MentalHealthHomepage.aspx

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Partnerships/Pages/VARP_Trainers_KW_270110.aspx

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Partnerships/Pages/VARP_Trainers_KW_270110.aspx

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Documents/restraint/Models%20of%20Training%20in%20use%20across%20NHSGGC.pdf

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Documents/restraint/Models%20of%20Training%20in%20use%20across%20NHSGGC.pdf





NHSGGC Restraint Policy (2014)   Page 14 of 24 


4.3.4  Tertiary Control Measures 
 
These are actions taken when violence is occurring and subsequent action to prevent or reduce 
the potential for physical and psychological harm. This may involve: disengagement 
(breakaway); implementing emergency or exit procedures; and, as a last resort, use of physical 
interventions including restraint.  
 
Staff must complete Datix as soon as possible after incident; this includes a drop-down list 
requiring more information about the level, duration and type of physical restraint used. The 
incident is then reviewed and approved by line managers 
 
Tertiary controls also include providing support for the victim, managing the situation through to 
recovery and finally (to complete the cycle) reviewing primary controls to reduce likelihood of 
further incidents of violence. 
 
 
5. Types of Restraint 
 
5.1 Physical restraint (Safer Holding) 
N.B. This is the last resort; to be considered after all other options have been exhausted. 
 
Physical restraint is the actual or threatened laying of hands on a person, by one or more 
members of staff, to stop him or her from either embarking on some movement or activity, or 
following it through. The grounds for intervention are that the person’s action is likely to lead to 
hurt or harm to the person or others, or prevent necessary help being given.  
 


Physical restraint can range in intensity from physically guiding someone away from an area to 
actual bodily restraint, depending on the circumstances. The level of force applied must be 
necessary, reasonable and proportionate to a specific situation, and be applied for the 
minimum possible amount of time, with continual review and monitoring of the physical 
wellbeing of the person being restrained.  
 
It may be appropriate to use restraint or holding to facilitate treatment or investigation where a 
patient lacks capacity to make a decision regarding a planned intervention and when the 
intervention has been assessed in the patient’s best interests. 
 
To avoid prolonged physical intervention/immobilisation, consider measures which may be safer 
such as rapid tranquillisation or seclusion/use of a side room (where appropriate).  
  
Any staff using physical restraint should:  
 


 Be appropriately trained  
 
 Continue to use de-escalation techniques irrespective of the stage of the restraint 


 
 Be aware of any factors of the patient’s physical condition which may increase the risks 


from  physical  restraint, including any medication, drugs or alcohol taken prior to restraint 
 


 Use the minimum level of restraint required, and reduce to a lower level as soon as 
possible 


 
 Continuously review the level of restraint being applied. 
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Consideration should be given to factors such as: the patient has a known history of sexual or 
other gender-based violence; cultural and religious factors; people registered on MAPPA etc; 
that may influence which staff members apply physical restraint. Choice of staff may be limited 
in an emergency situation, but these considerations should form part of the care planning 
process where need for physical restraint is identified as a risk. 
 
There are significant risks associated with physical restraint, primarily positional asphyxia, 
(preventing the restrained person from maintaining a clear airway so that they are unable to 
breathe properly) or other injury. Physical restraint can lead to harm and even death  
B Paterson et al. (2003). Over the last thirty years there have been more than 15 restraint 
related deaths in health and social care settings in the UK.  
 
 
5.1.1. Positional Asphyxia  
 
For safety reasons, during restraint it is only permissible to hold / apply pressure to the person’s 
limbs. Under no circumstances must direct pressure be applied to the neck, thorax, abdomen, 
back or pelvic area.  
 
If there are multiple staff (more than 4) participating and applying poor technique causing 
severe pressure to the neck and back of the patient e.g. neck hold  this can cause serious injury 
or even death.  
 
Restraining persons on the floor should be avoided, wherever possible. If, however, the floor is 
used, holding someone in a face down (Prone) position should be used for the shortest period 
of time and only for the purpose of gaining reasonable control. 
 
The number of staff involved in any physical restraint will depend on the level of restraint 
required. It is recommended that for any physical restraint a minimum of two people are 
required. For full body restraint no more than 4 staff members should be involved in holding the 
patient. It is important in all restraints that there is an identified staff member maintaining 
overall control of the situation and ensuring the patient’s head and neck is appropriately 
supported and protected, airway and breathing are not compromised and vital signs 
(pulse, BP and RR) are monitored using applying Resuscitation Council (UK) principles 
Resuscitation principles. 
 
Positional asphyxia is not limited to restraint in a face down position. Restraining a person in 
a seated position may also reduce the ability to breathe, if the person is pushed forwards with 
the chest on or close to the knees e.g. basket hold. The risk of positional asphyxia is higher in 
cases where the restrained person has a high Body Mass Index (BMI) and/or a large waist. 
 
5.1.2. Care of the patient post physical restraint 
 
The person who has been physically restrained to a significant degree (higher level restraint) 
will need to be monitored to the appropriate observation level using NEWS and the Glasgow 
coma scale for a period of up to 24 hours (as necessary) and should have a full physical review 
by medical staff. Relatives or carers must be given a regular update.  
 
The process of re-engagement with the patient must commence again in order to build a 
therapeutic relationship using a re-integration plan for the client post-restraint where required. 
Staff should be aware of the high risk of re-igniting aggression during this recovery phase.  
See Appendix 3: Post Physical Restraint Actions Flowchart. 
 
 



http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Documents/restraint/ld-restraint-related-deaths-uk.pdf

http://www.resus.org.uk/

http://www.staffnet.ggc.scot.nhs.uk/Acute/Diagnostics/Imaging/North%20Glasgow%20Interventional%20Radiology%20Unit/Documents/news_obs.pdf

http://www.staffnet.ggc.scot.nhs.uk/Acute/Division Wide Services/Practice Development/Clinical Practice/Documents/New Updated procedures 2012/Neurological Observation1.doc

http://www.staffnet.ggc.scot.nhs.uk/Acute/Division Wide Services/Practice Development/Clinical Practice/Documents/New Updated procedures 2012/Neurological Observation1.doc

http://www.resus.org.uk/pages/GL2010.pdf
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5.2   Chemical Restraint  
 
This is the use of sedative or tranquillising drugs purely for symptomatic treatment of 
restlessness or other disturbed behaviour. Drug treatments for underlying medical or psychiatric 
conditions are not included. Such sedative drugs should, where possible, be used with the 
patient’s consent, and/or when the threat of harm is less immediate. In certain circumstances 
they can also be administered, if necessary, against the patient’s wishes, but only where the 
patient has been assessed as not having full mental capacity and where the risk of not treating 
the condition is greater than the risk of giving treatment.  
 
Individuals who are restless or have reduced mobility should have a full physical examination to 
look for causes and identify effective treatment and management strategies. 
 
NHSGGC Guidelines for safe pharmacological management of anxiety and agitated behaviour 
are available- Mental Health Service Rapid Tranquillisation Guidelines and Acute Division 
Therapeutics: a Handbook for Prescribing in Adults. 
 
NB. In specific circumstances clinical judgement recognises that dosages given in these 
guidelines may need to be exceeded to restore a safe situation. However, this increases risk 
and should only be undertaken where sufficient resuscitation facilities are available. Staff should 
rapidly escalate situations which remain uncontrolled to senior medical and nursing colleagues.  
 
5.3  Technological Monitoring (Wandering Technology) 
 
This involves using ‘wandering technology’ (electronic tagging, pressure pads and door alarms) 
to alert staff that a patient is moving or trying to leave the area. A wide range of types of 
technological monitoring are available, but use of these must always be the least restrictive 
option. See Appendix 2: Use of technological monitoring/wandering technology.  
Staff must be properly trained in the use and maintenance of these devices.   
 
5.3.1 MWC Guidance 'Safe to Wander' advises on principles for use of 'Wandering Technology' 
(preferring this to the more emotive tern ‘tagging’) and other means of restraint. This guidance 
applies to: 


 Sensor pads (beds, chair, floor) 
 Nurse/carer call systems 
 Panic buttons 
 Fall and movement sensors 
 Concealed exits (subjective barriers) 
 Electronic tagging and tracking systems 
 CCTV/video surveillance 
 Intruder alerts 


 
 
5.4  Psychological Restraint 
 
This involves telling patients what they can and cannot do, i.e. stay in a chair, go to bed. When 
a situation persists there is a danger of ‘de facto detention’, which is considered poor practice.  
Patient-centred care plans for patients with cognitive impairment are essential to ensure as 
many strategies to minimise stress and distress are in place as possible.  If the patient 
continues to exhibit distress or agitation the care plan must be reviewed to see if other options 
could improve the situation (e.g. increasing the opportunity for regular exercise or diversional 
activities) in order to prevent psychological restraint being necessary.  
 
 
 



http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/PoliciesProcedures/GGCClinicalGuidelines/GGC%20Clinical%20Guidelines%20Electronic%20Resource%20Direct/Rapid%20Tranquilisation%20Guideline.pdf

http://www.staffnet.ggc.scot.nhs.uk/Clinical%20Info/Clinical%20Guidelines/Pages/Therapeutic%20Handbook.aspx

http://www.mwcscot.org.uk/media/51838/Safe%20to%20wander.pdf
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5.5  Mechanical Restraint 
 
This involves the direct or indirect use of equipment to restrict a patient from moving. Typical 
examples of this are chairs, bed rails, lap straps or strategically places pieces of furniture. The 
patient should not be left unattended for any length of time, no matter how safe they appear to 
be, as significant risks remain, particularly if the patient is active and strong.  
 
5.6  Indirect Restraint 
 
The concept of restraint is not limited to just acute actions or medications. Restriction of a 
patient in any way can be considered indirect restraint. This is particularly pertinent to the care 
of older adults, some of the most vulnerable members of society, where the longer term 
'restriction' of a patient, usually with the intention of reducing the risk of harm to them, can 
occur. Treating patients with dignity and providing safe and effective care whilst simultaneously 
maintaining their freedom as much as possible is the goal. 
 
It is never acceptable to use night attire with the purpose of preventing a person from leaving 
the building. There may be those who choose to wear less formal clothing, and some who, at 
particular times of day, like to wear night attire. However, this should not be imposed on people. 
It is potentially stigmatising and confusing. 
 
Restricting patients’ movements around and out of buildings by doors that are difficult to open or 
by disguising exists so that the patient does not attempt to leave is tantamount to restraint and 
needs to be considered in the same way. Each unit should have a locked doors policy, including 
details of measures taken to ensure the safety and security of wards, use of keypad access etc. 
 


6. Incident Review process 
 


6.1 Recording of Restraint 
 
Use of all types of restraint should be recorded in patients’ notes, medication charts (where 
appropriate) and care plans and the use of restraint must be reviewed regularly.  
 
The use of mechanical restraint must be in accordance with the NHSGGC Falls Policy/Falls 
Management Guidelines (Acute Division) NHSGGC Specialist Seating Assessment and Mental 
Health Service Falls policy1. A NHSGGC Bedrail Risk Assessment must be completed (as 
appropriate). Risk Assessments must be regularly reviewed to make sure the use of restraint is 
still necessary. 
 
Use of significant physical restraint must be recorded in the clinical casenotes once the situation 
is under control. The patient’s individual Risk Assessment and care plan should be routinely 
updated. A Datix report should be completed giving details of the situation, what type of restraint 
was used and the duration of restraint.  
 
 


6.2  Physical restraint review process  
 
The aim of a post-incident review is to seek to learn lessons, and to support staff and patients. 
The review process should address:  
  


 What happened during the incident 
 Any trigger factors 
 Each person’s role in the incident 
 How to access support services if necessary  



http://www.staffnet.ggc.scot.nhs.uk/Acute/Rehab%20Assessment/Falls%20Services/Documents/204063%20Falls%20Management%20Policy.pdf

http://www.staffnet.ggc.scot.nhs.uk/Acute/Rehab%20Assessment/Falls%20Services/Documents/204063%20Falls%20Management%20Policy.pdf

http://www.staffnet.ggc.scot.nhs.uk/Info%20Centre/Health%20and%20Safety/ViolenceandAggressionReduction/Documents/restraint/Specialist%20Seating%20Care%20Plan.doc

http://www.staffnet.ggc.scot.nhs.uk/Acute/Rehab%20Assessment/Falls%20Services/Documents/204063%20Bedrail%20Risk%20Assessment%20Pg%202%200910.pdf
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 What can be done to address any concerns 
 Whether practice could be improved in any way 


 
Where patients have been physically restrained:  
 


 A post-restraint review should be completed by senior clinical staff in accordance with the 
Risk Management process. See Appendix 3: Post Physical Restraint Actions Flowchart 


 
 A Post Incident Review Proforma (Appendix 4) should be completed (Acute/Corporate 


Divisions)  
 
 All persons involved in the use of physical interventions must be offered post-incident 


support by the appropriate line manager and be involved in any support or feedback 
process within 24 hours 


 
 A review should take place as soon as practicably possible (but certainly within 7-10 


days) after a significant incident, unless there are exceptional circumstances which 
prevent this 


 
 Use of physical restraint should be discussed at ward meetings to identify any lessons 


that can be learned for the future 
 
6.3  Formal H&S/SCI Review 
 
A formal review/SCI review is generally required only following incidents when significant or 
catastrophic impact on the patient, staff or organisation have occurred with potential for wider 
learning (category 4 or 5 incidents). Near miss events with no adverse outcome and complex 
lower severity incidents can also warrant review within this process due to the potential for 
learning, See Significant Clinical Incidents Policy and  Incident Management Policy. 
 
7. Audit of Use of Restraint  
 
Regular ward based review is required into the use of all types of restraint. There should be an 
automatic review of the plan of care after restraint has been applied on two occasions.  
 
Audit of physical restraint from the information recorded on Datix will be carried out regularly by 
the Board Violence Reduction Group.  
 
8.  Policy Review  


 
Review policy three years after implementation or if legislative changes have taken place that 
materially impact on the policy.  



http://www.staffnet.ggc.scot.nhs.uk/Applications/Datix/Documents/Incident%20Management%20Policy.pdf

http://www.staffnet.ggc.scot.nhs.uk/Applications/Datix/Documents/SCI%20Policy%20FINAL%20Jan%202014.pdf
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9. Other References  
 
At the time of writing this Restraint policy, the Guidelines below are still in draft.  
Hyperlinks will be added once these has been ratified and placed on StaffNet 
 
1. TBA NHSGGC Falls Policy/Falls Management Guidelines (Mental Health Service) 
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Appendix 1 – Flow chart for Emergency and Non-Emergency Restraint 
 


Emergency Restraint Non- Emergency Restraint 
     


Identify appropriately trained staff. 
Identify approved restraint technique. 


 
 
 
 


Explore other alternatives and document 
within patient care plan and medical records 
before using any method of restraint. 


     


Implement emergency restraint procedure. 
Maintain good levels of patient and staff 
communication. 


 
 
 
 


Decide on method required and document 
within patient care plan. Before application 
discuss the process with the responsible 
doctor and with the patient’s family. 


     


Ongoing Monitoring of the patient’s health & 
wellbeing. 
Ongoing monitoring of the staffs’ health & 
wellbeing. 


 
 
 
 


Identify the competently trained staff who will 
initiate the restraint process. 
Maintain good levels of patient and staff 
communication. 


     


If required, access internal support (Clinical 
or Security). 
If required, access external support (Police). 


 
 
 
 


Apply identified method of restraint. 
Observe closely and record both current and 
subsequent responses to restraint. 


     
Document support within patient care plan. 
Officially report the incident and restraint 
used. 
Plan for future restraint requirement. 
Initiate post restraint procedures. 


 
 
 
 


Regular review, frequency according to 
clinical situation, to ensure that the 
requirement for restraint remains, and if the 
current application of restraint has been 
beneficial to the patient and to the service. 
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Appendix 2: Use of Technological Monitoring (Wandering Technology) 
 
1. Consider cause of behaviour:   
 
Can alternative measures be introduced that will prevent or minimise the need for 
restraint to be introduced?  
 
2. Assess the risks to the individual 
Balance risk to patient and others in the environment if restraint is not introduced 
 
3. Consider alternatives to use of technology  
What else could be tried before moving to restraint?  
 
4. Identify if wandering technology is available and appropriate 
  
5. Ascertain views of individual, relatives, care team  
 
6. Consider ethical implications, the benefits and disadvantages of the system  
 
7. Consider legal implications for individual, in particular the possible use of Adults with 
Incapacity (Scotland) Act 2000 
 
8. Formulate individual care plan, involving family/carers/advocate/guardian as 
appropriate 
 
9. Ensure all staff and involved family/carers/advocate/guardian understand care plan 
 
10. Monitor implementation of care plan  
 
11. Review care plan (frequency of review determined by clinical setting)  
 
 
 
 
 
 
Precautions for Use of Technological Monitoring  
 
1. All staff, including Bank and Agency staff, must familiarise themselves with operation 
of any technological monitoring device, reading written guidance where available.  
 
2. A regular maintenance programme must be in place to ensure equipment is complete, 
fit for purpose and in good working order 
 
3. Where battery operated alarm systems are used, these must be checked at each staff 
handover to ensure enough charge is available; otherwise replace batteries promptly   
 
 







Appendix 3: Post Physical Restraint Actions Flowchart  
 


Post Physical Restraint Actions Flowchart 
 
Immediate Actions 
 
Check health and welfare of staff & patients involved in incident. 
 
Ensure all appropriate care measures have been taken to treat 
any immediate injuries suffered by persons during incident. 
 
Ensure patient is monitored to appropriate observation level for 
24 hours (or as required) 
 
Inform family/carers/advocate/guardian of incident 
 
Initiate management plan and re-integration plan if necessary 
 


 


  
 


 
 
 
 
 
Actions within 24 hours (or as soon as possible) 
 
Complete Datix report. 
 
Contact Health & Safety if RIDDOR reportable. 
 
Contact MH Violence Reduction Service or Health & Safety 
Violence Reduction Team as appropriate. 
 
Carry out or review risk assessment for patient. 
 
Complete an incident care review (Acute/Corporate Divisions 
only) 
 
 
 


  


Actions within 7 days 
 
Ensure all involved in incident have been offered appropriate 
support. 
 
Complete appropriate post restraint review/investigation using 
standard proforma as per local service. 
 
Update Datix as required. 
 
Inform staff and relatives of outcome of review/investigation. 


 Further Actions 
 
Ensure all identified remedial actions are implemented within 
timescales.  
 
Ensure lessons learned are shared with others as appropriate. 
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Appendix 4: Post Incident Care Review Proforma (Acute/Corporate Divisions) 
 


 


Date of incident / /  
 


Ward/Dept   
 


Hospital   
 


Datix Ref No   


 
The following should be completed by the relevant line manager after any incident which has 
required the use of physical restraint/safer holding. 
 
1 Has the member(s) of staff been offered support from Occupational Health or 


recommended they contact the Employee Counselling Service or Victim Support? 
 


 Yes  No  N/A  
Tick as appropriate 
Occupational Health    Employee Counselling Service  
Victim Support    
 


2 Has the individual been provided with the contact details for Occupational Health and / or 
the Employee Counselling Service? 


 
 Yes  No  N/A  


3 Are there any immediate implications for member of staff returning to work if they have 
been absent, and have these been addressed? 


 
 Yes  No  N/A  


 
 
 
 
 


4 If the member of staff is absent, have you made arrangements or offered to visit them at 
home or agreed location? It may be appropriate to consider another work colleague visits 
them at home 


 
 Yes  No  N/A  


 
 
 


5 If there is the possibility of the incident resulting in a court case, have you determined the 
support and accompaniment the member of staff may need? What action has been taken? 
E.g. contacted Legal Office 


 
 Yes  No  N/A  
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6 Has a review or investigation been carried out regarding the incident? 
 
 Yes  No  N/A  


 
 
 


7 Have recommendations been made and implemented? 
 


 
 Yes  No  N/A  


 
 
 
 
 
 
 


8 Have staff been informed of the outcome of any court proceedings? 
 


 
 Yes  No  N/A  


9 Have staff been appraised of all relevant information regarding incident and any remedial 
action implemented? 
 


 
 Yes  No  N/A  


 
 
 
 
 
 
 
 
Remember:  
 


 Ask staff member views on post incident follow up.  
 Ask what could have been done better during incident and follow up. 
 Be available to meet and / or discuss incident further. 
 Thank members of staff for help during incident. 


 
This information must be clear to all concerned to ensure that we learn from the incident. 
This form is confidential and should be retained by the line manager with a copy of the 
Datix entry and Investigation Report if undertaken. 
 
 
 


Completed by   
 


Role   
 


Date 
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