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1. Operational Summary 

 
Policy Aim  
This policy has been developed to stimulate discussion and awareness about the 
use and abuse of restraint and to detail the healthcare professional’s role where 
restraint is used. Healthcare staff have a duty of care towards their patients and 
they should treat patients according to legal and professional requirements. This 
policy aims to assist staff in the decision-making process of when clinical holding 
and restraint may be acceptable to provide effective treatment and care. It also 
outlines the requirements to ensure that consistent and systematic procedures are 
followed to protect patients and staff. 

 

Scope 
This policy encourages staff to look at the reasons behind the patient’s behaviour 
as an important first step in considering the use of restraint and to putting the patient 
first in the decision-making process. The policy assists staff in decisions on the use 
of restraint and emphasises the need for thorough assessment and record-
keeping as to why restraint is necessary, and the need for close monitoring of its 
use. The policy stresses that restraint must be a last resort and should only be 
considered when alternative methods of therapeutic behaviour management have 
failed. 

 

Policy Summary  
This policy is designed to define restrictive practice/restraint and to allow the 
practitioner to ensure that the care or treatment that they are offering is lawful, 
necessary, proportionate, and the least restrictive option reasonably available. 
These issues should be applied in conjunction with principles of dignity, equality, 
respect, fairness and autonomy. 

What it means for staff 
The objectives of the policy are to provide clear guidance on reporting any 
concerns or allegations of abuse and to set out the levels of responsibility to 
ensure that: 

 Staff members are aware of the policy. 

 Provide person-centred care that minimises the need for restraint. 

 Staff understand what restraint is and its use. 

 Staff understand the circumstances in which restraint may be legally or ethically 
required. 

 Staff know what to do if they suspect inappropriate or abusive use of restraint. 

 Staff understand how to minimise the risks if restraint is used. 

 Staff follow agreed management plans and individual care plans in relation to 
restraint. 

 ASPHFT is able to comply with current legislation and partnership policies. 
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2. Introduction 

 
Ashford and St Peter’s NHS Foundation Trust (ASPHFT) is committed to providing 
a safe environment for its patients, staff and others, as well as recognising the 
needs and respecting the dignity of the individuals to whom it provides care. 
Therefore, when using restraint, a balance must be achieved between minimising 
the risk of harm or injury to, or by, the patient and seeking to maintain the dignity and 
personal freedom and choice of the patient. 

Restraint in any care setting should always be the last resort; it is the last and least 
acceptable strategy. Restraint can never be justified as an organisational 
convenience, or be used because there is a lack of alternatives or a lack of 
understanding of the legal or ethical issues. There are times, however, in an 
acute care situation when a person may need a temporary restraining 
intervention. This may be particularly relevant in post-operative or intensive care 
contexts, for instance when a confused patient may be attempting to remove a life-
saving device or harm themselves or others in some way.  

Where restraint is the only option it is only ever acceptable to use the minimum 
restraint necessary, for the shortest possible duration. Healthcare professionals 
have a duty of care to all of their patients and therefore they must ensure that they 
do not neglect the needs of their patients or put them at any unnecessary risk. If 
allowing one person freedom of action causes harm to others, decision-makers 
need to strike a balance between the consequences of applying or not applying 
restraint. An assessment of the particular situation and circumstances of the 
individual case is therefore always needed.  

Staff must be aware of the legal framework of restraint under UK law as outlined 
within this document. The application of restraint across the world varies 
considerably and what is accepted practice in one place, may not be lawful 
practice in the UK. 

The primary pieces of legislation used to lawfully restrain patients are the Mental 
Capacity Act (MCA) 2005 and the Mental Health Act (MHA)1989 where specific 
criteria must be met for the restraint to be lawful. Further guidance can be found in 
the MCA code of practice and the MHA code of practice, or by speaking to the 
mental health specialists or the safeguarding adult team. 

The Mental Capacity Act 2005 came into force in 2007. It is designed to support all people 
to make as many decisions as possible for themselves, or prepare for a time where they are 
unable to do so, by giving legal powers to another person to make a decision on their behalf 
(known as a Lasting Power of Attorney - LPA). The Act does allow for lawful restraint of 
patients where certain criteria are met, however, the law states that “anything done for or on 
behalf of people without capacity should be the least restrictive of their basic rights and 
freedoms”. If the principles of the Act are followed then the decision to apply restraint will be 
clearly documented and the level of harm (potential or actual) will be clear. However, the Act 
also introduces a new criminal offence of ill treatment or willful neglect of a person who lacks 
capacity. A person found guilty of such an offence may be liable to imprisonment for a term 
of up to 5 years. Further information can be found within the Trust’s MCA and Deprivation 
of Liberty Safeguards (DoLS) policies:  

Section 6(4) of the Mental Capacity Act 2005 states that someone is using restraint 
if they: 



 

Section 13 
Safeguarding 

Current Version 
is held on the 

Intranet 

First ratified: 
June 2016 

Review date: 
November 2022 

Issue 
2 

Page 6 of 26 

 

 Use force - or threaten to use force - to make someone do something they 
are resisting. 

 Restrict a person’s freedom of movement, whether they are resisting or 
not. Restraint is the use of threat or force to help carry out an act which a 
person is resisting. 

Article 5 of the Human Rights Act 1998 states that every person has the right to 
liberty and security of person, adding that ‘no one shall be deprived of his/her liberty 
except in accordance with a procedure prescribed by law’. Any restriction or 
restraint that is applied should be developed so that the procedures do not 
contravene the individual’s rights and freedoms as set out in the Human Rights Act. 

This policy refers to the restraint of patients whereby that restraint is warranted for the 
delivery of treatment or care; this is usually in circumstances where the patient is 
confused, agitated or in a state of delirium. The Policy refers to patients who may 
need restraint under the Mental Capacity Act. It does not relate to the restraint of 
patients in violent or aggressive situations – staff must refer to the Management 
of Violence and Aggression policy.  

 

3. Purpose 

 
This policy is designed to promote high standards in approaches to, and the 
avoidance of, restriction and restraint. Our aim is to promote the core values of 
dignity and respect in the care and treatment of the patient. These values, 
translated into practice, will play a key part in maintaining the person's identity. 

The policy will support staff in understanding what restraint is and the circumstances 
in which restraint may be legally or ethically appropriate. It will provide the legal 
and ethical frameworks relevant to restraint and advise staff on the need for 
provision of person-centred care that minimises the need for restraint. 

In most circumstances restraint can be avoided by positive changes to the provision 
of care and support for the person. However, it is acknowledged that there may 
be justifiable reasons and circumstances for the need for some form of restraint, 
for example: 

 The patient may display behaviour that is putting them self at risk of harm. 
 The patient may display behaviour that is putting others at risk of harm. 
 The patient may require treatment by a legal order, for example, under the 

Mental Health Act 2007. 
 The patient may require urgent life-saving treatment. 
 The patient may need to be maintained in a secure setting. 

Under these circumstances it is imperative that staff know how to minimise the risks if 
restraint is used and of what to do if they suspect inappropriate or abusive use 
of restraint. This policy will support staff decision-making in these circumstances. 

 

4. Explanation of Terms 

 
Physical restraint 
Direct physical contact between persons where reasonable force is positively applied 
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against resistance, either to restrict movement or mobility. 
 
Physical Intervention 
Action taken to stop the person from doing what they want to do or to go where they 
want, such as standing in front of, or obstructing a doorway to prevent a person from 
leaving the prescribed area. 
 
Mechanical restraint 
A device used on a person to restrict free movement such as placing a person 
in a chair which they are unable to get up from. 

Environmental restriction 
The design of the environment to limit people’s ability to move as they might wish, such 
as locking doors or sections of a building, using electronic key pads with numbers to 
open doors, complicated locking mechanisms and door handles. 

Chemical restraint 
The use of drugs and prescriptions to modify a person’s behaviour. Medication that is 
prescribed to be taken ‘as and when required’ cannot be used as a form of 
restraint unless applied responsibly. 

Psychological restraint 
Using behaviour that intimidates or threatens a patient to comply with staff, such as 
“if you try to leave, we will just get the Police to drag you back”. 

Decision making 
Making a decision on the person’s behalf or not accepting or acting on a decision 
the person has made. 

Cultural restriction 
Preventing a person from the behaviours and beliefs characteristic of a 
particular social, religious or ethnic group. 

 

5. Duties 

 
Chief Executive 

The Chief Executive will provide the means necessary to ensure that staff develop 
and promote good practice in the appropriate use of restraint. As such, the Chief 
Executive has delegated a number of responsibilities to the following managers and 
key workers within the Trust: 

 

Chief Nurse 

The Chief Nurse is the Executive Lead responsible for Safeguarding People. This 
includes ensuring that the appropriate policy and process supports staff in 
undertaking their duties in relation to patient restraint. The post holder is 
supported in this role by the Deputy Chief Nurse. 

Deputy Chief Nurse 

The Deputy Chief Nurse supports the Chief Nurse in ensuring that the right policy 
and process supports staff in undertaking their duties in relation to patient 
restraint. The 
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Deputy Chief Nurse is responsible for ensuring that reported incidents on the incident 
reporting system (Datix) are analysed and reported to the relevant committees, such 
as the Safeguarding Committee and the Quality of Care Committee. Governance leads 
will work within their respective Divisions to ensure that effective safeguarding 
arrangements are in place to have a culture of shared learning and learning from 
incidents. 

 

Medical Director and Consultants 

The Medical Director and Consultants are responsible for ensuring legal 
frameworks and procedures pertaining to restraint and detailed in this policy and 
the Rapid Tranquilisation policy are understood by medical staff and adhered to at all 
times. The Medical Director is responsible for updating the protocols in terms of 
safe medication use in association with the Chief Pharmacist. 

 

Professional Head of Safeguarding 

The Professional Head of Safeguarding will oversee the progression of work in 
relation to issues relating to restraint within the context of this policy. The Lead 
for Safeguarding will also ensure that restraint is included within the safeguarding 
training materials appropriate to the identified staff group requirements. Training 
records will remain the responsibility of the Workforce and Organisational 
Development Division and all Divisional managers are responsible for enabling 
staff to attend appropriate training. 

 

Assistant Director of Operations (ADO), Divisional Chief Nurses / Clinical 
Nurse Leaders 

The Divisional Chief Nurses and ADOs are responsible for taking immediate 
action if an incident involving restraint within the Trust has occurred. The Incident 
Reporting Policy and Procedures must be used and the incident reviewed to 
ensure that the use of restraint was reasonable, lawful and met the requirements 
laid out within this document. They also ensure that services are provided in a 
way that ensures a safe environment for young people and adults and minimises 
any risk. They are supported in this by the Clinical Nurse Leaders. 

 

Workforce and Organisational Development Division 

This division is responsible for ensuring the accurate recording of staff trained for 
Safeguarding Adults training and principles of the Mental Capacity Act, which 
includes restraint, on ESR. Support should also be given to trainers. The WOD 
Division will also be responsible for advertising, recording and monitoring any 
training needs in clinical holding and restraint. 

 

Heads of Department 

Clinical Directors, Consultants, Divisional Chief Nurses, Therapy Leads, Clinical Nurse 
Leaders, Department Managers, Sisters/Charge Nurses, Heads of Departments 
and other senior staff must ensure that: 
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 Staff members are aware of the Trust Restraint Policy. 
 

 Staff members are aware of the requirements of the Mental Capacity Act  
for people aged 16 years and over in relation to restraint. 
 

 Escalate any concerns in relation to restraint. 
 

 Staff are trained to an appropriate level 

 

Responsibilities of the Clinical Nurse Leader/CNSP (OOH) 

 Ensure that staff follow best practice, the requirements of this policy and 
statutory guidance. 

 
 Work with the Consultant in charge of the patient’s care to determine and 

agree the need for restraint. 
 

 Oversee the care of a patient who is restrained, liaising closely with the 
manager of the area. 

 
 Check documentation to ensure all discussions and decisions are 

clearly documented and that staff have followed the documentation 
requirements of this policy. 

 
 Ensure staff have followed recommendations on review dates and times. 

 
 Liaise with relevant external agencies as appropriate. 

 

Responsibilities of the Consultant in charge of the patient’s care 

 Work with Clinical Nurse Leader for the clinical area and members of the 
Multidisciplinary Team in assessing the need for restraint. 

 Ensure the patient’s family/carer/friends have been consulted with and involved 
in discussions about the restraint. 

 Ensure authorisation of the restraint and the review dates and times are 
clearly documented according to the requirements of this policy. 

 

All Trust staff 

Each individual staff member should: 

 Be aware of the Trust policy on restraint and follow it. 
 Provide person-centred care that minimises the need for restraint. 
 Understand what restraint is and its use. 
 Understand the circumstances in which restraint may be legally or 

ethically required. 
 Know what to do if they suspect inappropriate or abusive use of restraint. 
 Understand how to minimise the risks if restraint is used. 
 Follow agreed management plans and individual care plans in relation 

to restraint. 
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6. Process for systematic implementation of the policy 

 
Restrictive practice 

This is not confined to physical restraint; it also refers to actions or inactions that 
contravene a person's rights. It must be remembered that to apply any of these to 
an individual there must be a lawful and legitimate right and reason to do so. 

 

Examples of unacceptable methods of restriction 

The following methods of restriction are unacceptable; inappropriate use of 
restrictions may be viewed as abuse and a safeguarding concern. The following list 
is not exhaustive: 

 Inappropriate use of bed rails 

The Bed Rail Assessment Tool (BRAT) (Appendix 1 & 2 in the Bedrails Policy) must 
be carried out when a patient may require patient safety rails to be attached to their 
bed and used; this should be dated and timed by a registered nurse with regular 
reassessment. 

Failure to evidence the use of patient safety rails can be seen as a form of restraint. 

 Inappropriate use of wheelchair safety straps 

The safety straps on wheelchairs should always be used, when provided for the 
safety of the patient. Patients should only be seated in a wheelchair when this type 
of seating is required, for example, to be transported from one place to another, 
and not as a means of restraint. 

Patients should not be encouraged to sit in a wheelchair for periods of time if 
they do not require a wheelchair, and if they are not being transported to 
other parts of the hospital, e.g. another department, discharge lounge (this 
does not include short-term use i.e. a visitor wishing to take patients out of the 
ward, for example to the coffee shop or hospital restaurant). 

 Using low chairs for seating 

Low chairs should only be used when their height is appropriate for the patient 
and should not be used with the intention of restraining a person. Low chairs 
also pose risks to staff in relation to manual handling. 

 Chairs whose construction immobilises patients 

This includes reclining chairs and bucket seats. Reclining chairs should be used for 
the comfort of the patient and not as a method of restraint. 

 

 Arranging furniture to impede movement 

Other methods of dealing with behaviour such as wandering should be pursued. Any 
equipment, including furniture, should only be used for the purpose for which it is 
intended. 

 Removal of outdoor shoes and other walking aids and/or the 
withdrawal of sensory aids such as spectacles 
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As with the above, these are not acceptable ways of restraining people in any 
care setting. Removal of sensory aids can cause confusion and disorientation. 

 Locked or controlled doors on exit 

On the occasion that doors are locked on exit, clear signage must be displayed 
informing patients and the public that doors are locked and who they should ask 
to have them unlocked to exit the ward. A risk assessment should also be carried 
out by the manager of the area concerned. 

 

6.1. Decision making and Assessment 

Individual assessment should be carried out that considers: 

6.1.1. The patient’s behaviour and underlying condition and treatment 

Understanding a patient’s behaviour and responding to their individual 
needs should be at the centre of patient care. All patients should be 
thoroughly assessed to establish what therapeutic behaviour management 
interventions may be of benefit. 

6.1.2. The patient’s mental capacity and/or mental health 

It is necessary to consider whether the restrictive practice is sanctioned 
under the Mental Capacity Act or the Mental Health Act. For Mental Health 
patients the Psychiatric Liaison Team (PLT) should be contacted. For 
concerns relating to whether the patient has or lacks capacity, the Trust’s 
Mental Capacity Policy and Deprivation of Liberty Safeguards (DoLs) Policy 
should be followed. 

6.1.3. The environment 

The care environment can have a positive or negative effect on the patient; 
every effort should be made to reduce the undesirable effects of the care 
environment; such as high levels of noise or disruption, inappropriate 
temperature, inappropriate levels of stimulation, negative attitudes of staff 
and poor communication skills. Understanding that environmental factors may 
trigger challenging behaviours will support care planning and decisions in 
regard to accommodating patient needs as far as possible. 

6.1.4. The risks to the patient and to others 

When considering use of restrictive practice or restraint, balance must be 
achieved between minimising risk of harm or injury to the patient and others, and 
maintaining the dignity, personal freedom and choice of the patient. 

Assessment should always place the patient at the centre of the process, 
involving them and those who are important to them in their lives, as far 
as it is practical to do so. Evidence of a patient centred approach to 
assessment and planning must be recorded. 

If a patient has been assessed as requiring a 1:1 nurse to care for them, this 
should be discussed with the Nurse in Charge for arrangements to be made. 
The booking of additional staff should be carried out in a timely manner within 
office hours and not at short notice whenever possible. 
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6.2. If restraint is considered necessary, the following must be actioned: 
 

6.2.1. It should be the least restrictive option required to deal with the 
agreed risk, applied for the minimum possible time. 

6.2.2. Any restraint used must be a considered part of the patient’s individual 
care plan. The Consultant in charge of the patient’s care and the 
Clinical Nurse Lead (CNL) for the area (in office hours), or in 
exceptional circumstances, the senior Registrar and Clincal Nurse 
Site Practitioner (CSNP)/Nurse in Charge (NiC) of critical care (out of 
hours) should authorise its use based on a multidisciplinary discussion 
which should be fully described in the care plan, together with the 
decisions taken and the arrangements for daily reviews. The care 
plan should state who is responsible for these reviews and how their 
findings are actioned. 

6.2.3. On each occasion restraint is applied, a careful explanation should be 
given to the patient in terms which he or she can understand. This 
should include the reasons for the restraint, what restraint mechanism 
is being used, the likely duration, and which staff will be available 
during the period of restraint. Wherever practicable and appropriate, 
explanations should be oral, in writing or with augmented 
communication aids i.e. symbols as required. 

6.2.4. During any period where a patient’s movements are subjects to 
restraint, one or more staff members must be in direct, continuous 
visual and/or verbal contact with the patient. 

6.2.5. Staff must check the patient for any signs of discomfort or potential 
injury associated with the restraint, e.g. mittens to hands and the risk 
to skin integrity. This should be completed at regular intervals and 
documented in the patient’s plan of care. 

6.2.6. Each episode of restraint must be recorded by the senior nurse on duty 
/ nurse in charge of the clinical area in a clear, standard format and 
must include a record of the time for which the restraint was applied. 

6.2.7. If restraint has been applied in an emergency, without time to explain 
its use, a full explanation and support must be offered to the patient as 
soon as reasonably possible after the event. 

6.2.8. After any emergency restraint, there should be a review of the 
circumstances which led to the restraint and reconsideration of the 
patient’s care plan by the Consultant in charge of the patient’s 
overall care. 

6.2.9. If restraint is happening on a regular basis, staff must consider 
whether it is appropriate to continue with that care plan. 

 
6.3. Involving Relatives and care givers in Decisions 

There should be clear communication with patients regarding the use of 
restraints whenever possible. Patients and their relatives/carers (both paid 
and unpaid) (where appropriate) should have care planning, including the 
need for restraint discussed with them. The knowledge, which these 
groups often have, about the patient can support the healthcare team’s 
decision making when planning how to care for the patient when challenging 
situations arise. Family members cannot request the use of restraints where 
it is not in the patient’s best interest nor considered appropriate but if a 
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request is made a full assessment should take place and the reason for 
any refusal explained and noted in the records. 

 

6.4. What Are the Alternatives 

Any alternatives to restraint should maintain a patient’s sense of self, 
promote independence, dignity and self-fulfilment. They should create an 
environment that enhances good psychological care. Consideration 
should be made to close observation in line with the Trust’s Care of 
Patients requiring Close Observation policy. 

 

6.5. Reducing the need for restraint by understanding patients’ 
behaviour 

Restraint is most commonly used to manage challenging restless or agitated 
behaviour, which, if unchecked, could be dangerous for the patient or 
others. By understanding what causes this behaviour and reducing those 
causes, it is sometimes possible to avoid using restraint. Older people 
who show challenging behaviour, particularly those who are confused and 
disorientated, are often attempting to communicate their needs. It is 
important to look beyond the behaviour and attempt to understand the 
message behind it, and identify the unmet needs. 

If the patient is known, or suspected to have dementia or a learning 
disability, the dementia team or the learning disability liaison nurse should 
be contacted for advice and guidance as needed. 

For example a change in behavior may occur because of: 

6.5.1. physiological causes – chest or urinary tract infection, dehydration, 
constipation, inadequate nutrition, hypoxia, hypotension, pyrexia, 
drug dependency or withdrawal, brain injury, intoxication or metabolic 
changes as a result of medication. 

6.5.2. anxiety or stress or even mental illness. If a patient’s mental health is 
an issue, the mental health services should be contacted for 
assistance. 

6.5.3. People who ‘wander’ might be looking for something (e.g. the toilet, a 
drink, food, a person) or could just need exercise – the challenge is 
to understand why the patient is walking about. 

6.5.4. Restlessness may be due to physical discomfort or pain. 
6.5.5. Disorientation could be due to changes in the environment, lack of sleep 

or medication. 
6.5.6. Aggression might be a result of a build-up of frustration when the 

patient feels their needs are not being met. 
6.5.7. Distress might be due to absence of family members or known 

caregivers. 

When the cause of agitation or restlessness is identified and resolved, there 
may be no need for restraint. 

 

6.6. Other approaches 
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There are a number of therapeutic approaches that can reduce the 
likelihood of challenging behavior; for all of them, it is important to know as 
much of the patient’s social history as possible. Patients’ needs are 
influenced not only by their present physical or mental state, but also by 
their life experiences, it is important to gather and record their social history 
as part of their assessment. Talking to the patient and explaining what is 
involved is also an essential part of all these therapies. 

To put these therapies into practice, staff must be given appropriate training 
and support and this should be considered when reviewing personal 
development needs. Some examples are: 

 Reality orientation (where practiced). 
 Use of the Patient Passport for Learning Disability patients. 
 The ‘This is me’ tool for dementia patients. 
 Multi-sensory environments. 
 Music therapy. 

7. Deprivation of Liberty (DoLS) 
 

Deprivation of Liberty Safeguards (MCA DoLS) came into force on 1st April 2009. 
This was introduced to protect people who are not capable of making care and 
treatment decisions for themselves (person who lacks capacity) and it is in their 
best interests to protect them from harm.  

DoLS only applies to people who lack the mental capacity to decide whether to 
remain in a hospital or care home for treatment and care. Whether a particular 
situation amounts to a deprivation of liberty and therefore needs to be authorised 
under the DoLS provisions is a legal question and is decided on the facts of the 
individual case. There is no one particular restriction of circumstance that is the 
defining factor and case law is constantly reviewing this. 

Further information is available from the MCA and DoLS policies. 

Documentation and the process to follow is on the MCA and DoLS intranet 
page. 

8. Children and young people 
 

It is advisable that if a child has to be restrained, this must be used as a last report to 
protect them and is in their best interest. The following must be considered as outlined 
in the NICE Guidelines (Violence and aggression: short-term management in mental 
health, health and community settings, 2015):  

 Ensure that the techniques and methods used to restrict a patient:  

• are proportionate to the risk and potential seriousness of harm 
• are the least restrictive option to meet the need 
• are used for no longer than necessary 
• take account of the service user's preferences, if known and it is possible to 

do so 
• take account of the service user's physical health, degree of frailty and 

developmental age. 
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Attempts to de-escalate any issue MUST be pursued prior to applying any type of 
restraint (physical or medically) to any patient, particularly a child. 

  

De-escalation  

This describes the use of techniques (including verbal and non-verbal communication 
skills) aimed at defusing anger and averting aggression. Medication can be used as 
part of a de-escalation strategy but medication used alone is not considered as a de-
escalation technique. 

Within ASPH the Paediatric Mental Health Liaison Nurse may appropriately be asked to 
manually restrain a patient with support from two fully trained in Prevention, 
Management of Violence and Aggression (PMVA). Manual restraint involves a skilled, 
hands on method of physical restraint used by trained healthcare professionals to 
prevent service users from harming themselves, endangering others or compromising 
the therapeutic environment. Its purpose is to safely immobilise the patient. (NICE 
Guidelines 2015). 

This management is limited within ASPH due to the lack of trained staff in PMVA 
therefore procedures under circumstances in which there are no trained staff available 
warrants the security team to be contacted to assist ward staff in helping manage the 
immediate situation.  

Department of Health guidance states:  

• People must be treated with compassion, dignity and kindness.  
• Health and social care services must support people to balance safety from 

harm and freedom of choice.  
• Positive relationships between the people who deliver services and the 

people they support must be protected and preserved. 

Within ASPH, the use of restraint for a child must have a multi disciplinary approach. 
Any instance of restraint of a child must be reported via datix as an incident and 
discussed with the safeguarding children’s team. 

9. Record Keeping 
 

There is a need to demonstrate that record keeping is timely and accurate and 
uses straightforward language. It should be concise and differentiate between facts, 
opinion, judgement and assumption and should be in accordance with the 
Records Management Policy. 

10. Monitoring Restraint 
 

Where restraint is used there needs to be an effective system of monitoring to 
ensure that: 

 There is appropriate reporting and recording of the restraint. 
 Appropriate risk assessment is implemented from a beneficial and health and 

safety perspective. 
 The type and frequency of restraint used is reviewed. 
  The level of restraint used is monitored and it is identified where it is being used 
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excessively. 
 Alternatives to restraint which emphasise prevention rather than confrontation are 

co- ordinated and developed. Discussions should be used to establish these 
principles with staff. 

 Staff members are provided with the opportunity to debrief following an event or 
incident, within a ‘no-blame’ culture which promotes learning. 

11. Emergency situations 
 

It may be necessary to use restraint in an emergency situation and decisions may 
have to be made quickly and without consultation with colleagues (See Appendix 
1). The Trust will always support employees who act in a way that is deemed 
reasonable and measured at the time. 

If the use of restraint is used in an emergency situation (including the use of rapid 
tranquillisation) it should be viewed as a critical incident and a Datix incident form 
should be completed. The factors, which led up to the use of restraint and its 
appropriateness, should be discussed and documented by the ward team. 

12. Reporting of Injuries 
 

Any injury relating to restraint must be reported on Datix as soon as possible following 
the event. If the patient has care and support needs and is harmed because of an act 
(or omission) of Trust staff, then the safeguarding team must also be notified through 
the Datix report. 

13. Involvement of porters and security staff in restraint of patients 
 

It may be necessary to call for additional support such as porters or security staff in 
order to restrain a patient. This should be treated as a critical incident and an incident 
form should be completed and a review undertaken following the event. It should be 
remembered that staff involved in the care of the patient will have more knowledge of 
what is in the patient’s best interest; security staff and others must be guided by clinical 
staff in trying to manage the situation dependent on the patient’s behaviour. Clinical 
staff must remember that care should be given to the patient’s confidentiality when 
sharing information with others. Please see the Management of Violence and 
Aggression Policy.  

14. When to contact the police 
 

It may be necessary to contact the police to provide assistance e.g. if a violent 
situation has arisen with a confused patient, if a patient has left the hospital 
against advice and is threatening suicide or if a patient has left the hospital 
contrary to advice and there are serious concerns about their welfare or safety. 
Surrey County Constabulary issue the following procedural advice for Warranted 
Officers: 

14.1. Police officers do not receive specific training in the restraint of 
patients with mental ill health. Police restraint techniques are based solely on 
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pain compliance, which has been proved to be ineffective on individuals in 
severe MH crisis and their use can contribute significantly to the risk already 
involved in intervention. If they deem it necessary, officers are entitled to use 
PPE to respond to any threat to their own or another’s safety. In such cases, 
observations of the patient’s physical wellbeing should be continually monitored 
and supported by MH or medical staff. 
 
14.2. Police will and must attend MH and medical establishments for the purpose 
of recording and investigating crime and when necessary to deal with offenders. 
 
14.3. Under no ordinary circumstances will officers restrain a patient whilst 
MH/medical staff inject/give medication to that patient. Officers will only restrain a 
patient to preserve life, prevent crime or prevent a breach of peace  
occurring/continuing. 
 
14.4. Only in the most extreme cases can restraint for the purpose of 
medication/sedation be a consideration for Police. This option must be jointly 
agreed & discussed with all the risks identified, and support provided by senior 
clinical staff who must be present and must be prepared to justify the request in 
writing. 

15. Undesirable effects of restraint 
 

The following effects must be considered with regard to the necessity for the 
restraint and be part of the risk assessment and care plan. 

 

15.1. Physical effects: 

Muscle atrophy Urinary incontinence 

Impaired balance Functional decline 

Increased risk of falls Accidental strangulation 

Reduced opportunities for communication skills 
Pressure ulcers 

Reduced psychomotor capabilities 
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15.2. Psychological effects: 

Cognitive decline Increased confusion 

Increased distress, depression or agitation 
Loss of dignity 

Lowered self-esteem 

Loss of identity Isolation and sensory deprivation 

Anger  

 

 
16. Equality Impact Assessment 

 
The Trust is committed to promoting an environment that values diversity. The 
Trust aims to design and implement services, policies and measures that meet 
the diverse needs of our service, population and workforce, ensuring that none 
are placed at a disadvantage over others. This document has been equality 
impact assessed and this can be found in Appendix 6. 

 

17. NHS Constitution 

 
The Trust is committed to the principles and values of the NHS constitution and this 
document takes in to account these principles and values. 

 

18. Training and Support 

 
Level 2 Safeguarding Adults training, including the principles of restraint in relation to 
the Mental Capacity Act, is mandatory for all staff at the Trust. Sessions are delivered 
by the Safeguarding team as part of mandatory training and on the induction 
programme for new staff. Information regarding compliance is recorded by Workforce 
and Organisational Development. All staff are required to attend a refresher every 3 
years. 

There is also MCA training available to clinical staff which is available online and is 
mandatory. Information regarding the process for staff who fail to complete the 
training is detailed in the Trust Statutory and Mandatory Training Policy. 

Trust staff also have access to specialist de-escalation/conflict resolution training 
provided by a specialist firm (Maybo) which should be discussed and booked directly 
via the Non-Clinical Risk Manager. 
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19. Monitoring and Compliance of the Policy 

Element to 
be 
monitored 

Lead Tool / 
Methodology 

Frequency Reporting 
arrangements 

Action Lead(s) Change in 
practice and 
lessons to be 
shared 

What needs 
monitoring 

Who will lead on this 
aspect of monitoring – 
job title 

What tool will I 
use to 
monitor/check 
that everything 
is working 
according to this 
element of the 
policy 

How often will 
we need to 
monitor/ 
frequency 

Who or what 
committee will I 
report the results to 
for information and 
action 

Who will undertake the 
action planning for 
deficiencies 

How will 
changes be 
implemented 
and lessons 
shared 

1. Compliance with 
Policy 

Deputy Chief Nurse Audit tool to 
check 
compliance 
with policy 

Annually Safeguarding 
Committee 

Lead for Safeguarding Shared at 
Safeguarding 
Committee 
and with 
relevant 
stakeholders. 

2. Delivery of Level 2 
mandatory training in 
safeguarding adults 
and accurate 
recording of 
attendance 

Deputy Director of 
Organisational 
Development 

WIRED, linked 
to ESR 

Monthly Safeguarding 
Committee 

Training delivery: 
Lead for 
safeguarding. 

Training matrix: 
People and 
Development 

Shared at 
QCC 
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20. Dissemination of this Policy 

This policy document will be available to all staff via the Trust 
Policy Information Management System, staff will be alerted 
to the policy by a standard general email. 

 

21. Associated Documentation 

MCA Code of practice: 
https://www.gov.uk/government/publications/mental-capacityact-
code-of-practice 
 
MHA Code of Practice: 
https://www.gov.uk/government/publications/code-of-practice-
mental-health-act-1983  
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Appendix 1: Flowchart for Restraint

  

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 
 
 

 

 

Action required – follow steps below: 

 

1. Full assessment of patient including causes of delirium, disorientation, pain 
or psychological distress. The patient will require a nursing and medical 
assessment with full documentation (Restraint Assessment and Audit 
Form). 

2. Assess the level of perceived / actual risk of harm and document. 

3. Consider all levels of intervention from modifying behaviour 
and environment through to physical or chemical restraint. 

4. Decide proportionate level of intervention to reduce risk of harm (must be the 
least oppressive intervention available). 

5. Document assessment and decisions made in the medical notes and 
complete an incident form. 

6. Continuously review the decisions made to ensure it is still appropriate 
and reduce the intervention as soon as possible (especially ‘out of 
hours’). 

7. At the earliest time possible ensure senior medical and nursing staff review 
the decisions made. 

 

Is this acute or long 
term? 

Acute 
Action is required 

Long term 
Is there an imminent 
risk now? 

Action is required MDT and Consultant 
review of 

proportionate 
intervention 

Continue treatment 
as before 

 

Risk of possible harm or actual harm  
(injury or omission of life sustaining treatment) 

Yes No 

No 

Yes 

No 
Yes 
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Appendix 2: Best practice guidelines in determining the need for and decision to 
use restraint 

 
 

The Consultant in charge of the patient’s care and the Clinical Nurse Leader for 
the clinical area have determined that restraints are necessary to provide 

appropriate medical treatment for the patient's current medical condition. This is 
based on a multidisciplinary decision, where possible. 

 

 

The restraint is not being recommended for the purpose of discipline or for the 
convenience of the hospital or its staff. Furthermore, the Consultant has 

determined that no less restrictive intervention is available that would 
adequately serve to meet the patient's current medical needs. 

 

 

The following has been assessed and recorded: 

 The patient’s behaviour. 

 Why this behaviour is a challenge – is it a danger to the patient or to others 
and if so how? 

 The proposed solutions (which will include restraint only as an option). 

 Outcomes of other interventions and the effect on the patient. 

 The reason why restraint is the chosen method of choice.  

 

It must be recorded how long it is intended to restrain the patient: 

 Review times must be specified in advance, or as soon as possible after 
use is commenced. 

 Restraint should be time-limited and for the shortest period possible. 

 If it is decided to continue restraint for longer than first specified, a full 
review must take place with as many of the multi-disciplinary care team 
as possible. 

 

Staff must always act within local and national guidance. 
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Appendix 3: Restraint Assessment and Audit Form 

(Not for Critical Care Patients – see Appendix 4; not for Hand Mitten application – see mittens policy) 

Patient Name: 

Hospital Number: Date of 
birth: 

Ward: Consultant
: 

Reason for Restraint: 

Have the following causes of unsafe behaviour been considered and investigated to 
ensure possible solutions have been addressed (Please circle yes or no): 

Anxiety Yes / No 
Excessive sensory 
stimulation: noise, light 

Yes / No 

Control of pain Yes / No 
Withdrawal from addictive 
substances or medication 

Yes / No 

Sensory deprivation, such 
as hearing or vision 

Yes / No Physiological / 
psychological causes 

Yes / No 

Have the following approaches been attempted: 

One to one supervision Yes  No  
Pharmacological intervention Yes  No  
Adaptation of environment Yes  No  
Method of Restraint Used: 

Date of Commencement of restraint  Time  
Date of Decision to discontinue restraint  Time  
Reasons for Discontinuation of restraint: 

Please detail any problems associated with restraint: 

Has the next of kin been involved? 

Restraint to be reviewed: 
Signature: Date Next review date: 
Signature: Date Next review date: 
Signature: Date Next review date: 
Signature: Date Next review date: 

 

Reassess every 24 hours or as soon as the patient’s condition changes 
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Appendix 4: Safe use of Non pharmacological Interventions to Maintain Patient Safety 
within Critical Care Statement 

Physical restraints may only be used on patients in critical care when all other options for 
the safety of patients have been explored. These guidelines are supported by the 
SECCCN policy on the safe use of non-pharmacological interventions to maintain patient 
safety guidelines within critical care. Required Actions 

 Before physical restraints are applied, the checklist (appendix 5) needs to have 
been completed and a positive response documented for all questions. 

 The completed checklist should be filed in the medical notes. 

 The use of restraints should be decided by the critical care consultant responsible 
for the patient’s care in conjunction with the multi- disciplinary team. 

 Wherever possible the use of restraints must be discussed with the next of kin 
and assent/consent obtained. If no next of kin is available then the consultant may 
apply restraints to a patient if it is considered the patient is likely to suffer harm if 
action is not taken and therefore to be in their best interest (Mental Capacity Act 
2005). 

The reason for restraining the patient must be documented in the patient’s notes. 

 The use of restraints must be reviewed at least on a daily basis and continued use 
needs to be documented daily by the medical team in the patient’s notes. 

Care of Restraints 

 The patient and their relatives should be reassured at all times and explanations 
given as needed. 

 The restraints must be applied for the shortest possible time. Once the patient is 
more lucid and it is safe to do so then they must be removed. 

 The restraint must be attached to the bed frame using a fastening that is easy to 
remove in 
emergency. They must not be attached to the cot sides as they may become 
trapped. 

 The restraining strap should be tied to allow arm movement but to stop the 
patient from reaching endotracheal/tracheostomy tube or other invasive 
catheters. 

 The restraints must be removed hourly in order to allow the patient to move their 
limbs freely to prevent complications from restrictions of movement and to allow for 
assessment of skin. 

 All normal care should be continued during use including regular repositioning 
of the patient. 
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Appendix 5: Use of physical restraint checklist 

The checklist below needs to have been completed and a response documented for all 
questions. 
Considerations Yes/No 

Have attempts been made to orientate the patient to time place and person 
(including the use of visual aids)? 

 

Has the risk of withdrawal from medication or chemicals been 
considered (<72 hours consider alcohol withdrawal as the cause)? 

 

Have psychological causes of delirium been considered e.g. pre-
existing mental and physical disability? 

 

Are symptoms of withdrawal being/been treated e.g. nicotine patch, 
methadone? 

 

Has sensory deprivation been reduced e.g. hearing/visuals aids in situ?  

Has the drug chart been reviewed and pharmacological causes of 
delirium been considered/reduced? 

 

Is the patient’s pain controlled?  

Have physiological causes or delirium been eliminated? 
e.g. Catheter is not blocked and/or patient is not distressed by diarrhoea or 
constipation 

 

Have all excessive external stimuli been reduced as appropriate e.g. noise, 
lights 

 

Is the patient receiving adequate sleep?  

Are the family/carers involved in the patient’s care when possible?  

Have mittens been used? (see mittens policy for application/use)  

 

Consultant responsible for patient’s care 

Name  ........................................... Sign  ........................... Date 

Nurse responsible for patient’s care 

Name  ........................................... Sign  ............................. Date ............................  

Shift leader/ Clinical Nurse Leader/CSNP 

Name  ........................................... Sign  ............................. Date .............................  

Review Date (24hrs)……………………………………………. 

Review Date (48hrs) ............................................. …………. 

Removed and checked by 

Name  ........................................... Sign ……………………….Date …………………….. 

Name  ........................................... Sign  ............................. ...Date …………………….. 
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Appendix 6: Equality Impact Assessment Tool 

Name of Policy 

Adult and Young People Restraint Policy 

Name of Author 

Jane Mitchell, Professional Head of Safeguarding 

Who is this policy or service aimed at? All clinical frontline staff 

Description and aims of the policy/service change  

Date EIA Completed  August 2019 
Nature of the Change Yes/No Details of adverse impact 

identified 

Does the policy/Service change affect one 
group less or more favourably than another 
on the basis of: 

  

Race or Ethnicity No  
Nationality No  
Gender, Marital Status, Pregnancy and 
maternity 

No  

Culture or Heritage No  
Religion, Faith or belief No  
Sexual orientation, transgender Gender 
Reassignment 

No  

Age Yes Policy provides favourable evidence- 
based, professional and compassionate 
treatment in the event of needing physical 
restraint. 

Mental Health Yes Policy provides favourable evidence- 
based, professional and compassionate 
treatment in the event of needing physical 
restraint. 

Physical, sensory or Learning Disabilities Yes Policy provides favourable evidence- 
based, professional and compassionate 
treatment in the event of needing physical 
restraint. 

Homelessness, Gypsy/Travellers, 
Refugees/Asylum Seekers 

No  

 

I declare that in assessing the proposed documentation/change I have identified that there is 
unlikely to be an adverse impact on different minority groups 

 

Name: Jane Mitchell Post: Professional Head of 
Safeguarding 

Date: August 2019 Contact Number: 2119 

 


