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REVIEW DATES AND DETAILS OF CHANGES MADE DURING THE REVIEW 

 
Minor changes to wording for grammar and clarity reasons. Amended to new document 
format and to take account of organisational name and title changes. 
 
KEY WORDS 
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SUMMARY 

The Health and Safety at Work etc. Act 1974, Management of Health and Safety at Work 
Regulations and Secretary of State Directions for the management of violence against 
NHS staff, place duties on employers and employees.  This document sets out the 
University Hospitals of Leicester (UHL) NHS Trust Policy and Procedures for the 
management of risks from violence aggression and disruptive behaviour. 

1 INTRODUCTION AND OVERVIEW 

1.1 The purpose of this policy is to provide managers and staff with procedural guidance and 
advice on the arrangements necessary to reduce the risks associated with violence, 
aggression and disruptive behaviours towards staff and others. 

1.2 The Trust affirms that both verbal and physical abuse of hospital staff and patients is 
totally unacceptable, and will support any reasonable action taken at the time by a 
member of staff to prevent or contain a violent incident.  

 
1.3 Similarly, the Trust will support positive action, including legal action if necessary, 

against members of the public or others who are verbally and physically abusive to its 
employees.  

 
1.4 The Trust recognises and accepts its legal responsibility under the Health and Safety at 

Work etc. Act 1974 for the health, safety and welfare of all staff, patients and others.      
To fulfil this duty, the Trust will ensure that effective arrangements exist which minimises 
the risk of violence to staff.   
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2           WHO THE POLICY APPLIES TO AND ANY SPECIFIC EXCLUSIONS 

The aim of this policy is to provide managers and staff with procedural guidance and advice on 
the arrangements necessary to reduce the risks associated with violence aggression and 
disruptive behaviour towards staff and others. 

To achieve this aim the Trust will ensure that effective arrangements exist which minimises the    
risk of violence to staff. 
 
The Trust will:- 
 

2.1.1 Assess the risks of violence and take action to reduce the likelihood of violence.     
 

2.1.2 Provide a working environment with systems, procedures, information, training 
and supervision to deal with the problems of violence. 

 
2.1.3 Provide support and counselling to staff. 
 
2.1.4 Provide an incident reporting system 

 
3 DEFINITIONS AND ABBREVIATIONS 

3.1 This policy applies to all staff including temporary, agency, contractor and volunteer staff 
and sets out the roles, responsibilities and arrangements for the management of risks 
associated with violence, aggression and disruptive behaviour. 

3.2 The purpose of this Policy is to provide guidance to managers and staff on the 
management of violence.  This policy relates to acts of verbal or physical abuse between the 
public and Trust staff and violence, aggression and disruptive behaviour involving patients or 
visitors.  It does not cover violence between members of staff.  Incidents between staff are dealt 
with in the Trust’s Dignity at Work and Disciplinary policies.  Refer to Section 14 for details. 

DEFINITIONS 

Front Line Staff Each member of staff who has contact with patients and the public as part 
of their duties 

LSMS  The person appointed to undertake the duties of an accredited Local 
Security Management Specialist in accordance with Secretary of State 
Directions to health bodies. On measures to tackle violence and general 
security management measures and any subsequent advice or guidance 
issued by the NHS SMS 

Non-Physical 
Assault 

The use of inappropriate words or behaviour causing distress and/or 
constituting harassment 

Physical Assault  
 

The intentional application of force to the person of another, without lawful 
justification, resulting in physical injury or personal discomfort 

Violence  Violence is not restricted to acts of aggression that may result in physical 
harm, but incorporates behaviour, including the use of gestures and 
language that may cause the subject to become afraid or feel threatened. 
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4 ROLES – WHO DOES WHAT 

The UHL Health & Safety Policy sets out the roles and responsibilities for all staff.  Additional 
responsibilities to enable the effective management of Violence, Aggression and Disruptive 
Behaviour are detailed below: 
4.1 Responsibilities of the Chief Executive and Medical Director  
 

4.1.1 The Chief Executive has nominated the Medical Director to take responsibility for 
security management matters, including in particular, responsibility for measures 
to deal with violence against staff. 

 
4.2 The Security Management Director Andrew Furlong (Medical Director) is 
responsible for:- 
 

4.2.1 Ensuring the Security Management needs of the trust are communicated and 
promoted at Executive Board level 

4.2.2 The nomination and appointment of Local Security Management Specialist(s) 
(LSMS) 

4.2.3 Ensuring the appointed LSMS have the necessary resources and support to 
carry out their role effectively 

4.2.4 Oversee all security management work undertaken by the LSMS 
4.2.5  Approve and sign off the Security Management Annual work-plan and annual 

report  
 
4.3 Responsibilities of Senior Managers, including CMG and Corporate Directorate 

Managers 
 

4.3.1 Senior managers must, in consultation with staff and their representatives, ensure 
that an assessment of the risk within the working environment is carried out, and 
is within the scope of their responsibilities.  They have a duty to:- 

 
4.3.2 Ensure that there are sufficient suitably trained staff on duty to cope with any 

foreseeable violence. 
 

4.3.3 Establish a safe system of working conditions for their staff. 
 

4.3.4 Ensure that a systematic assessment of training needs is carried out for staff 
within their area of responsibility. 

 
4.3.5 Ensure that appropriate training is provided to staff which, as a minimum, will 

include personal safety awareness training for all front-line staff. (See section 6 
Training and Education) 

 
 4.3.6 Ensure that staff receive appropriate counselling following incidents of violence. 
 

 4.3.7  Ensure that all incidents of violence/verbal abuse are reported in accordance with 
the Trust’s Incident Reporting Procedure (Datix). 

 
 4.3.8  Ensure that all incidents of violence are investigated, and that all facts, including 

any injuries and damage to NHS and/or private property, is recorded via Datix. 
 
4.4 Responsibilities of Line Managers 
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 All line managers have a duty and responsibility to:- 
 

4.4.1 Ensure that where risk assessment has identified areas of risk, or where it is felt 
that staff could be placed in serious and imminent danger, that appropriate action 
is taken to remove or minimise the risk. 

 
4.4.2 Ensure that staff understand what is expected of them, with regard to handling 

incidents of violence. 
 

4.4.3 Ensure that staff attend training appropriate to their area, as identified through the 
risk assessment process and ensure all front-line staff attend mandatory personal 
safety awareness training. (See section 7 Training and Education) 

 
4.4.4 Maintain records of risk assessments. 

 
4.4.5 Share relevant information regarding violent or potentially violent 

patients/clients/relatives with other specialties, on a strict need to know basis. 
 

4.4.6 Provide incident review sessions and monitor reported incidents. 
 

4.4.7 Provide debriefing and encourage staff counselling. 
 
4.4.8 Provide local working procedures, which represent current best practice in 

consultation with staff, which may include issues such as:- 
 

4.4.8.1 Setting limits on patients and visitor’s behaviour. 
4.4.8.2 Exercising physical controls. 
4.4.8.3 Interpersonal skills. 
4.4.8.4 Clinical risk issues – unpredictable behaviour. 

 
4.4.9 In consultation with the LSMS, consider issuing warnings or taking action under 

the procedures for the management of individuals who are violent or abusive 
(Appendices 5A to 5E). 

 
4.4.10 Ensure that all incidents of violence/verbal abuse are reported in accordance with 

the Trust’s Datix reporting system. 
 

4.4.11 Report any serious incidents to the LSMS via email (LSMS@uhl-tr.nhs.uk ) or via 
extension 3386. 

 
4.5 Responsibilities of LSMS 
 

4.5.1 Primarily responsible for taking the lead in local security management work, and 
in particular the tackling of violence.  The LSMS will assume responsibility for 
co-ordinating any investigation in assault cases.  

 
 4.5.2 Following a physical assault, the LSMS is to:- 
 

4.5.2.1  Liaise with the police. 
4.5.2.2  Notify the Director of Safety and Risk with details of the the injured party. 
4.5.2.5  Ensure that any necessary support arrangements such as Occupational  
incident, as appropriate. 
4.5.2.3 All violence, aggression and disruptive behaviour incidents to be reviewed 

and or investigated by the Trust LSMS 
4.5.2.4  Ensure that an acknowledgement of the report is sent to  

Health referral or counselling via AMICA, have been offered. 
4.5.2.6 Monitor the progress of any police investigation. 
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4.5.2.7 Progress the investigation of any incident where police are not involved  

                       4.5.2.8 Report any appropriate incident to the Trust’s legal service 
4.5.2.9 Update the person affected by the physical assault on progress and 

outcomes 
4.5.2.10 Ensure that all possible preventative action in conjunction with the Line  

Manager has been actioned, to minimise the risk of a similar incident 
reoccurring. 

 
4.5.3 Following an incident of non-physical assault, the LSMS will ensure that:- 

 
4.5.3.1  If appropriate, and dependent on the seriousness of the incident, the 

police are contacted. 
 
4.5.3.2  The Director of Safety and Risk is notified of the details of the incident, 

where appropriate. 
 
4.5.3.3  The progress of any police investigation is monitored. 
 
4.5.3.4  Consideration is given as to whether the Trust should initiate private 

prosecution and/or civil proceedings, where appropriate, or the application 
of other sanctions such as exclusion or the issue of a warning letter. 

 
4.5.3.5  An acknowledgement of the report is sent to the injured party. 
 
4.5.3.6  Any necessary support arrangements such as Occupational Health 

referral or counselling via AMICA, have been offered. 
4.5.3.7 The individual subjected to the non-physical assault is kept appraised of 

the outcome of any action taken. 
 

4.6 Responsibilities of All Staff  
 

4.6.1 Staff will be aware that patients and their relatives within the Trust and in the 
community may be under considerable stress.  In these situations, people often 
react out of character or differently from usual.  It is, therefore, each employee’s 
responsibility to treat patients and relatives with sympathy and understanding 
and, most importantly, to use techniques to avoid escalation of a situation which 
could expose someone to acts of violence. Staff must report any incidents of 
Violence & Aggression to Security. A Datix must also be submitted and where 
appropriate reported to the Police. This is either via 101 or 999 in an emergency.  

 
4.6.2 All staff have a duty to take reasonable care of their own health and safety and to 

inform their manager of any situation at work where there is a potential for 
violence, via the incident reporting system or the risk assessment process.  

 
4.6.3 It is the duty of each employee to operate within the parameters of this Policy; to 

accept such training as may be offered, to report all incidents and potential 
incidents, and to share information with other members of staff as appropriate. 

 
5 POLICY IMPLEMENTATION AND ASSOCIATED DOCUMENTS –WHAT TO DO AND HOW TO 

DO IT 

The documents listed in the appendices table on Page 2 of this document must be used in 
conjunction with this policy.  
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6 EDUCATION AND TRAINING REQUIREMENTS 

6.1 The Trust has a duty under the Health & Safety at Work, Etc. Act to provide staff with 
information, instruction and training appropriate to their role.  Line Managers must 
identify the training needs for their staff group.  It is important that staff receive the 
correct type and amount of information, instruction and training to ensure competence 
for the duties undertaken.  Information, instruction and training must be delivered in such 
a way that it is received and understood by the person receiving it. 

 
6.2 Relevant staff groups will be trained commensurate with their role as defined within the 

UHL Statutory and Mandatory Training Policy and training needs analysis. 
 
6.3 The Trust has established a conflict resolution training programme, which meets the 

needs of our staff and the requirements of the national syllabus previously set by NHS 
Protect and the NICE Guidelines 2015 NG10. This is structured to give three levels of 
training to staff based upon risk assessment:- 

 
6.3.1 Level 1 – Personal Safety; Principles and practices of personal safety and 

conflict resolution. 
 

6.3.2 Level 2 – Disengagement Skills; Prevention and management of violence, 
diffusion and Disengagement Skills..   

 
6.3.3 Level 3 – Level 1 and Level 2 training with the addition of Safe Holding 

techniques. 
 
6.4 As previously defined by NHS Protect, Level 1 training is mandatory for all front line staff, 

i.e. those staff coming into direct contact with the public during the course of their day to 
day activities. 

 
6.5 Front line staff are required to receive Level 1 refresher training every three years.  Staff 

trained to Levels 2 and 3 should engage in locally arranged skills practice sessions at a 
frequency commensurate with their routine use of the activity (i.e. if their role leads to 
little use of the skills in their day to day activities, more frequent practice will be required).  
Formal training in Levels 2 and 3 should be refreshed at a maximum interval of one  
year.  

 
6.6 All courses can be accessed/booked using ‘HELM'. Certain clinical areas, such as 

Emergency Department, book through your training and development team 
 
6.7 In order to achieve consistency, the Trust courses will be the only ones approved for 

UHL staff. Any variation to this training programme must be agreed beforehand with the 
LSMS. 

 
6.8 The type and level of information, instruction and training will be identified during the 

completion of the violence and aggression risk assessment, completed by the manager 
or nominated person. Additional guidance can be provided by the LSMS upon request.
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7 PROCESS FOR MONITORING COMPLIANCE 

 
 

What key 
element(s) need(s) 
monitoring as per 
local approved 
policy or 
guidance?  

Who will 
lead on this 
aspect of 
monitoring? 
Name the 
lead and 
what is the 
role of other 
professional 
groups  

What tool will be 
used to 
monitor/check/ 
observe/asses/ 
inspect 
Authenticate that 
everything is 
working according 
to this key element 
from the approved 
policy?  

How often is the 
need to monitor 
each element? 
How often is the 
need complete a 
report? 
How often is the 
need to share the 
report? 

Who or what committee 
will the completed report 
go to. 
How will each report be 
interrogated to identify 
the required actions and 
how thoroughly should 
this be documented in 
e.g. meeting minutes. 

Which committee, 
department or lead will 
undertake subsequent 
recommendations and 
action planning for any 
or all deficiencies and 
recommendations 
within reasonable 
timeframes? 

How will system or 
practice changes be 
implemented the 
lessons learned and 
how will these be 
shared. 

Element to be 
monitored 

Lead Tool Frequency Reporting arrangements Lead(s) for acting on 
recommendations 

Change in practice 
and lessons to be 
shared 

Number of 
reported 
incidents 
occurring from 
violence 
aggression and 
abuse 

LSMS Analysis of data 
from Datix  
Analysis of 
security data from 
Estates & 
Facilities. 
 

Monitored 
quarterly and 
report 
completed   

Security Management 
and Police Liaison 
Committee 
Checked for 
compliance against 
policy with specialist 
advice from LSMS 

Health and Safety 
Services Team 

Outcomes will be 
shared UHL wide 
by Safety Matters 
publication or 
individually with 
CMG / 
Department 
managers as 
necessary.  

Completion of 
Violence and 
Aggression Risk 
Assessments 

LSMS / 
Conflict 
Manageme
nt Trainer  

Sample Audit of 
CMGs using  
Policy standards  

Annually  Security Management 
and Police Liaison 
Group  
Checked for 

Health and Safety 
Services Team 

As above 
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compliance against 
policy with specialist 
advice from LSMS 

Policy and 
Procedure  
compliance by 
Estates & 
Facilities  and 
other external 
contractors 

Facilities 
Managers 

Active monitoring 
of activities using 
Policy, contract 
specification 
document and 
KPI’s  

Frequency to be 
decided by 
facilities 
managers’ 
dependent on 
nature and 
frequency of 
‘activity.   
To be reported 
quarterly to 
committee 

Security Management 
and Police Liaison 
Group  
Checked for 
compliance against  
policy with specialist 
advice from Facilities 
and LSMS 

Estates and Facilities 
Management  

Outcomes shared 
with CMG’s / 
Facilities 
Management and 
Contractors as 
appropriate 
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8 EQUALITY IMPACT ASSESSMENT 

9.1 The Trust recognises the diversity of the local community it serves. Our aim therefore is 
to provide a safe environment free from discrimination and treat all individuals fairly with 
dignity and appropriately according to their needs. 

9.2 As part of its development, this policy and its impact on equality have been reviewed and 
no detriment was identified.  

 

 

9 SUPPORTING REFERENCES, EVIDENCE BASE AND RELATED POLICIES 

9.1 The Trust will generally assume vicarious liability for the acts of its staff, including 
those on honorary contract. However, it is incumbent on staff to ensure that they: 

• Have undergone any suitable training identified as necessary under the terms 
of this policy or otherwise. 

• Have been fully authorised by their line manager and their Directorate to 
undertake the activity. 

• Fully comply with the terms of any relevant Trust policies and/or procedures 
at all times. 

• Only depart from any relevant Trust guidelines providing always that such 
departure is confined to the specific needs of individual circumstances.  In 
healthcare delivery such departure shall only be undertaken where, in the 
judgement of the responsible clinician it is fully appropriate and justifiable - 
such decision to be fully recorded in the patient’s notes. 

9.2 It is recommended that staff have Professional Indemnity Insurance cover in 
place for their own protection in respect of those circumstances where the Trust 
does not automatically assume vicarious liability and where Trust support is not 
generally available. Such circumstances will include Samaritan acts and 
criminal investigations against the staff member concerned. Suitable 
Professional Indemnity Insurance Cover is generally available from the various 
Royal Colleges and Professional Institutions and Bodies. 

 
10 PROCESS FOR VERSION CONTROL, DOCUMENT ARCHIVING AND REVIEW 

This section contains the details of reference material considered in the development of this 
policy.  It also includes links to documents you may wish to refer to when developing and 
managing systems of work for work at height activities.  
Reference materials:  

a) The Health & Safety at Work etc. Act 1974 
b) Management of Health & Safety at Work Regulations 
c) Provision and Use of Work Equipment Regulations 
d) The Workplace (Health Safety and Welfare) Regulations 
e) Health and Safety Policy – A17/2002 
f) Risk Management Policy – A12/2002 
g) Lone Working policy – B27/2008 
h) Security Policy – A14/2002 
i) The Deprivation of Liberty Safeguards Policy and Procedures– B15/2009 
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j) Policy for the assessment and management of patients with altered behaviours 
B30/2017 

k) Incident and Accident Reporting Policy – A10/2002 
l) Digital Recording Policy – B44/2005 
m) Nice Guidelines 2015 - Managing violence and aggression in emergency 

departments 
n) DOH Positive and Proactive Care: reducing the need for restrictive interventions 

 
 
 
10.1  This document will be uploaded onto SharePoint and available for access by Staff 

through INsite. It will be stored and archived through this system. 

10.2  This policy and associated documentation will be reviewed every 3 years or sooner if 
required due to changes in: legislation, local practice, responsibilities or arrangements.   

 
10.3  The policy will be reviewed by the Health & Safety Team.  Previous version will be 

archived on SharePoint as part of this process.  When new versions become available 
this will be communicated by the Health & Safety Team to Clinical Management Group 
and Corporate Managers by direct email and the Health & Safety Newsletter - Safety 
Matters.
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Managing Violence and Aggression 
Incidents 

Procedural Guidance 
Health & Safety Services - Corporate Medical  

 
November 2018 

 
1 Management of Individuals 
 

1.1       This procedure applies to any patient or visitor whose behaviour is regarded as  
unacceptable. However, care must be taken when considering applying warnings, 
sanctions or other deterrents as they may be neither appropriate nor effective for 
patients whose violence, aggression or disruptive behaviour arises from their clinical 
condition and/or who lack the capacity to control their behaviour. Such factors should 
be given consideration before applying any behaviour management measures. 

 
1.2 Appendix 2 provides a flow chart to assist staff in identifying the actions, to be taken, 

when dealing with an incident of violent, aggressive or disruptive behaviour. 
 

1.3 Patients and visitors who exhibit violent, aggressive, unacceptable or disruptive 
behaviour shall be managed in accordance with the Procedures laid down in 
Appendix 3.  Consultant and senior nursing staff input, must be obtained, in order to 
ascertain that the person’s behaviour is not as a result of their underlying condition. 

 
1.4 The procedures laid down in Appendix 3 allude to an escalating range of sanctions, 

however, in serious cases it may be that the first response, is a high level sanction, 
such as referring patients elsewhere for treatment. 

 
1.5 Also contained in Appendix 3 are standard formats for letters and Memorandum of 

Understanding, which may be used in appropriate circumstances. 
 
1.6 Powers under Sections 119 and 120 of the Criminal Justice and Immigration Act 

2008 may be used in connection with non-patient’s exhibiting low level anti-social 
behaviour where no other criminal offence has occurred.  The use of this Act will 
require authorisation from a Duty Manager, Security Supervisor or any other person 
authorised under the Act. 

 
2.  Physical Restraint 
 
2.1  Physical restraint should only be carried out as a last resort and by  

individuals who are appropriately trained.  Guidance relating to physical restraint of 
both adults and children are detailed in Appendix 6. 

 
2.2 Response Teams 
 

  All Security Department staff, Porters, Duty Managers, Nurses and, Medics, who are 
designated as back-up to Security Department staff and operational staff identified by 
risk assessment, will be trained in the full range of conflict management and physical 
intervention techniques. These staff will be available to offer help, advice and support 
when required throughout the Trust. Response teams will include the Duty Manager 
who can be contacted via the fast bleep/Radios or switch board.  

 
2.3 Risk Assessment 
 

Appendix 1 
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2.3.1 Risk assessments (including the development and review of action plans to mitigate 
risks) and the management of risk shall be in line with the Trust’s Risk Management 
Policy.  

 
2.3.2 In accordance with the Management of Health and Safety at Work Regulations 1999, 

and the Trust’s Health and Safety Policy, all managers are responsible for 
undertaking the assessment of risks to members of staff, including the management 
of the risks from work-related violence.  

 
2.3.3 Managers are responsible for developing local risk control strategies, which will 

include, where appropriate, process review, precautions needed and training and 
development, which should concentrate not just on the individual, but on the work 
group and on the process by which patient care is provided.   The implementation of 
this risk control strategy will ensure that any identified risks are appropriately 
managed.   

 
2.3.4   To assist managers in the process, a Risk Assessment Tool is available from the                  

Health and Safety Services Team. (Appendix 13 - Violence Aggression and 
Disruptive Behaviour Risk Assessment Checklist) 

 
 
2.3.5 Clinical risk assessments for patients should be developed through the documented 

patient care plan.   It may initially be brief, but it provides a written guide to staff on 
how to approach and care for the patient, and should help to prevent staff 
approaching a patient in ways that are known to provoke.  Behaviour Management 
plans must always reflect the agreed team management of each individual patient. 
See Proforma Appendix 10.   

 
2.3.6 For ease of reference, a flow chart explaining the actions to be taken in the event of a 

violent or aggressive incident is included in Appendix 2. 
 
2.4 Out of Hours Incidents 
 

When an incident occurs out of hours, management support can be obtained by 
contacting the Duty Manager.  Security should be contacted in the normal way.   
(LRI Ext: 6767, LGH Ext: 4292, GH Ext: 2999). 

 
2.5 Lone Working 
 

 Staff working on their own, either within the Trust buildings or in the community, may 
be particularly vulnerable with respect to violence and aggression.  The risk factors 
should therefore be taken into account when developing lone working procedures. 
Reference should be made to the Trust’s Lone Working policy – B27/2008 

 
2.6 Injury or Damage 
  

2.6.1 Following a violent incident where people have been injured, however slight, they 
should receive appropriate medical attention as follows:- 

 
2.6.2 Ward patient to be seen by the Doctor on call. 
 
2.6.3 Staff and visitors may be dealt with by a First Aider.   If the need arises, staff or 

visitors should be referred to the Emergency Department at the Leicester Royal 
Infirmary and/or their own GP.  Staff may also be referred to the Occupational Health 
Department.  
 

2.6.4 Local management should take appropriate action to report damage to the fabric of 
the building or damage to equipment to the relevant department. 
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2.7 Incident Reporting   
 

2.7.1 Serious incidents resulting in physical harm or damage to property or all those 
incidents requiring immediate input to prevent a re-occurrence should be reported on 
3386/3769 or by way of an email to the healthandsafetyteam@uhl-tr.nhs.uk . 

 
2.7.2 Datix on-line reports should be completed for all physical and verbal abuse, and 

processed in accordance with the Incident and Accident Reporting Policy. 
 
2.7.3 Procedures are established to ensure compliance with the Reporting of Injuries, 

Diseases and Dangerous Occurrences Regulations (RIDDOR) 2013, which requires a 
report to the Health and Safety Executive (HSE) for all cases in which members of 
staff have suffered death, major injury or have been off work for more than seven 
days, following an assault which has resulted in physical injury.  

 
2.8 Debriefing 
 

2.8.1 People may be traumatised by a violent incident, and it is important that any 
debriefing does not focus solely on how they performed, but considers the effects on 
them as individuals. This is in line with the CQC requirements after a Violent & 
Aggressive incident.    

 
2.8.2 After a significant incident, the Service Manager or Department Head should arrange 

a meeting of all those involved, together with representatives of groups such as 
Nursing, Medical, Security and Human Resources.  The purpose of this meeting will 
be:- 

 
2.8.2.i To provide an opportunity for all those involved to express their feelings 

and concerns relating to the incident. 
 

2.8.2.ii To identify any follow up support or action, e.g. confidential counselling 
from Amica, legal action, the need for application for any compensation. 

 
2.8.2.iii To ascertain the review to treatment or future care of the patient. 
 
2.8.2iv To identify any lessons learnt to the management of the incident and 

actions required to prevent recurrence. 
 

2.8.2.v To review the risk assessment documentation and whether amendment 
is necessary. 
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Management of violent and / or aggressive or disruptive behaviour 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Incident Management Flowchart Health & Safety Team - Corporate Medical  
                                                November  

Incident Management Flowchart  
 2018 

Unacceptable Violent, aggressive or Disruptive  
Behaviour from patient or visitor 

 

Ask them to stop behaviour and explain actions:  
 

Try and diffuse situation, establish facts, address any relevant factors and 
offer reassurance as appropriate. Consider calling for Security assistance 

and Duty Manager. GH ext. 2999 / LRI ext. 6767 / LGH ext. 4292  

Inform patient or visitor that behaviour is unacceptable 
and call senior staff member for support  

 
Seek advice of the Local Security Management Specialist (LSMS).Senior 

member of staff will give an informal verbal warning, and document in 
case notes.   

Call CMG Manager / CMG Director for support 
Seek advice from the LSMS 

 
LSMS to Issue formal verbal warning and document in case notes. 

Failure to comply, will lead to memorandum of understanding, this will 
include  a formal Warning letter and the possible removal from Trust 

premises on behalf of CMG Manager and CMG Director. and/ or 
police). Document all actions. 

Patient Visitor 

Can be excluded 
 

Clinical decision to be 
undertaken by medical staff.  

Cannot be excluded / 
emergency care 

 
Care provided in presence 
of escort / Security Staff. 

Exclude visitor from Trust 
premises 

Remove from Trust premises 
immediately. . Consider use of 

Sections 119 and 120 of Criminal 
Justice and Immigration Act. 

Severity of 
incident may 

warrant 
immediate 

intervention- 

Complete 
Datix entry 

for all 
episodes of 

violent 
and/or 

aggressive 
behaviour 

Appendix 2 
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1 INTRODUCTION 

 
 Some of the perpetrators of violence and abuse are well known to staff and have persisted 
in these behaviours during repeated visits to our hospitals.  There is a widespread 
recognition among staff and management of an outstanding need to tackle such behaviour 
effectively and a belief that the fear of violence can affect morale and our ability to deliver 
healthcare.  The Trust has a statutory obligation to provide a safe and secure environment 
for its staff and others as well as a moral duty to take all reasonable steps to protect and 
support its staff. 

 
2 AIMS / STATEMENT OF INTENT 
 

The aim of this procedure is to provide managers and staff, with a process to allow the 
management of individuals who are violent, aggressive, disruptive or abusive. These 
procedures are designed as an important step in improving the Trust’s ability to tackle 
incidents involving violence and abuse.  The aim of the procedures is to detail the 
behaviours which are unacceptable and the sanctions available in the face of such 
behaviour, including a mechanism whereby patients who are extreme or persistent in their 
unacceptable behaviour can, as a last resort, be referred elsewhere for treatment.  Although 
this procedure indicates an escalating scale of sanctions, serious incidents may warrant the 
earlier application of a higher level sanction. 

 
3 SCOPE 
 

This procedure applies to all UHL staff including bank, agency staff and contractors 
employed by the Trust and extends to all contacts with patients and the public.   
 
This procedure is not applicable to situations involving violence, aggression and disruptive 
behaviour to staff by staff. 

 
4 DEFINITIONS 

 
4.1 UNACCEPTABLE STANDARDS OF BEHAVIOUR 
 

 The following are examples of behaviours, which are not acceptable on Trust premises: 
 

4.1.1 Excessive noise, e.g. loud or intrusive conversation or shouting. 
4.1.2 Threatening or abusive language involving excessive swearing or offensive 

remarks. 
4.1.3 Derogatory racial or sexual remarks. 
4.1.4 Malicious allegations relating to members of staff, other patients or visitors. 
4.1.5 Offensive sexual gestures or behaviours. 
4.1.6 Abusing alcohol or drugs in hospital.  (However, all medically identified 

substance abuse problems will be treated appropriately.) 
4.1.7 Drug dealing. 
4.1.8 Wilful damage to Trust property. 
4.1.9 Theft. 
4.1.10 Threats or threatening behaviour. 
4.1.11 Violence. 
4.1.12 Disruptive or anti-social behaviour including phone calls emails and abuse via 

social media 

Procedure for the Management of 
Individuals who are violent or abusive  Health & Safety Services  - Corporate Medical  

November 2018 

Appendix 3 
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5.1 MANAGEMENT OF VISITORS, OUTPATIENTS AND DAY CASE PATIENTS WHO ARE 
VIOLENT OR ABUSIVE 

5.1.1 Visitors, Outpatients and Day Case patients who display any violent and abusive behaviours 
will be asked to desist and offered the opportunity to explain their actions. 

 
5.1.2 Continued failure to comply with the required standard of behaviour will result in security staff 

and the Duty Manager being contacted for the removal of the offending individual from Trust 
property.  The excluded individual may request an immediate review of the exclusion by the 
Duty Manager and should be informed of this.  Where such failure to comply involves an 
Outpatient or Day Case patient, it shall be determined by the patient’s responsible 
healthcare team whether such exclusion will be detrimental to the patient’s immediate 
healthcare needs.  If it is determined that it will be detrimental then the provisions of clause 
5.2  below shall apply. 

 
5.1.3 When considering the need to exclude a visitor, Outpatient or Day Case patient, advice may 

be sought from the Local Security Management Specialist (LSMS). 
 

5.1.4 In the event of inappropriate behaviour, whether or not the visitor, Outpatient or Day Case 
patient has been excluded, consideration shall be given to the issue of a formal written 
notice.  Such written notice shall reflect the individual circumstances of each case and shall 
be from the LSMS who shall seek further external legal advice whenever deemed 
appropriate. 

 
5.1.5 In the event of a visitor, Outpatient or Day Case patient behaving in an unlawful manner, the 

Trust will report the circumstances to the Police and work with them to ensure appropriate 
sanctions are applied.  In the event of any damage, criminal or otherwise, to Trust property 
and assets the Trust will pursue any actions available in law wherever it is appropriate to do 
so. 

 
5.1.6 The Trust LSMS will assist, provide advice and give all necessary support to any member of 

staff who has been the victim of violence and abuse in pursuing action against the 
perpetrator providing it is appropriate to do so.    

 
5.1.7 The relevant CMG Manager/Head of Nursing in conjunction with the Local Security 

Management Specialist (LSMS) may decide to continue to exclude any individual removed 
from the premises or restrict their visiting only to specific times and, if necessary, under 
escort from security staff. 

 
5.2 PROCEDURES FOR THE MANAGEMENT OF INPATIENTS WHO ARE VIOLENT OR 

AGGRESSIVE ABUSIVE OR DISRUPTIVE  
5.2.1 Following any incident the immediate manager or CMG head (or their deputy) will explain to 

the patient that his/her behaviour is unacceptable and explain the expected standards that 
must be observed in the future. 

 
5.2.2 If the behaviour continues, the responsible manager or clinician will give an informal verbal 

warning about the possible consequences of any further repetition. 
 

5.2.3 Failure to subsequently desist will result in the application of a formal verbal warning by the 
Trust LSMS in conjunction with Senior Nurse, Manager or Consultant. 

           Failure to comply with this will lead  to a  Formal Verbal Warning which will result in the 
application of the Memorandum of Understanding (see Appendix 4 and 5A) and a formal 
written warning of the consequences of such behaviours (see Appendix 5C). 

 
5.2.4 If a patient complies with the terms of the verbal warning and/or the Memorandum of 

Understanding he/she can expect the following: 
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5.2.4.1  That their clinical care will not be affected in any way. 
 

5.2.4.2 That, where substance abuse has been identified, appropriate assistance will 
be provided. 

 
 5.2.4.3 That a copy of the Confirmation of the Memorandum of Understanding will be 

filed with the Local Security Management Specialist and a copy will also be 
kept in the patient’s notes. A flag may be placed on the Patient Centre 
system.  Until a formal policy for the flagging of patient records is adopted, 
the LSMS will be responsible for gaining agreement to place flags on patient 
records.  These flags will be reviewed within a period not exceeding 12 
months. 

 
5.2.4.4 That the Trust Security Manager, Director of Safety & Risk and the duty 

managers will be informed. 
 

5.2.4.5 That the University Hospitals of Leicester NHS Trust will fully investigate all 
valid concerns raised by the patient.   

 
5.2.4.6   That the Memorandum of Understanding  will lapse after one year. 

 
5.2.5 Failure to comply with the Memorandum of Understanding may, at the request of the 

relevant CMG Manager and the CMG Director (or their nominated deputies) result in the 
patient being referred outside the Trust for further treatment.  Henceforth referred to as an 
‘exclusion’. 

 
5.2.6 Any decision to refer a patient must be taken in conjunction with the CMG Manager, the 

patient’s Consultant and the LSMS. 
 
5.2.7 The process of applying an exclusion is described in the checklist; Appendix 5D. 
 
5.2.8 Such an exclusion will last one year, subject to alternative care arrangements being made; 

the provision of such arrangements will be pursued with vigour by the relevant clinician.  In 
the event of an excluded individual presenting at the Trust’s Emergency Department for 
emergency treatment, that individual will be treated and stabilised with, if necessary, security 
staff in attendance.  Where possible, they would then be transferred immediately.  However, 
if admission is unavoidable security staff will, if necessary, remain in attendance.  The need 
for security attendance will be determined by an appropriate member of staff, i.e. Duty 
Manager or Head of Nursing. 

 
5.2.9 In the event of a patient behaving in an unlawful manner the Trust will report the 

circumstances to the Police and work with them to ensure appropriate penalties are applied.  
In the event of any damage, criminal or otherwise, to Trust property and assets the Trust will 
pursue any actions available in law wherever it is appropriate to do so. 

 
5.2.10 The Trust will assist, provide advice and give all necessary support to any member of staff 

who has been the victim of violence and abuse in pursuing action against the perpetrator 
providing it is appropriate to do so.    

 
5.3 FURTHER ADVICE 

Further advice may be sought from:- 
 

5.3.1 Local Security Management Specialist (LSMS) Mobile 07961294301 / 07946328148. 
 
5.3.2 Director of Patient Safety and Risk on Extension 2740. 
 
5.3.3 Head of Safeguarding Ext 5446. 

Violence Aggression and Disruptive Behaviour Policy   Page 19 of 63 
V5 Approved by Policy and Guideline Committee on 15 March 2019   Trust Ref: B11/2005 Next Review: March 2022 
 

NB: Paper copies of this document may not be most recent version.  The definitive version is held on INsite Documents 



 
 
 

 
 
 

 
  
 

1 In the event of inappropriate behaviour by a patient and following careful review by 
the individual’s clinical team (or the on call team out of hours), the Memorandum of 
Understanding can be instigated. 

 
2 In the event of the nurse in charge on the relevant ward feeling that a Memorandum 

of Understanding may be appropriate, he/she should contact a suitable member of 
staff e.g. the CMG Manager/Head of Nursing/Matron/Duty Manager. 

 
3 It is the responsibility of that suitable person to undertake the following: 
 

3.1 Take full details of the incident and the staff member’s concerns, document 
them and decide whether a Memorandum of Understanding is required.  
Wherever possible, get witnesses to the event to sign the record as true and 
accurate. 

 
 Liaise with the Local Security Management Specialist (LSMS) and Director of 

Safety and Risk as to whether the situation merits a Memorandum of 
Understanding.  Out of hours, staff should liaise with the Duty Manager. 

 
3.2 If a Memorandum of Understanding is required: 
 

3.2.1 Inform and seek advice from the patient’s consultant or senior member 
of the medical team (on call team out of hours), or their GP if necessary. 
 

3.2.2 Inform the patient of the ward staff’s concerns and fully explain the 
Memorandum of Understanding, ensuring that there is no confusion as 
to the standard of behaviour required or the possible consequences of 
failure to comply. 
 

3.2.3 Complete all necessary details on the Memorandum of Understanding 
(Appendix 5A). 
 

3.2.4 Ask the patient to sign the Memorandum of Understanding.  If the 
patient refuses to sign, this should be documented, but explained to the 
patient that the document will be valid with or without the patient’s 
agreement. 
 

3.2.5 Ensure that an appropriate member of staff (any doctor, registered 
nurse or other health care professional) witness the explanation to the 
patient. 

Memorandum of Understanding 
Implementation Checklist 

For Violent or Abusive Individuals Health & Safety Services - Corporate Medical  
November 2018 
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3.2.6 Give the patient a copy of the Memorandum of Understanding and of 

the policy itself. 
 

3.2.7 Prepare a copy of the standard letter (Appendix 5B), for issue to the 
patient’s GP.  This letter should be signed and sent by the Manager.  A 
copy of the Policy should be attached. 

3.2.8 Prepare a copy of the standard letter (Appendix 5C), for issue to the 
patient.  This letter should be given to the CMG Manager with the letter 
to the GP for checking both the letter and that the Memorandum of 
Understanding has been applied appropriately. 
 

3.2.9 The full process must be recorded in the patient’s case notes by the 
nurse in charge. 

 
3.2.10 A copy must be kept in the patient’s notes and a flag placed on the 

Patient Centre system, the nurse in charge is to place the alert on 
patient centre.  

 
4 Actions for CMG Manager’s Office 
 

4.1 Once the CMG Manager has signed the patient letter, the following actions 
should be taken:- 

 
4.1.1 Return the original signed letter to the originator for forwarding to the 

patient and filing a copy in the patient’s notes. 
 
4.1.2 Send a copy to the Security Management Director (Medical Director). 
 
4.1.3  Send a copy to the Director of Safety and Risk. 
 
4.1.4 Send a copy to the CMG Manager for ED for inputting on the ED 

System. 
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Memorandum of Understanding 
 
This memorandum of Understanding is made this   day of          20    by 
University Hospitals of Leicester NHS Trust (‘The Trust’) in respect of: [INSERT 
NAME] of [INSERT ADDRESS] 
 
INTRODUCTION 
 

1. University Hospitals of Leicester NHS Trust (‘The Trust’) has a duty to provide a safe and 
secure environment for patients, staff and visitors.  Violent or abusive behaviour will not be 
tolerated and decisive action will be taken to protect staff, patients and visitors. 

 
2. Those patients who, in the expert judgement of the relevant clinician are not competent to 

take responsibility for their actions will not be subject to this agreement e.g. an individual 
who becomes abusive as a result of an illness or injury. 

 
APPLICATION 

 
3. All members of Trust staff, including those on honorary contracts, and those working 

primarily for other organisations but on Trust premises have a duty in the enactment of this 
procedure. 

 
      4. The use of this Understanding will only apply to patients. 
 
 
THE UNDERSTANDING 
 

         5. The following are examples of behaviours which are not acceptable on Trust premises or to 
Trust staff acting in the course of their employment: 

• Physical assault 
• Offensive language, verbal abuse and swearing which prevents staff from doing their job 

or makes them feel unsafe 
• Loud and intrusive conversation 
• Unwanted or abusive remarks 
• Negative, malicious or stereotypical comments 
• Invasion of personal space 
• Brandishing of objects or weapons 
• Attempted physical assault 
• Offensive gestures 
• Threats or risk of serious injury 
• Bullying, victimisation or intimidation 
• Stalking 
• Spitting 
• Alcohol or drug fuelled abuse 
• Unreasonable behaviour and non-cooperation such as repeated disregard for hospital 

visiting hours 
• Any of the above linked to destruction or damage to property 
• Drug dealing 

Template Memorandum of Understanding  
 Health & Safety Services - Corporate Medical  

November 2018  
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• Theft. 

SANCTIONS 
 

6. It is the case that if the Patient complies with the terms of the Procedure he/she can expect 
the following: 

 
• That their clinical care will not be affected in any way; 
• That, where substance abuse has been identified, appropriate assistance will be 

provided. 
• That a copy of this Agreement will be filed in the Trust Office and a copy will also be kept 

in the Patient’s notes. The existence of this Agreement will be highlighted on HISS and 
equivalent systems. 

• That the Trust Security Manager and the site managers will be informed. 
• That the Trust will fully investigate all valid concerns raised by the Patient. 
• That this Agreement will lapse after one year. 

 
7. Failure to comply with terms of this Agreement will, at the request of the relevant CMG 

Director and the Director of Legal and Corporate Affairs (or their nominated deputies) result 
in referral to another Trust for treatment. 

 
• Such a referral will last one year, subject to alternative care arrangements being made; 

the provision of such arrangements will be pursued with vigour by the relevant clinician. 
In the event of an excluded individual presenting at the Trust’s Emergency Department 
for emergency treatment, that individual will be treated and stabilised with, if necessary, 
security staff in attendance. Where possible, they would then be transferred 
immediately. However, if admission is unavoidable security staff will, if necessary, 
remain in attendance. The need for security attendance will be determined by an 
appropriate member of staff. 

• If the Patient behaves unlawfully then he/she will be reported to the police and The Trust 
will seek the application of the maximum penalties available in law. The Trust will 
prosecute all perpetrators of crime on or against Trust property, assets, and staff. 

 
The consequences of a failure to comply the terms of this Agreement have been fully explained to 
me. I understand my GP will be informed. 
 
The Patient agrees to comply with the expected behaviour, set out in the document, under which 
care will be provided at University Hospitals of Leicester NHS Trust  
 
Patient’s Name……………………………. 
 
Signed......................................................  
 
Date.......................................................... 
 

Signatory for the Trust 
 
NAME....................................................... 
 
Signature…………………………………… 
 
Designation.......................................…… 
 
Date:………………………………………… 
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GP’s name and address 
 
Date 
 
 
Dear 
 
Re: Patient’s name 
Patient’s address 
Patient’s dates 
Patient’s date of birth 
Patient’s hospital health records number 
 
The above individual is currently an inpatient on ................................ ward at the University 
Hospital of Leicester NHS Trust. 
 
In order to protect the ward environment for other patients and members of staff, it has 
been necessary to instigate a Memorandum of Understanding with individuals who are 
violent or abusive for the above-named patient. 
 
If you have any queries, please do not hesitate to contact: 
 
.................................................................(name and tel no of patient’s consultant) 
 

or 
 

.................................................................( 
Name and tel no of CMG Manager or Head of Nursing) 
 
Yours sincerely 
 
 
Signature 
Name 

Title 
 
 
NOTE:   A COPY OF THE MEMORANDUM OF UNDERSTANDING SHOULD BE 
ATTACHED TO THIS LETTER.  
** This letter is only to be used with patient’s consent or as directed by the LSMS. 
 

Template GP Letter   
 Health & Safety Services - Corporate Medical  

November 2018 
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Date:         
 
Dear  
 
FINAL WARNING 
 
I am writing to you concerning an incident that occurred earlier this month at ………… 
 
It is alleged that you …… 
 
Behaviour such as this is unacceptable and will not be tolerated.  This Trust is firmly of the 
view that all those who work in or provide services to the NHS have the right to do so 
without fear of violence or abuse. 
 
If you act in accordance with what this Trust considers to be acceptable behaviour, your 
care will not be affected.  However, this warning will remain on your medical records for a 
period of one-year from the date of issue, and if there is a repetition of your unacceptable 
behaviour then consideration will be given to one or more of the following actions: 
 
• The withdrawal of NHS Care and Treatment, subject to clinical advice. 

 
• The matter will be reported to the police, with a view to this health body supporting a 

criminal prosecution by the Crown Prosecution Service. 
 

• The matter will be reported to the Trusts Legal team where necessary for further legal 
advice.  

 
 

• Consideration will be given to obtaining a civil injunction in the appropriate terms.  Any 
legal costs incurred will be sought from yourself. 

 
In considering withholding treatment this trust considers cases on an individual basis to 
ensure that the need to protect staff is balanced against the need to provide health care to 
patients.  An exclusion from NHS premises would mean that you would not receive care at 
this trust and your consultant (insert name) would make alternative arrangements for you to 
receive treatment elsewhere. 
 
To assist you I enclose examples of what we consider to be examples of unacceptable 
behaviour and our sanctions should there be a repetition of unacceptable behaviour. 
 
If you consider that your alleged behaviour has been misrepresented or that this action is 
unwarranted, please contact in writing the Local Security Management Specialist (insert 
details) who will review this decision in the light of your account of the incident. 
 
A copy of this letter has been issued to your GP and consultant. 
 
Yours faithfully 

Template Final Warning Letter   
 Health & Safety Services - Corporate Medical  

November 2018 
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1. The following circumstances are not exhaustive but are types of behaviour that are not 

acceptable:- 
 

• Physical assault 
• Offensive language, verbal abuse and swearing which prevents staff from doing their job 

or makes them feel unsafe 
• Loud and intrusive conversation 
• Unwanted or abusive remarks 
• Negative, malicious or stereotypical comments 
• Invasion of personal space 
• Brandishing of objects or weapons 
• Attempted physical assault 
• Offensive gestures 
• Threats or risk of serious injury 
• Bullying, victimisation or intimidation 
• Stalking 
• Spitting 
• Alcohol or drug fuelled abuse 
• Unreasonable behaviour and non-cooperation such as repeated disregard for hospital 

visiting hours 
• Any of the above linked to destruction or damage to property 
• Drug dealing 
• Theft. 

 
SANCTIONS 
 
2. It is the case that if the Patient complies with the terms of the Procedure he/she can expect 

the following: 
• That their clinical care will not be affected in any way; 
• That, where substance abuse has been identified, appropriate assistance will be 

provided. 
• That a copy of the Final Warning Letter will be filed in the LSMS Office and a copy will 

also be kept in the Patient’s notes. The existence of this Letter will be highlighted on 
HISS and equivalent systems. 

• That the Trust Security Manager and the site managers will be informed, where 
appropriate. 

• That the Trust will fully investigate all valid concerns raised by the Patient. 
• That this Final Warning will lapse after one year. 
• Failure to comply with terms of this Final Warning will, at the request of the relevant 

directorate General Manager and the Medical Director (or their nominated deputies) 
result in exclusion from the Trust . 

• Such an exclusion will last one year, subject to alternative care arrangements being 
made; the provision of such arrangements will be pursued with vigour by the relevant 
clinician. In the event of an excluded individual presenting at the Trust’s Emergency 
Department for emergency treatment, that individual will be treated and stabilised with, if 
necessary, security staff in attendance. Where possible, they would then be transferred 
immediately. However, if admission is unavoidable security staff will, if necessary, 
remain in attendance. The need for security attendance will be determined by an 
appropriate member of staff. 

• If the Patient behaves unlawfully then he/she will be reported to the police and The Trust 
will seek the application of the maximum penalties available in law. The Trust will 
prosecute all perpetrators of crime on or against Trust property, assets, and staff. 
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1. The decision to exclude can only be taken by both the relevant CMG Manager and  
the CMG Director in conjunction with the LSMS (or in their absence their nominated 
deputies), once alternate care arrangements have been made.  This does not 
preclude the relevant clinician discharging a patient who no longer requires in-
patient care in the normal manner. 
 

2. The responsible consultant must be informed and write to the patient’s GP detailing 
the exclusion and the reasons for it. 

 
3.  The patient must be informed that they may challenge an exclusion via the 

established complaints procedure. 
 
4.    The Local Security Management Specialist (LSMS) must be informed and they will 

facilitate the dispatch of a written confirmation from the Chief Executive or Security 
Management Director, to the patient’s home. 

 
5. The Director of Safety and Risk, CMG Director/Head of Nursing, Head of Facilities 

and the site managers must also be informed. 
 
6. A detailed record of the rationale for exclusion and of the alternate arrangements for 

care should be kept in the patient’s medical and nursing documentation. 
 
7. The exclusion notice will be recorded (flagged) on Patient Centre. 
 
8. If an excluded individual returns in any circumstances other than a medical 

emergency, security staff should be called immediately.  The Trust will subsequently 
seek legal redress to prevent the individual from returning to Trust property. 

  
9. If an excluded individual attends site for emergency medical treatment, staff should 

consider requesting Security attendance, unless the medical emergency renders the 
individual incapable of being violent or abusive. 

 
10. An example of a letter excluding a patient from treatment is provided in Appendix 5E 

below. Such letter must only be issued on the authority of the CMG Director/Lead 
nurse and LSMS. 

Patient Exclusion/Withholding of 
Treatment  - 

Procedure Checklist 
 

Health & Safety Services  - Corporate Medical  
November 2018 

Appendix 5D Appendix 
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LEGAL DEPARTMENT 

 
 
 Our Ref:   

Your Ref:        
 
Telephone:  
Fax:   

           
     Date:  

 
Dear  
 
Withholding Treatment 
 
I am writing to you concerning an incident that occurred on……..at ….. 
  
It is alleged that you  
 
Behaviour such as this is unacceptable and will not be tolerated.  This Trust is firmly of the 
view that all those who work in or provide services to the NHS have the right to do so 
without fear of violence or abuse.   
 
Following previous warnings of (insert dates) and following clinical assessment and 
appropriate consultation, it has been decided that you should be excluded from Trust 
premises.  The period of this exclusion is 12 months and comes into effect from the date of 
this letter. 
 
As part of this exclusion notice you are not to attend Trust premises at any time except in a 
medical emergency.  If you have a medical emergency then you should attend the 
emergency department at (insert name of hospital).  
 
However, for the avoidance of doubt, you should not attend the appointment 
previously made for you to see ……….., as this appointment will be cancelled. 
 
Contravention of this notice will result in one or more of the following actions being taken : 
 

• Consideration will be given to obtaining a civil injunction in the appropriate terms.  
Any legal costs incurred will be sought from yourself. 

 
• The matter will be reported to the police with a view to this health body supporting a 

criminal prosecution by the Crown Prosecution Service. 
 
 

Template Letter  
Patient Exclusion/Withholding of 

Treatment  
 

Health & Safety Services Team - Corporate Medical  
November 2018 

Appendix 5E Appendix 
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In considering withholding treatment this health body considers cases on their individual 
merits to ensure that the need to protect staff is balanced against the need to provide 
health care to individuals. 
 
If you consider that your alleged behaviour has been misrepresented or that this action is 
unwarranted, please contact me in writing within the next seven days and I will review this 
decision in the light of your account of the incident. 
 
A copy of this letter has been issued to your GP and to your Consultant. 
 
 
 
Yours faithfully 
 
 
 
 
Chief Executive / Security Management Director 
(delete as appropriate) 
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1 INTRODUCTION 
 

This document provides guidance for practitioners, where the use of physical intervention and 
restraint may be necessary. This guidance forms part of the Management of Violence and 
Aggression Policy and is an appendix to that policy. 

 
2 SCOPE 
 

2.1 This guidance is part of an overall programme of Care and Control and applies to all staff 
including temporary, agency, contracted and other professional visitors and sets out the 
roles and responsibilities within the Trust for the safe management of physical intervention 
and restraint practice.  

 

2.2 When considering the use of restrictive physical intervention with children, further guidance 
is available for staff described in the Clinical Holding in Children - Guidelines for Practice, 
attached at Appendix 9 of this document.   

 
3 AIMS / STATEMENT OF INTENT 

 
3.1 The aim of the guidance is to provide managers and staff with advice on the management 

and use of ‘Physical Intervention and Restraint’.  

 
3.2  Restraint practices should only be carried out by staff who have received Level Three  

training in restraint techniques provided by the organisation as per Section 7 of the 
Management of Violence, Aggression and Disruptive Behaviour Policy. This does not 
preclude staff from using other methods of reasonable force where circumstances justify 
such use. 
 

3.3 Wherever possible staff should adopt a minimal intervention approach, unless the risk to  
staff and other patients indicates that a higher level of intervention is required. Compliance 
with this should ensure that: 

A. Any use of force is necessary and lawful in its application 
B. All incidents regarding the operational use of physical force are planned and controlled 

by suitable and sufficient risk assessments, procedures and guidance and competent 
staff training.   

 
 
4 DEFINITIONS 
 
4.1 Physical intervention 
4.1.1 Physical intervention is defined within the Trust as -  

“Any method of intervening physically with a person in order to resolve an unsafe situation”.  

 

Guidance for the use of Restraint  
Management of Violence and Aggression Policy 

Appendix 6 Appendix 
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4.1.2 Not all physical interventions amount to restraint, For example guiding, escorting or holding 
a person, where use of force is not restrictive or applied is considered physical intervention 
but not restraint. 

4.1.3 The use of Disengagements or defensive techniques, (for example escaping from 
someone’s grasp) does not amount to restraint. 

 

4.2 Restraint 
4.2.1 Restraint occurs where a person has his or her movement physically restricted by the 

intentional use of force by a member of staff, and is usually applied without the person’s 
consent 

4.2.2 Restraint can be partial, restricting and preventing a particular movement, or total as in the 
case of immobilisation. 

4.2.3 Restraint may be applied using any manual method, physical or mechanical device, 
material, or equipment that immobilises or reduces the ability of a person to move his or her 
arms, legs, body or head freely.  

4.2.4 A person’s violent or aggressive behaviour may also be controlled with the use of a drug or 
medication administered appropriately to manage the patient’s behaviour. Such drugs may 
also be used with the patient’s consent, or in patient’s who lack capacity to consent under 
guidance of the Mental Capacity Act 

 

4.3  Decision Maker 

4.3.1 Under the Mental Capacity Act, many different people may be required to make 
decisions or act on behalf of someone who ‘lacks capacity’ to make decisions for 
themselves. 
 

4.3.2 Where the decision involves the provision of medical treatment, the doctor or other 
member of healthcare staff responsible for carrying out the particular treatment or 
procedure is the decision-maker. Where nursing or paid care is provided, the nurse 
or paid carer will be the decision-maker. 

 
4.4 Incident Manager 
 
 The incident manager is the person in charge of the ward area or department at the 

time of the incident. 
 
5 ROLES AND RESPONSIBILITIES 
 
5.1  Responsibilities of Managers (Ward, Clinic & Department) must: 

a) Familiarise themselves with this guidance, and ensure that the contents of the 
documents are brought to the attention of employees under their supervision. 

b) In their areas where the use of restraint is foreseeable should ensure there is access to 
Basic Life Support (BLS) equipment within 3 minutes as set out in (NICE 2015) NG10.  

c) Carry out assessment of the risk of reasonably foreseeable violence in their areas of 
responsibility and put in place a hierarchy of measures aiming to plan, predict, prevent, 
protect and control the generic risk of violence so far as is reasonably practicable.   See 
Appendix 13. 

d) Put in place an individual behaviour management plan for any patient where there is a 
foreseeable risk of violence that may require the application of physical intervention 
methods, using Appendix 10 Patient Specific Assessment Form. 
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e) Ensure all relevant staff undertake Personal Safety, Disengagement Skills, Safe Holding 
Skills and other relevant Aggression, Violence and Harassment training as set down in 
the Management of Violence, Aggressions and Disruptive Behaviour Policy. 

f) Ensure appropriate Management Plans are in place for all Patients who have been 
assessed as posing a high risk of Aggression, Violence or Harassment. All such plans 
must be brought to the attention of all relevant staff.  

g) Ensure that on occasions where restraint is used, that policy is followed and the event is 
properly recorded including the use of body maps (see Appendix 12) to record any injury 
caused to the patient. 

h) Ensure staff involved in (or witness to) restraint are offered post incident support, either 
via the Occupational Health Department or AMICA.  

Ensure that the Local Security Management Specialist (LSMS) is informed of the use of 
restraint or incident (even if restraint is avoided) and is copied in on any subsequent 
correspondence.  

 

 

5.2 The Local Security Management Specialist will:-  
a) Ensure our in-house Security training provision is in line with national guidance the 

Service Level Agreement between the Security provider and the Trust is in place, which 
complies with this policy and outlines the levels of training required by security staff this 
will also include any nominated UHL staff members.  

b) Ensure with departmental managers that there are sufficient numbers of appropriately 
trained staff at each site and at all times of the day to respond to requests for support 
and assist in physical intervention and restraint practice.  

c) Liaise with relevant external agencies as appropriate.  

d) Be involved in the de-brief and any subsequent follow up activity.  

e) Provide regular updates to the UHL Security Management and Policy Liaison Group.  

f) Ensure relevant staff involvement in planning the Trust response to an expected 
situation where the need for restraint is considered probable.  

g) Ensure all staff are fully aware of the Trust Policies & Procedures relating to the 
Aggression, Violence or Disruptive Behaviour Policy. 

h) Advise the Trust and its employees on any change in legislation, or guidance relating to 
physical intervention and restraint practice.  

i) Ensure a procedure is in place to enable staff to apply a consistent approach to a 
request for restraint.  

 

5.3 Staff Trained and Authorised to Carry Out Physical Restraint 
 Staff who carry out physical restraint must:- 

a)  Apply restraint in accordance with training and guidelines outlined in   
     the Management of Violence, Aggression and Disruptive Behaviour Policy. 
 
 
b) Having restrained an individual must complete the use of force/restraint technique 

feedback form, contained in Appendix 11 and return these forms to the Trust LSMS. 
 
c)  Complete a Datix report in relation to the fact that physical restraint was used.   
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d)  Ensure that training is up to date in accordance with the Management of Violence,  
     Aggression and Disruptive Behaviour Policy. 
 
e)  Take personal responsibility for ensuring and recording practice time in relation to the  
     application of Disengagements and restraint techniques. 

 

5.4  All Staff are Responsible for  

a)  Taking reasonable care of themselves and other people who may be affected by theirr 

 action. 

b)  Co-operating by following policies and procedures designed for safe working. 

c)  Reporting all incidents involving verbal abuse, disruptive behaviour, threats and physical    

     assault on Datix and to the Police where appropriate. . 

d)  Taking part in training designed to meet the requirements of the policy. 

 
6 GUIDANCE STATEMENTS  
 

6.1 Main Principles of Restraint 
When considering the use of restraint the following principles should be applied 

6.1.1 Physical Intervention / Restraint should generally only be used as a last resort option to:  

a) Preventing harm to self. 

b) Preventing harm to another. 

c) Preventing serious damage to property. 

d) Effecting a lawful arrest. 

6.1.2 There may be circumstances where the use of physical restraint may be necessary as a 
primary and first option as the situation is so serious and the danger so imminent that it 
requires the use of immediate force to prevent further harm or suffering from continuing. 

6.1.3 Any application of force needs to be reasonable and proportionate.  The application of 
physical force for the purpose of restraint will amount to the removal of a person’s liberty. 
The lawful authority for such action is laid down in the following: 

a) Common Law. 

b) Section 3(1) Criminal Law Act 1967. 

c) Section 24(1) PACE 1988. 

d) Article 2 – Human Rights Act 1998. 

e) Article 5 - Human Rights Act 1998. 

f) Mental Capacity Act 2005 and Deprivation of Liberty Safeguards 2009. 

g) Childrens Act 1989. 

6.1.3 Physical restraint is the balance between the need to apply physical force, against the right 
of the individual to whom it is being applied, to be prevented from being harmed.  Restraint 
should only be used as an act of care and control in the best interest of patients, staff and 
others and should not be used for retribution, retaliation, punishment or revenge. 
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6.1.4 The use of physical or chemical restraint (and in extreme cases the withholding/withdrawing 
of treatment), should only be considered when all other methods of behaviour management 
have been considered  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. The self-respect, dignity, privacy, cultural values, race and any special 
needs of the patient should be considered so far as is reasonably practicable. 

6.1.5 That the management of difficult and challenging behaviour is an activity requiring decency, 
honesty, humanity and respect for the rights of the individual, balanced against the risk of 
harm to themselves, staff and members of the public. Restraint should only be used for the 
amount of time absolutely necessary. 

6.1.6 Staff should not put themselves or others in further danger by the use of unsafe or high risk 
techniques.  

6.1.7 Every attempt should be made to secure the presence of sufficient numbers of staff before 
attempting restraint. 

6.1.8 Staff should not engage in single person restraint. Where staff are alone and the threat of 
attack is believed to be imminent they should employ defensive or Disengagements 
techniques in order to create a window of opportunity to escape the threat. Staff should 
attempt to contain rather than restrain where possible. 

6.1.9 Restraint practices should only be carried out by staff who have received Level Three 
training in restraint techniques provided by the organisation as per Section 7 of the 
Management of Violence, Aggression and Disruptive Behaviour Policy. This does not 
preclude staff from using other methods of reasonable force where circumstances justify 
such use i.e. In an emergency situation of preserving life.    

 
6.1.10 Wherever possible staff should adopt a minimal intervention approach, unless the risk to 

staff and other patients indicates that a higher level of intervention is required.  

6.1.11 Following the use of restraint a full review of the incident should take place to ensure that 
any restraint used is reasonable, proportionate and necessary, this includes recording the 
incident and the completion of body maps (See Appendix 12) where injuries have been 
caused as a result of restraint. 

6.1.12 That incidents where restraint is used, are monitored by the Health and Safety Services 
team and formally reviewed by the UHL Security Management and Police Liaison Group.  

6.2 Deprivation of Liberty 
Where it is known or reasonably foreseeable that a patient may lack capacity to consent to 
being in hospital to receive care or treatment and any restrictions placed upon him may 
amount to a deprivation of liberty then a deprivation of liberty authorisation may be 
necessary (see UHL Deprivation of Liberty Safeguards - policy and procedure). Where there 
is any doubt, staff should seek further guidance from the ‘named nurse - Safe Guarding 
Adults’, Head of Legal Services, Matrons, Lead Nurses, Heads of Nursing, Head of 
Safeguarding or  Chief Nurse.  

6.3 Initiating or Utilising Restraint 
Good incident management is crucial to the successful resolution of incidents of violence 
and aggression. To ensure the safety and health of all present it is essential that any actions 
are coordinated to maximise certainty of outcome in the best interests of everyone. All 
incidents will be managed by a person designated. On most occasions this will be the 
Person in Charge of the Ward or Department, or the Duty Manager In their absence the 
senior person will act as ‘incident manager’ relieved by either the person in charge of the 
ward or department or the Duty Manager. The incident manager is responsible and 
accountable for coordinating the safest outcome taking into account their knowledge of all 
the circumstances that exist at the time 
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It is recognised that in circumstances where the use of restraint is being considered, that a 
team approach is adopted with the key roles identified. This should be co-ordinated by the 
clinical person in charge of the area at the time of the incident. 
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No. Procedure for Initiating or Utilising Restraint – Management of the Incident 
6.4 The member of staff identifying the violent or aggressive behaviour or intent will:- 

a) Report the incident to the designated Person in Charge of the area.  
b) Wherever possible and if it is safe to do so, move other patients away from the vicinity. 

Obtaining assistance of other staff to do this if necessary.  
c) Attempt to de-escalate by reassurance and other means.  
d) Maintain dialogue with the patient where possible 
e) Provide a full explanation of the circumstances of the incident to the person in charge of 

the ward or department. 
6.5 The Designated Person in Charge of the area (Clinical) will assume the role of Incident 

Manager, until the Duty Manager or their Deputy arrive and take over responsibility for 
Incident Management. The incident manager will:- 
a) If they consider restraint is likely, request (without delay) the presence of the security  

response team and Duty Manager and/or the Police, as appropriate. In all instances 
where the assailant is in possession of a weapon the police must be summoned. 

b) Ensure that clinical advice is sought and taken into consideration before any restraint 
practice is initiated, and that a clinical lead is identified to provide leadership and support. 

c) Adopt the role of Incident Manager for any restraint that does take place, and conduct the 
risk assessment (Dynamic Risk Assessment in the case of live incidents) of the 
circumstances that will determine whether restraint is appropriate and justified.  

d) Have a sufficient understanding of restraint processes, of the law, and of this policy to 
ensure a satisfactory outcome for all involved.  

e) Inform appropriate medical staff and the Duty Manager with appropriate urgency.  
f) Ensure that wherever possible de-escalation techniques are used throughout a restraint 

process.  
g) Arrange for the family, friends or carer to be contacted/be involved if they may have a 

calming influence on the person. 
h) Arrange and lead the de-brief and participate in any subsequent follow up and support.  
i) Ensure the incident is reported via Datix and in accordance with Trust Policy. 
j) Take charge and be responsible for the management of the incident until its conclusion. 
k) Consult with sufficient staff to make an informed judgement that restraint is necessary 

and appropriate under the existing circumstances 
l) Consider whether alternative behaviour management measures may be more effective 

and appropriate than the use of restraint.  
m) Seek clinical advice (where possible), before using any form of restraint to identify if there 

are health or medical conditions that would prevent the use of restraint, or necessitate 
close medical observation during the restraint.  

n) Ensure that only those staff who have successfully completed the approved training 
course and who are in date for their training are expected to take part in incidents 
requiring the application of restraint. 

o) Staff who are not directly involved in restraint to other duties (for example comforting 

Procedure for Initiating and Managing 
Restraint  

Management of Violence and Aggression Policy 

Appendix 7 
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No. Procedure for Initiating or Utilising Restraint – Management of the Incident 
other patients or controlling access to the scene) 

6.6 Care of the patient during the procedure 
Physical Monitoring is important during and after restraint. This should be documented as 
part of the risk assessment and also in the Plan of Care. Monitoring must be undertaken by 
the Clinical Team in attendance and must include observations using the Early Observations 
EObs criteria. 
This is especially important:- 
a) Following a prolonged or violent struggle.  
b) If the person has been subject to enforced mediation or rapid tranquilisation. 
c) If the person is suspected to be under the influence of alcohol or illicit substances.  
d) If the person has a known medical condition which may inhibit cardiopulmonary function 

e.g. obesity (when face down), asthma, heart disease etc.  
6.7 Post Incident Support 

The aim of a post-incident review should be to seek to learn lessons, support staff and 
patients and encourage the therapeutic relationship between staff, patients and their carers. 
(NICE 2015)NG10.  
A de-brief should take place as soon as practicably possible post-incident unless there are 
exceptional circumstances which prevent this. Reflective reviews and root cause analysis are 
essential after restraint. 
The review should address:- 
a) What happened during the incident? 
b) Any trigger factors. 
c) Each person’s role in the incident.  
d) Their feelings at the time of the incident, at the review and how they may feel in the near 

future.  
e) What can be done to address their concerns?  
As soon as practicably possible following the use of physical interventions the staff involved 
will meet together. This time will be used to discuss any issues anyone may have as well as 
reviewing the details of the incident itself. Any significant points raised must be documented 
and discussed with the LSMS.  
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.  
The person leading the team must ensure the Trust’s Incident Reporting form and process is 
completed.  
All staff engaging in Physical Intervention and restraint practice will be fully supported by the 
Trust in accordance with the Trust policy on Violence and Aggression Part 1 - Statement of 
Intent. 

6.8 Post Incident Investigation 
Following every incident where physical intervention and restraint had been applied by staff, 
there will be a post incident investigation. The aim of this is to establish the facts, analyse the 
cause, identify triggers and any necessary improvements to the safety management system 
or staff practice. 
Responsibility for post incident investigation lies with the Trust Health and Safety Advisor 
supported by the relevant CMG Staff and the Local Security Management Specialist. 
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No. Summary of recognised methods of restraint 
7.1 Behaviour management guidance 

A key principle of using de-escalation techniques is to calm a situation and avoid the need for 
restraint by applying techniques including communication and distraction. Conflict Resolution 
Training (Personal Safety) is mandatory for all Front line NHS staff. Booking details can be 
found on the UHL. Managers must ensure all staff within their area of responsibility attend 
this training. 

7.2 Physical Interventions/Restraint 
Any staff using physical restraint should:- 
a) Wherever possible use de-escalation techniques irrespective of the stage of the restraint.  
b) Ensure that one member of staff leads the team and assumes control of the person being 

restrained throughout the process. He or she should ensure that the restrained person’s: 
o head and neck is appropriately supported and protected. 
o airway and breathing are not compromised. 
o vital signs (pulse, Blood Pressure and Respiratory rate Rate) are monitored. 

c) Monitor the person’s overall physical and psychological well-being throughout. For safety 
reasons, during a 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. (See also face down/prone restraint – 7.3). 

d) To avoid prolonged physical intervention/immobilisation, consider rapid tranquillisation or 
seclusion (which may be safer where appropriate) as alternatives.  

e) Every effort should be made to use skills and techniques that do not use the deliberate 
application of pain.  

f) The level of force applied must be reasonable and necessary and proportionate to a 
specific situation, and be applied for the minimum possible amount of time.  

p) Any person subject to restraint must be physically monitored throughout the incident. 
Post-restraint, the person who has been restrained will be reviewed for placement on the 
appropriate observations level, for a period of up to 48 hours. During this time physical 
observations must be recorded and the observing nurse be fully aware of the possibility 
of restraint/positional asphyxia 

7.3 Prone Restraint 
a) Restraining patients on the floor in the prone position presents an increased risk of death 

due to positional asphyxiation and should be avoided wherever possible. If staff should 
find the person in the prone position, restraint should only be maintained for the shortest 
amount of time necessary to bring the situation under control. Where prone restraint 
occurs, care must be taken to monitor the patient for signs of positional asphyxiation, 
excitable delirium and hypothermia. 

b) Prolonged restraint and prolonged struggling will result in exhaustion, possibly without 
subjective awareness of this, which can result in sudden death.” 

c) Techniques that increase the risk of death should not be used. The following actions are 
necessary to avoid or reduce that risk.  

o Do not use neck locks. 
o Restrict the use of prone restraint unless absolutely necessary for control. 
o Once controlled move subject onto their side, or into a standing or seated 

position as soon as possible. 
o Monitor breathing and pulse rates and seek medical examination immediately 

- especially if the subject should become very passive or calm. 
o If possible contain rather than restrain; 
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No. Summary of recognised methods of restraint 
o If possible, avoid situations in which prolonged restraint and prolonged 

struggling become necessary; 
o If restraint becomes unmanageable,  Staff Must contact the Police 

immediately on 999. 
 

7.4 Rapid Tranquilisation/Chemical Restraint 
a) In carrying out rapid tranquilisation the patient should be able to respond to 

communication throughout the period of rapid tranquilisation. The aim of the rapid 
tranquilisation is to achieve a state of calm sufficient to minimise the risk posed to the 
patient or to others (NICE 2015)NG10.  

b) Medication for rapid tranquilisation, particularly in the context of physical intervention, 
should be used with caution owing to the following risk:- 

o Loss of consciousness instead of tranquilisation. 
o Sedation with loss of alertness. 
o Loss of airway. 
o Cardiovascular and respiratory arrest. 
o Interaction with medicines already prescribed or illicit substances taken. 
o Possible damage to patient-staff relationship. 
o Underlying coincidental physical disorders.  

c) After rapid tranquilisation is administered, staff should recognise the importance of 
nursing the patient in the recovery position (where safely possible). Staff should monitor 
and record pulse, blood pressure, hydration, SPO2, (Peripheral Capillary Oxygen 
saturation) GCS (Glasgow Coma Scale) including Respiration.  

 
 

No Use of Force to hold or restrain patients lacking capacity when acting in the patients     
best interest to carry out medical procedures, treatment or examination 

8.1 Mental Capacity and acting in Patients best interests including Decision Maker 

There may be occasions where a patient refuses a medical examination, intervention 
and/or treatment, without which they are likely to suffer serious harm or detriment to their 
health. On such occasions and in accordance with the provisions of the Mental Capacity 
Act, medical or nursing practitioners (Decision makers) may assess that the person lacks 
capacity to consent to examination or treatment. See definitions for ‘decision maker’.  

Having considered and tried less restrictive options,  the decision maker may as a last 
resort, (or in emergency/life threatening situations as a first resort) assess it is necessary  
to carry out the examination or treatment against the persons wishes, acting in the 
patients best interests.  To do this safely it may be necessary and appropriate to apply 
safe holding and/or physical restraint techniques to the patient.  When doing so the 
amount of force used to achieve the outcome must be necessary and proportionate to 
the risks of harm to the patient and others.   

8.2 Use of force to carry out treatment, medical procedures and/or examination  

Where the patient becomes violent or aggressive towards staff (or is likely to become 
violent and aggressive) when acting in the patients best interests, and it is necessary to 
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restrain the patient  to prevent harm, the medical or nursing staff may call upon the 
assistance of  security staff this will include all staff who have been trained in restraint to 
carry out, or assist with, physical holding or restraint of the patient whilst the procedures 
are carried out. 

When requesting security staff  to use physical force for the purposes above, the’ 
decision maker’ (UHL medical or nursing staff) will provide those staff with sufficient 
instruction and information to ensure they have lawful excuse to use reasonable force.   

8.3 Vicarious Liability 

When Agency security staff is acting under the instructions of UHL medical or nursing 
staff, to apply safe holding or restraint techniques, in the best interests of the patient, 
UHL will accept vicarious liability for the lawful actions of those staff.  

8.4 Documenting decisions 

At the earliest opportunity following the medical intervention, the ‘decision maker‘ will 
record the ‘best interests decision’ and reasons for assessing the use of safe holding or 
restraint of the patient was lawful, necessary and proportionate. 
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Patient becomes Violent Aggressive or Disruptive and 
has not responded to calming measures 

Inform security team senior medical staff/Duty manager 

The person in charge of the area to undertake a dynamic risk 
assessment of the situation and take charge until a full hand over is 

given to the appropriate staff   

If the Police are not present and an imminent risk exists, decide if the 
situation can  be dealt (contain or restrain) with by UHL Staff. 

Wait for 
Police 

Contain the 
situation 

Chemical 
Restraint 

Security team will 
assist in 

restraining patient 

Physical Restraint 
Necessary 

Minimum of 3 trained staff with 
member of medical/nursing 

staff in attendance 

Agree action/technique  
Response team apply  

restraint 

Maintain restraint as long as 
necessary 

Monitor patient.- clinical staff 
to fulfil this role 

 

Control achieved? 

Complete an 
IR Datix form 

LSMS to monitor all 
restraint activity 

Person in Charge to arrange 
de-brief as soon as possible 

  

Involve family? 

Review 
Policy/Procedure 

Yes 

No 

Yes No 

Internal  
Investigation 

Appendix 8 

Flowchart for Initiating or Utilising 
Restraint 

University Hospitals of Leicester NHS Trust 
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1. Introduction 
The purpose of this guideline is to provide all clinical staff with the required information related to 
the clinical holding of babies, children and young people for clinical procedures. The guideline is 
intended as a set of principles and key methods and recognises that on occasion children may need 
to be held in a safe and controlled manner for a variety of procedures. The child’s safety and 
welfare are of paramount importance and staff must continue to support the ethos of caring and 
respect for the child’s rights. Clinical holding or containing without the child/parent/carer’s consent is 
a last resort and must not be used as the first line of intervention. 
 
2. Scope  
This policy applies to all staff working with University Hospitals of Leicester NHS Trust 

 
3. Professionals Duty of Care 
Registered nurses are bound by a 'duty of care' and are accountable for promoting and protecting 
the rights and best interests of their patients'. Where the use of restraint, holding still and containing 
children and young people is concerned, all professionals must consider the rights of the child and 
the legal framework surrounding children's rights. This includes the Human Rights Act (1998) and 
the European Conventions on the Rights of the Child, Consent and Capacity Assessment (1989). 
Although regularly used in hospitals for procedure such as Blood Sampling and Cannulation, 
reports have commented that the restraint has caused more distress to the child than the pain of the 
procedure itself (Pearch 2005) 
 

4. Definitions 
4.1.  Restraint The Department of Health for England defines restraint as: 

'The positive application of force with the intention of overpowering the child'. Restraint is, by 
definition, applied without the child's consent. There is also the Department of Health for England's 
specific guidance on restrictive physical interventions for people with learning disabilities and 
autism. 

4.2.  Clinical Holding : Is the proactive immobilisation of a part of the body to which a procedure is 
being carried out. It may be a method of helping children, with their permission, to manage a painful 
procedure quickly or effectively for example holding an arm from which blood is being taken in order 
to prevent reflex withdrawal and thus unnecessary pain or distress or injury to the child. Holding is 
distinguished from restraint by the degree of force required and the intention. 

4.3. Containing and preventing from leaving: This is defined as physical restraint or Barriers that 
prevent the child leaving, harming itself, or causing serious damage to property. All restriction of 
liberty in health authority/board settings is governed by the 1991 Children (Secure Accommodation) 
Regulations, the Children Act 1989, the Children (Northern Ireland) Order and the Children 
(Scotland) Act. 

4.4.  De-escalation techniques: These are techniques to reduce the level and intensity of a difficult 
situation. De-escalation means making a risk assessment of the situation and using both verbal and 
non-verbal communication skills in combination to reduce problems. 
 
 

Clinical Holding in Children 
Guidelines for Practice  

Management of Violence and Aggression Policy 
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5.  Guideline Statements and Procedures 
 
It is likely that for clinical procedures such as Blood Sampling or Cannulation the nurse will at most 
hold the child still for the procedure therefore: 
 
Clinical Holding a child for a particular clinical procedure also requires nurses to:- 

a) Give careful consideration of whether the procedure is really necessary, and whether 
urgency in an emergency situation prohibits the exploration of alternatives. 

b) Anticipate and prevent the need for holding, through giving the child information, 
encouragement, distraction and control by talking and listening to the child and their 
parent/carer. 

c) In all but the very youngest children, obtain the child's consent or assent (expressed 
agreement) for any situation, which is not a real emergency. A judgment will need to be 
made by the healthcare professional as to whether the child is competent to give their own 
consent. Please seek advice from child safe guarding teams. 

d) Seek the parent's/guardian's consent, or the consent of an independent advocate. The 
procedure should be explained to the child and or parent/carer in a language that can be 
understood by them. 

e) Make an agreement beforehand with parents/guardians and the child about what methods 
will be used, when they will be used and for how long. Explore all methods available, for 
example play, distraction & local anesthetic cream/spray. The agreement should be clearly 
documented in the plan of care and any event fully documented. 

f) Ensure parental presence and involvement - if they wish to be present and involved. 
(Parents/guardians should not be made to feel guilty if they do not wish to be present during 
procedures. Health Care professionals should explain parents' roles in supporting their child, 
and provide support for them during and after the procedure). 

g) Make skilled use of minimum pressure and other age-appropriate techniques, such as 
wrapping and splinting, explaining and preparing the child/parents beforehand as to what will 
happen? 

h) Comfort the child or young person where it hasn’t been possible to obtain their consent, and 
explain clearly to them why restraint was necessary. 

 
5. Holding Techniques for Infants and Children 
 
Infants, under the age of 1 year, should be wrapped securely in a blanket  
 

                  
 
Older children may sit in an upright position on an adult’s knee or supported by pillows, if 
appropriate  
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For younger children with complex needs, discuss position with parents / carer. 
 
NB: Refer to RCN (2003) guidelines Restraining, holding still and containing children and young 
people. 
 
Pearch J (2005) Restraining children for clinical procedures Paediatric Nursing Vol 17 No 9 

November 
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Name of Patient or Visitor:                                                                     Patient number:  
 (If applicable) 
Ward/department:   

 
IDENTIFICATION OF RISK 

 
 
Describe the foreseeable risk 
(types of behaviour) 
 

 
 
 
 

 
Known triggers 
 
 

 
 
 
 
 
  

Is the risk potential or actual? 
 
 
List who is affected by the risk 
 
 

 
 

 
 
     ASSESSMENT OF RISK 
 

 
In which situations does the risk 
occur? 
 

 
 
 

 
How likely is it that the risk will 
arise? 

 
 
 

 
If the risk arises, who is likely to 
be injured or hurt? 
 

 
 
 

 
What kinds of injuries or harm  
are likely to occur? 
 

 
 
 

 
How serious are the adverse  
outcomes? 

 
 
 

 
Level of Risk  
(High, Medium, Low) 
 

** 
Likelihood:                    Severity:                 Risk Rating = 

 
 Element to be monitored Lead Tool Frequency Reporting arrangements 

Proforma for Assessing and Managing 
Patient or Visitor Behaviours  

Management of Violence and Aggression Policy 
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AGREED BEHAVIOUR MANAGEMENT PLAN 

 
 
Focus of measures 

 
Measures to be employed 

 
Level of risk 

 
 
Proactive interventions to 
prevent risks 
 

  

 
 
Early interventions to 
manage risks 
 

  

 
 
Reactive interventions to 
respond to adverse 
outcomes 
 

  

 
 
     Agreed by:         Title/position:  
 
     Date:   
      _____________________________________________________________________________________________ 
 
 
     OBSERVATION RECORD 
 

 
Date 

 
Person  
reporting 

 
Ward/department 

 
Behaviour observations 

 
Action taken 

 
 
 
 

    

 
 
 
 

    

 
 
 
 

    

 
 
     BEHAVIOUR PLAN REVIEW(S) 
 

 
Date 

 
Name 

 
Job title 

 
Outcome 
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1. What techniques did you use (you may tick more than one) 

            Restraint Hold  Straight Arm immobilisation 

           Sitting position                              Recovery position  
  
Disengagements  Other – please identify : 
__________________________________________________________________  

2. Did you find the technique effective (i.e. was the subject brought under control) ? 
 

Yes 
 
No State your reasons why : 
_____________________________________________________________  

3. Where did the incident take place 
 

Site:             LRI               LGH               GH 

            Ward   Dept                Internal Public Area               External Public area 

Exact Location : 
____________________________________________________________ 

4.        Was it difficult to gain control ? Yes  No  

 
 If YES, was it because:          (tick all that applies) 
 

            The subject was violent 

 The subject was strong 

 Was not complying with any verbal instruction 

            Your partner couldn’t get a controlling hold / lock 

 You were in fear of being assaulted 

 You were in fear of others being assaulted 

Other reason     (explain)                  
 

5.        Did the subject appear to be under the 
influence of drink or drugs ? 

6.      Was a weapon involved ? 

Yes               Drink/ Drugs / Both       No              Yes           (Describe)             No 
 

 

7. If there are any other comments that you would like to add which can help us devise or 
modify your training please state them in the space below 

 
 ** On completion return the form to: Health and Safety Services Red Brick Building, Leicester 
General Hospital. 
 

Physical Intervention and Restraint  
 
Technique Feedback form  
 

 
Management of Violence and Aggression Policy 
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Physical Intervention and Restraint  
Body Map  

Management of Violence and Aggression Policy 

Patient Details 
 
Full Name 
 
 
DOB 
 
 
Unit Number 
 
 

 
    

Staff Details 
 
Name: 
 
Title: 
 
Date: 
 
Signature 
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This is a risk assessment checklist.  Once completed, a Trust Risk Assessment should be completed  

Violence Aggression and Disruptive Behaviour Risk Assessment Checklist 
 

Department: Location: 
Assessment Date: Review Date: 
 

1.        LIKELIHOOD OF VIOLENCE 

Issue Analysis Comments Action to be 
Taken 

Do staff have direct contact with service users or members of the public as part of their work? Yes/No  
 

Do staff consider themselves threatened or at risk of violence during their work? (Issue 
personal questionnaire) 

Yes/No  
 

Have there been reported incidents of violence and how frequently do they occur?   
 

Physical Assault 
 � Daily   � Weekly   � Monthly   � Rarely   � Never 

 
Yes/No  

 

Verbal Abuse/Threatening Behaviour 
 � Daily   � Weekly   � Monthly   � Rarely   � Never 

 
Yes/No  

 

Do staff ever have to use physical force: 
 

 
 

� In self/defence Yes/No  
 

� To restrain Yes/No  
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Are staff exposed to significant risk factors such as:  

 
 

� Working in isolation Yes/No  
 

� Working alone in the Community Yes/No 

� Working out of hours Yes/No 

� Having to give bad news Yes/No 

� Dealing with controversial issues (ie child protection issues, etc) Yes/No 

 
THE OVERALL LIKELIHOOD OF VIOLENCE OCCURRING IN THE DEPARTMENT IS:   Rare / Unlikely / Possible / Likely / Almost Certain 
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2. SEVERITY OF VIOLENCE 
 

Issue Analysis Comments Action to be Taken 

Have any of the following assaults ever 
occurred in the Depart: 

  
 

� Verbal Abuse Face to Face Yes/No  
 

� Verbal Abuse over the Phone Yes/No  
 

� Punched Yes/No  
 

� Kicked Yes/No  
 

� Slapped Yes/No  
 

� Grabbed by Wrists/Arms Yes/No  
 

� Grabbed by the Throat Yes/No  
 

� Spat at Yes/No  
 

� Bitten Yes/No  
 

� Head Butted Yes/No  
 

� Strangled from Front Yes/No  
 

� Strangled from Rear Yes/No  
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� Bear Hugged from Front Yes/No  
 

� Bear Hugged from Rear Yes/No  
 

� Struck by Objects held by Assailant Yes/No  
 

� Struck by Objects thrown by Assailant Yes/No  
 

Where violence has occurred, identify the 
injuries caused to staff or patients: 

  
 

� Minor Injury (injuries requiring First Aid (ie 
bruise, small cuts etc)) Yes/No  

 

� More significant injury (eg injuries requiring 
treatment, ie stitches etc.) Yes/No  

 

 

� Serious injury (Injury requiring time off work 
for 7 days or more) Yes/No 

 
 

� Very Serious (Injuries requiring hospital 
attendance) Yes/No 

 
 

� Life Threatening Yes/No  
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Issue Analysis Comments Action to be Taken 

Were any of the following weapons used 
against staff or patients: 

  
 

� Syringe, scalpel, scissors Yes/No  
 

� Bottle or other glass objects Yes/No  
 

� Knife Yes/No  
 

� Stick, furniture Yes/No  
 

� Dog  Yes/No  
 

� CS Spray Yes/No  
 

� Screwdriver Yes/No  
 

� Walking stick  Yes/No  
 

� Gun Yes/No  
 

� Other items (please specify)  
   

 

Have incidents required the assistance of 
the Police/ Security? Yes/No  

 

   

 

 
THE POTENTIAL SEVERITY RESULTING FROM VIOLENCE OCCURRING IN THE DEPARTMENT IS: Insignificant /Minor / Moderate / Major /     
                                                                                                                                                           Extreme 
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3. EXISTING CONTROLS 
 

 
Issue Analysis Comments Action to be Taken 

Is the entry to the Department controlled? Yes/No  
 

If Yes, indicate the manner of control:   
 

� Reception Desk Yes/No  
 

� Lock and Key Yes/No  
 

� Coded Security Locks  Yes/No  
 

� Card Reader Entry Yes/No  
 

� Buzzer Entry Yes/No  
 

� CCTV Controlled Entry  Yes/No  
 

� Other (please specify) 
  

 
 

Is there a reception desk? Yes/No  
 

If Yes:   
 

� Is it clearly signposted? Yes/No  
 

� Have a wide counter to separate 
receptionist from visitors? Yes/No  
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� Have a raised floor on staff side? Yes/No  
 

� Have a screen to protect staff? Yes/No  
 

� Have a panic alarm fitted? Yes/No  
 

Are staff areas within the Department 
secured from unauthorised access? Yes/No  

 

If Yes, indicate manner of control:   
 

� Lock and Key Yes/No  
 

� Coded Security Locks Yes/No  
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Issue Analysis Comments Action to be Taken 

� Card Reader Entry Yes/No  
 

� Buzzer Entry Yes/No  
 

� CCTV Controlled Entry  Yes/No  
 

� Other (please specify) Yes/No  
 

Are there waiting areas in the Department? Yes/No  
 

If Yes:   
 

� Is there sufficient seating? Yes/No  
 

� Is the environment well-lit? Yes/No  
 

� Is the fabric of the Department clean and in 
good repair? Yes/No 

 
 

Are you aware of the Directorate policy on 
Violence and Aggression? Yes/No  

 

Are there local emergency response procedures 
for dealing with violence against staff, including 
means for summoning assistance? 

Yes/No 
 

 

Have staff received training for dealing with 
violence? Yes/No 

 
 

Identify the type of training provided:   
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� Physical Intervention/Restraint  Yes/No   

� Disengagements/Self-defence Yes/No   

� General Awareness Training Yes/No   

� De-escalation Skills Training  Yes/No   

� Understanding Anger, Aggression & Violence Yes/No   

� Legal Training with regard to the use of physical 
force Yes/No   

Who provided the training?  Please identify the 
name and system of training provided:  

 
 

� Internal – (Name and Department)     

� External –     

� Other –     
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Issue Analysis Comments Action to be Taken 

If Yes, when was the training last given:    

� 1 month ago  � 1-3 months � 3-6 months    

� 6-12 months  � 1-2 years � 2 years +    

Was the training based on a local departmental risk 
assessment?  Yes/No   

In your opinion was the training received:     

� Very Effective � Effective � Not Effective 
� Useless     

� Is there a system for pre-assessing the risk of 
violence from individual clients? Yes/No   

� Is there a detailed whereabouts and call-back 
system? Yes/No   

� Have all staff access to mobile phones/ Yes/No   

� Do staff carry personal attack alarms? Yes/No   

� Have all staff received specific training for working 
off-site or lone working? Yes/No   

Are all incidents of violence reported and recorded?    

� Always    
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� Sometimes    

� Rarely    

� Never    

How are incidents of violence reported and recorded?    

� On an Incident Form    

� Verbally to the Department Manager    

� To the Health & Safety Department    

� On Datix    

RISK RATING TAKING INTO ACCOUNT EXISTING RISK CONTROL MEASURES =    Low / Moderate / High / Extreme     
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Guidelines for applying 
Patient Warning Markers 

  
Management of Violence and Aggression Policy 

1. Introduction 
 
1.1 This guideline has been developed as a proactive measure to protect staff, 

patients and others from the risk of violence and abuse and minimise disruption 
to the delivery of services.  

 
1.2 It is intended to enable the Trust to manage and prevent workplace violence, 

aggression and disruptive behaviour and fulfil the Trust’s duty to the health and 
safety of its staff, patients, visitors and other users of trust services.  

 
2.     Scope 
 
2.1  The guidelines apply to clinical and non-clinical staff who have direct contact with 

patients or who are involved in making patient care arrangements, which involve 
contact with Trust staff. The guideline covers the provision of alerts in relation to 
actual or potential risks of violent, abusive or disruptive behaviour.  

 
2.2 The Trust recognises that some patients may, due to clinical conditions, display 

violent, abusive and/or disruptive behaviours. Whilst consideration will be given 
to such factors it may still be appropriate to apply a warning marker for this 
patient, to protect staff and others who may come into contact with the patient in 
future visits.  

2.3 This guidance applies to all out-patient, inpatient and emergency departments 
within UHL. 

 
3.   Aim 
 
3.1  The aim of this guideline is to provide an early warning to Trust staff, of a 

particular individual or situation that represents a risk to themselves, colleagues, 
patients or other members of the public.  

 
3.2 This is not to attribute blame but is intended to alert staff to the risk of violence 

and enable the Trust to provide security warnings and advice to staff to avoid or 
minimise risk, and to ensure their safety.  

 
3.3 The provision of a warning marker procedure should ensure that key staff within 

the Trust are aware of potential risks and assist in creating a safe and secure 
environment for staff, patients and visitors.  

 
4. Applying and Managing Patient Warning Markers 
 
4.1 Reporting concerns 

Where a member of staff is subjected to or witnesses an incident of violence, 
abuse or other form of unacceptable behaviour toward another member of staff, 
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patient or visitor they should report the circumstances using the Datix Incident 
reporting system. 

4.2 Warning Marker approval 

4.2.1 On receipt of the report the Datix ‘handler’ should enquire into the 
circumstances and gather sufficient information to assess whether the offending 
person is likely to present a future risk to staff, hospital services, or other persons 
accessing the premises.   

4.2.2 Where a future risk is identified the handler should refer the incident and supporting 
information the departmental ‘authorised person(s)’ requesting a review and decision on the 
appropriateness of a warning marker. 
4.2.3 Where the ‘authorised person’ assesses that it is appropriate to apply a warning 

marker, they should complete the warning marker assessment form authorising 
the marker to be placed onto the patient electronic record and passed to the 
‘data entry administrator’ 

4.2.4 The ‘date entry administrator’ will enter the warning onto the patient electronic 
notes (Patient Centre/HISS) in the Special Register section. The Emergency 
Department may also make an entry on Nerve Centre.  

4.2.5 All warning marker entries will remain on the patient record for a period of 12 
months, unless otherwise instructed. Where it is felt a warning marker should 
remain in place for longer than 12 months the ‘authorised person’ should make a 
continuation request to the LSMS. Upon receipt of such a request the LSMS and 
Privacy Lead will carry out a review of the circumstances and approve or deny 
the request. 

4.2.6 Where an extension is approved the warning marker will be reviewed every 6 
months by LSMS and Privacy Lead to ensure it is necessary and lawful. 

4.3 Appeal Procedure 

4.3.1 Patients/visitors may appeal against a decision to place a warning marker on 
their record. The appeal process will consist of two stages.  

4.3.2 Stage 1 appeal - The initial appeal should be made to the ‘authorised person’. 
The authorised person will consider the appeal and take into account any new 
information presented by the patient. The review will be carried out within 14 
days of receipt of the appeal. 

4.3.3 Stage 2 appeal - Where a stage 1 appeal is unsuccessful and the patient 
expresses a wish for further review the patient should contact the (PILS) team, 
who will carry out a Stage 2 review of the circumstances.  The review will be 
carried out within 21 days of receipt of the appeal request. The decision of the 
stage 2 reviewer will be final and there will be no further review carried out within 
the trust. 

4.3.4 Managers may request specialist advice and support throughout all stages of the 
process from the LSMS/Privacy Lead.  
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4.4 Record Management  

4.4.1 Each CMG will be responsible for ensuring that warning markers are applied and 
maintained lawfully and only for as long as necessary. The authorised person will 
be responsible for ensuring entries are removed from the electronic record at the 
expiry period or at the point of successful appeal. 

4.5 Specialist Advice and Support 

4.5.1 LSMS will carry out an annual audit of the warning marker procedure and report 
the findings to the SMPLG and Audit Committee.  

4.5.2 The LSMS/Privacy Lead will conduct periodic announced and unannounced 
sampling of warning marker applications and entries to monitor the integrity of 
lawful application and fair processing. 

4.6 Monitoring and Review 

4.6.1 Each CMG will maintain a record of all warning marker requests and entries. 
They will provide a quarterly report of warning marker approvals to the CMG 
Board and LSMS.  

4.6.2 The LSMS will audit use of the procedure review its findings and provide a 
quarterly report to the SMPLG and relevant CMG boards 

 
5.  Monitoring and Audit Criteria 

 
Key Performance 
Indicator 

Method of 
Assessment 

Frequency Lead 

Appropriate training of 
staff across CMGs 

• Authorised 
Person 

• Data entry 
administrator 

Facilitator to obtain and 
maintain records of all 
staff trained/familiarised 
in each CMG and 
provide information to 
CMG Heads of Nursing 

Annually LSMS 

Compliance with 
procedure   

Review of applications 
and approvals by CMG 

Quarterly 
 

Ward/Departmental  
Authorised Person 
? 

Application of procedure 
and Compliance with 
legislation. 

Audit and Review by 
LSMS and Head of 
Privacy 

6 month 
post 
introduction 
and then  
Annually 

LSMS/Head of 
Privacy  

 
 
7  Supporting Documents and Key References 
7.1 Related Documents 

• NHS Protect guidance on Patient Warning Markers 
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• Data Protection Act including GDPR (General Data Protection Regulations) 
• Mental Capacity Act Policy  (B23/2007) 
• UHL Deprivation of Liberty Safeguards Policy & Procedures (SharePoint Document 

Number: 7152502235) 
• UHL Policy for Assessment and Care Management of Patients At Risk of Wandering 

in the Acute Setting (SharePoint Document Number: 5686082514) 
• UHL Management of Violence, Aggression and Disruptive Behaviour Policy – 

Including Restraint Guidance (SharePoint Document Number: 4310540010) 
• UHL Security Policy (SharePoint document number: 4593279182) 
• UHL Policy for the Reporting and Management of Incidents (including the 

investigation of serious incidents) (SharePoint Document Number: 9002638140) 
• Guidance on the prevention and management of clinically related challenging 

behaviour in NHS settings (Meeting the needs and reducing distress) NHS Protect. 
www.nhsprotect.uk/reducingdistress  
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