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Foreword

You may not know us, but we want to tell you about something very personal
that shattered our lives and changed our family forever.

This is a photo of our son Seni with his grandmother. Everything you need
to know about him is here in this beautiful picture. He was our baby and a
gentle giant. He hated bullying and was always looking out for the less able
and vulnerable people in society.

Seni was just 23 years old — an IT graduate — when he died in hospital on 3
September 2010. He died because of prolonged restraint, when he was held
down by 11 police officers while he was a patient in a mental health hospital.

Seni had never had any mental health issues before, but over that bank
holiday weekend in 2010 he seemed agitated and his behaviour became odd.
We took him to A&E and, after an assessment, we were told to take him to
Bethlem Royal Hospital. We took him there, to what we thought would be the
best place for him to get help.

Foreword



Seni agreed to stay overnight at the hospital as a voluntary patient. We
were asked to leave him at the end of visiting hours, and we did so reluct-
antly. Shortly afterwards, he became agitated when he was stopped from
leaving the hospital because he wanted to come home. The hospital staff
sectioned’ him and called the police who came and agreed to take Seni to a
seclusion room in the hospital. He was co-operative until he stopped at the
threshold of the seclusion room. As soon as he stopped, the police officers
pushed him inside and forced him face down to the floor.

The police officers held Seni face down, shackled his hands with two sets of
handcuffs and put his legs in two sets of restraints. They held him down like
that over a period of some 45 minutes altogether, in a restraint they knew
was dangerous, until he went limp. And even then, instead of treating him
as a medical emergency, they simply walked away: they believed he was
faking it! They left our son on the floor of a locked room, all but dead. All
of this happened in the presence of hospital staff including nurses and a
doctor who stood by and looked on, unable or unwilling to intervene. Seni
never regained consciousness and died four days later. That is how we lost
our beloved son.

At the inquest into his death, the jury found Seni died as a result
of excessive, disproportionate and unreasonable restraint and force. To this
day, we struggle to comprehend that our son died as he did, simply because
those who were responsible for his care — police officers and medical staff
alike — failed in their duty to treat him with the respect that he deserved as a
human being.
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In a signed statement after these events, one doctor described how the
officers treated our son: ‘|l felt like it wasn’t a human being that they were
trying to restrain ... it was like trying to contain an animal ... after they had
tied him up with the straps it seemed like when a hunter has tied the animal

... it was an uneasy feeling that | had that it was not a human being that they

were restraining’. That is how he was seen and treated at that point: as an
animal, rather than a petrified young man, terrified at the prospect of being
put in a padded seclusion room.

We don’t want anyone else to go through this. We have been fighting for over
eight years to get answers and justice for Seni. Now, through initiatives in
his name - such as Seni’s Law, a parliamentary bill with cross party support
designed to open up the system to greater transparency and accountability
to stop the disproportionate use of force and restraint — we feel that our
son may not have died in vain. If we can make sure this never happens to
anyone else, that would be an amazing legacy for Seni.

That is why we are really pleased to see the publication of these new
standards, but this must be just the beginning. There is so much more
to do in view of the increasing number of deaths in the context of restraint.
In addition to health, education and social care services, we need to get law
enforcement agencies involved in these standards concerning the use of
restraint. We need to ensure these standards are not just implemented, but
also regulated. And we need to make sure that the use of force and restraint
is not just reduced but prevented altogether when dealing with vulnerable
individuals who may find themselves in Seni’s position in the future.

Aji and Conrad Lewis
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Introduction

Background

The RRN welcomes the increased focus on restraint reduction across
the NHS and adult social care in the UK. There is growing recognition
among professional bodies and government departments (and arm’s
length bodies) that whilst the use of any kind of restraint may on rare
occasions be necessary to keep people safe, it is also traumatic and
must be minimised in therapeutic settings. The number of organisations
endorsing these standards is testament to this.

The UK has many excellent education, health and social care services that
provide person centred therapeutic care. However there have also been too
many shocking scandals exposing the unnecessary and inappropriate use of
restrictive interventions on people with mental health conditions, dementia,
learning disabilities, and autistic people. Such scandals include Winterbourne
View exposed by the BBC Panorama programme, the recent cases of people
like, Bethany, who was secluded for years resulting in the Secretary of State
ordering a serious incident review and the tragic case of Seni highlighted within
the foreword who was restrained by police in a mental health services (whilst
this case is unusual as it involved the police, it has been highlighted for its
tragic nature that resulted in the Use of Force Act (2018).

Restraint by its nature restricts a person’s liberty, but the frightening, over-
whelming and traumatising nature of this experience can amount to degrading
treatment, which is never lawful. ‘Physical restraint can be humiliating, terrifying
and even life-threatening. It should only be used as the last resort, when
there is no other way of de-escalating a situation where someone may harm
themselves or others’ (Campbell, 2018).

It is therefore vital that all services sufficiently understand and apply the
principles of restraint reduction. However, minimising the use of restrictive
practices and interventions is only one part of ensuring that vulnerable
adults and children have a good quality of life. Providing therapeutic environ-
ments where treatment and recovery can take place is essential. As well as
a safe comfortable environment to live in, people also need choice, control,
supportive relationships, interesting things to do and learn, and opportunities
to be involved in community activities. These are fundamental elements of
good quality preventative support and these are the same things we would
want for ourselves and our own families.

When these standards refer to restraint reduction or minimisation it is in
the context of a shared commitment and belief that the use of all restrictive
interventions and practices should be minimised.

Introduction
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Why are the RRN Training
Standards required?

Providing high quality evidence based support to adults and children
with mental health conditions, learning disabilities autistic people, and
people living with dementia across education, health and social care
settings is a highly skilled activity. The workforce do an important and
challenging job (that requires balancing risk, welfare, and safety) and
therefore require specialist specialist training to understand and meet
the needs of the people they are supporting so people are less likely
to become distressed but also in how to support people when they are
distressed.

Typically, restrictive interventions are used by staff, carers or family members
with the intention of averting harm, minimising the potential for pain or injury
and to keep people safe.

There are a number of organisations providing training in supporting people in
crisis, and there is arange in the quality of their provision. The lack of quality assur-
ance and oversight of such training programmes means that staff can be trained
to use a range of restrictive interventions that may not necessarily be appro-
priate or properly risk assessed for use. These standards aim to address this.

Poor quality training focuses primarily on reactive approaches such as phys-
ical restraint and places insufficient emphasis on human rights, meeting needs,
prevention, de-escalation, recovery and most importantly fails to sufficiently
explain the traumatic nature of restrained.

If training places insufficient emphasis on restraint prevention and
de-escalation, staff will understandably be more likely to use restrictive inter-
ventions as a first resort, rather than last resort, resulting in an over reliance
on restrictive interventions.

Whilst there is some great practice across education health and social care,
there are still too many services that focus on management of behaviour or
risk rather than on prevention and better meeting needs. The over reliance on
restrictive practices in services can create toxic culture characterised by the
cycle of trauma for both staff and patients (Paterson, 2013).

To be in the position of being restrained or to be part of a team that is imple-
menting a restraint is likely to be traumatising. It is also important to remember
that many of the people who come to be in a position where they are restrained
may already have a history of trauma and this experience can be re-trauma-
tising. Sensitivity to this is crucial as, if not recognised, the situation could
quickly escalate.

12
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In addition restraints may be employed against some degree of active (phys-
ical) resistance. This can result in potentially damaging stresses being imposed
upon systems and structures such as the respiratory system, heart, joints and
muscles (Aiken et al, 2011). Any restrictive intervention must be based on an
assessment that intervention is likely to cause less harm than not intervening.

Training that includes restrictive interventions is potentially dangerous and
distressing for everyone involved and therefore quality standards are essential.

Eliminating inappropriate use of restraint is particularly vital in relation to chil-
dren, who are still developing both physically and emotionally and for whom any
potentially traumatic experience at this formative stage in their development
could be very damaging and have long term consequences to their welfare.

Aims of the standards

The standards will provide a national and international benchmark for
training in supporting people who are distressed in education, health and
social care settings.

These standards will ensure that training is directly related and proportional
to the needs of populations and individual people. They will also ensure that
training is delivered by competent and experienced training professionals who
can evidence knowledge and skills that go far beyond the application of physical
restraint or other restrictive interventions.

In addition to improving training and practice, the standards will:

@ protect people’s fundamental human rights and promote
person centred, best interest and therapeutic approaches
to supporting people when they are distressed.

@ improve the quality of life of those being restrained
and those supporting them

@ reduce reliance on restrictive practices by promoting
positive culture and practice that focuses on prevention,
de-escalation and reflective practice

@ increase understanding of the root causes of behaviour
and recognition that many behaviours are the result of
distress due to unmet needs

@ where required, focus on the safest and most dignified
use of restrictive interventions including physical restraint

Introduction
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Who are the standards for?

HEE is delighted that the Restraint Reduction Network as delivered training
standards suitable for use within mental health and learning disability NHS
commissioned units. It is our sincere hope that the use of these standards
in an accredited certification scheme will reduce the number of occasions
restraint is required and help to make those occasions that restraint is
unavoidable safer and dignified.

This document provides cross sector quality standards that can be applied
to training provision where restrictive interventions are delivering training
programmes where restrictive interventions are included in the curriculum.
They can be applied to services

® across education, health and social care
@ across children and adult services

@ across the UK and internationally
°

for people with mental health conditions, dementia,
learning disabilities and autistic people

Staff must have face to face training in preventative/primary strategies and
secondary strategies before they are taught to use restrictive interventions.
In some organisations it may be more appropriate that a different training
provider manages the face to face training in preventative models, for example
Safewards, Positive Behaviour Support.

The standards can apply to all training providers, including:

@ commercial training providers who deliver
training to a range of organisations

@ in-service training providers who develop and
deliver the training within their own organisation
and may or may not deliver training to other
organisations such as other NHS trusts

These standards will be mandatory for all training with a restrictive intervention
component that is delivered to NHS commissioned services for people with
mental health conditions, learning disabilities, autistic people and people living
with dementia in England. Implementation will be via commissioning require-
ments and inspection frameworks from April 2020.

The standards apply across the lifespan. However, it will be vital that a devel-
opmental perspective is taken and that the fragility of some individuals is given
proper consideration — for example, pre-pubescent young people, people with
severe eating disorders, and those who are living with dementia and at end
of life who often have significant weight loss.
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Whilst these standards focus on training, it is important to recognise the
significant responsibilities of service providers in ensuring these principles are

applied in practice and a positive culture of care and support is promoted.

Training alone is not human rights based and sufficient to facilitate cultural
change. Therefore these standards complement new guidance for service
providers in minimising restrictive interventions: Towards Safer Services
(DoH, in development). There is an important role for the regulator in ensuring
services implement these standards.

The implementation, embedding and maintenance of these standards will
also be viewed by regulators and inspectors, as well as concerned family
members, to be indicative of an organisation committed to best practice and
characterised by therapeutic care and support.

Although the standards are designed primarily to support training providers,
they will also be useful to:

® commissioners of training

® commissioners of services
® regulators of services
®

individuals who have lived
experience of services

e families, carers and advocates

Introduction
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How have the standards
been developed?

The Restraint Reduction Network (RRN) was initially established to bring
together those passionate about reducing reliance on restrictive practices
across education, health and social care. The RRN is registered charity and
is free to join. All members pledge their commitment to reduce reliance on
restrictive practices. The RRN steering group includes representation from
government departments, professional bodies and regulators, as well as chari-
table organisations and representatives who have lived experiences of restraint.

The RRN started to develop training standards in 2017. In 2018 there was
increased focus on restraint reduction within government departments and
arm’s length bodies. This included a significant cultural change programme
within the NHS. As part of this programme of work HEE were asked to ensure
quality standards were in place for training and that training was certifi-
cated as complying with these standards. Rather than reinventing the wheel,
HEE (on behalf of the NHS) commissioned the RRN to develop these stand-
ards for the training in the prevention and use of restrictive interventions to
support best practice in supporting people (across the lifespan) who may
become distressed and meet the requirements of training within the Mental
Health Units (Use of Force) Act 2018.

HEE have worked with RRN and UKAS to develop a process for certifying
training with a view to all providers of NHS funded mental health, learning disa-
bility and autism services being required to use accredited training providers.
In addition local authority commissioners intend to make UKAS accredited
training services a requirement of social care contracts.

These standards are informed by government policy, guidance, evidence base
and the consensus views of professionals and experts in the field.

A wide range of critical readers have contributed to the development of these
standards including representative from a number of professional bodies an,
government departments and arm’s length bodies (for more details please
see acknowledgements).

The standards will be updated at least every three years (this version will
be reviewed by 2022 - feedback can be sent to RRN@bild.org.uk) and will

reflect the burgeoning knowledge base and developments in research, policy
and practice.

This edition considers physical, mechanical and environmental restraint. The
next edition will increase the focus on chemical and social restraint. For more
information on (UKAS accredited) certification of compliance with the stand-
ards please visit the RRN website.

16
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The standards may be reviewed and updated to reflect any changes in
legislation evidence base or professional consensus. They will also be reviewed
during the next three years to increase the focus on social restraint, chemical
restraint, specific physical restraint techniques, and a wider range of settings

including criminal justice services and accident and emergency services.

Changes and adaptions to this version will be announced on the website.

How to use these standards

The first part of this document is a rights based framework, in which all
training must be delivered. Training providers seeking certification for their
programmes will need to use the framework when designing their curriculum.

The curriculum standards focus on the fundamental principles across all

settings and populations. These include prevention, de-escalation, reactive
strategies and recovery.

There are specific standards to ensure that trainers have the appropriate
levels of expertise, experience and competence.

There are also a number of appendices which document any specific consid-
erations or adaptations to the standards that should be taken into account
for different populations or settings.

Any text in bold or regular text font is a requirement of the standard and is
therefore mandatory, and any text in italics offers extra explanation or guidance.

Introduction
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A rights based
framework for
training

This section covers the overall context
and framework of law and values within

which any training in the use of restrictive
interventions must be provided.

Contents

A human rights approach to
restrictive interventions

The relationship between legislative
frameworks involved in restrictive
interventions

Being person centred to respect
and protect human rights

A rights based framework for training
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A human rights approach to restrictive interventions

Training must be provided with clear reference to supporting
an overall human rights based approach, focused on the
minimisation of the use of restrictive interventions, and
ensuring any use of restrictive interventions and other
restrictive practices is rights-respecting.

Human rights apply to any person receiving care and treatment, and these
rights must be at the centre of decision-making. The Human Rights Act (1998)
applies to all public authorities, and all training must be informed by the legal
duties of staff to respect and protect these human rights. Training must also
make clear that human rights apply to the person's family and carers, and
others receiving treatment (eg patients on a ward) and staff involved in the
person's care and support.

The training must support the reduction of the use of restrictive interventions
and ensure consideration of alternative responses to distress or behaviours of
concern, including a focus on prevention and secondary responses such as
de-escalation.

Any use of lawful restrictive intervention must be rights-respecting. This means
it must not cause harm, including unintended harm, which amounts to
degrading treatment, which is never lawful (see Article 3). All reasonable
steps must be taken to protect a person's right to life, including stopping the
use of an intervention or intervening to protect a person from themselves or
others; failure to protect life is likely to be unlawful (see Article 2). Importantly,
a human rights approach also means involving the person in decision making
and taking the least restrictive option (see Article 8).

Training must make it clear that some human rights cannot be interfered with
(whether by restrictive intervention or otherwise) and some can be restricted
by professionals, but this can only occur when the correct balancing
exercise has been undertaken. This balancing exercise, which is required by
the law, is an important tool to ensure the proper consideration of the rights
of all people involved in restrictive interventions, including staff.

Restrictive practices, including physical restraint, can be characterised as
an exercise of power over another individual. In order to ensure this power is
never abused, comprehensive safeguards must always be in place. It is essen-
tial that such safeguards eliminate any risk of discrimination, harassment or
victimisation.

Organisations must ensure that no individual is exposed to any restrictive
practice because of their age, mental health status, mental capacity, physical
impairment, race/ethnicity, religion and belief, gender (including trans-gender),
HIV/AIDS status, sexual orientation, political opinion, socio-economic back-
ground, spent convictions, or on any other grounds which are irrelevant to a
decision-making process leading up to any application.
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The following will also be important in supporting a rights based approach:

understanding which human rights cannot, and which
can, be lawfully interfered with by staff, including in
situations where restrictive interventions are used

understanding the positive obligation of staff to take action to
protect human rights, including safeguarding against serious
harm arising from the use of restrictive interventions

respecting people’s right to autonomy (see Article 8)

by assuming capacity and ensuring involvement in care
decisions, including ascertaining current/previous/future
views on the use of restrictive interventions as set out

in the Mental Capacity Act (2005)

using restraint as a last or emergency response

treating distress or behaviours of concern as communicative
acts and exploring what this means for the person to help
avoid the use of restrictive interventions

identifying the risks associated with restrictive interventions
including, but not limited to, children who are developing
physically and psychologically

understanding the impact of trauma (historic or otherwise)
on an individual’s mental and physical health and therefore
their experience of restrictive interventions — this will be
especially important in determining whether an intervention
risks being degrading

considering the impact of restrictive interventions on an
individual’s physical and mental health, their development
and/or recovery, including how this may affect those with
sensory processing differences, eg autistic people

commitment to co-production with individuals with
lived experience in the planning, development and
delivery of care and treatment

commitment to ensuring people’s needs to participate
in decisions are met, eg access to interpreters,
appropriate information, advocates, etc

avoiding blanket policies or standardised responses that
do not allow consideration of the person’s situation

demonstration of processes and practices to avoid
or minimise the use of restrictive interventions

A rights based framework for training
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Training organisations must show how they have embedded a
rights based approach within their curriculum. One example
is the ‘PANEL’ framework (Donald, 2012; BIHR, 2013) which
supports using a rights based approach:

Participation

Accountability

Non-discrimination

Empowerment

Legality

See also BIHR’s guide The Difference It Makes: Putting Human
Rights at the Heart of Health and Social Care (2013) which
explains the benefits of using a rights based approach, using
PANEL (available at BIHR)

22
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The relationship between legislative frameworks
involved in restrictive interventions

Training must ensure that the relationship between
the Human Rights Act and other legal frameworks
relevant to the use of restrictive interventions is
understood and those laws are applied in a way
that is compatible with the person’s rights.

Training must make clear reference to how the Human Rights Act 1998 and
other key legislation work together in practice. Essentially, other legislation
should be interpreted and applied in a way that is compatible with people’s
human rights. Figure 1 (BIHR, 2016) illustrates how the Human Rights Act
operates as a foundation for other law, policy, guidance and practice.

Figure 1: The Human Rights Act 1998 as a foundation
for other law, guidance and practice

Mental health and
mental capacity practice

* This can be for any Codes of practice*
codes of practice.

The HRA is the
foundation, then the
next levels up — the law,
the codes of practice,
the practical decision-
making and service
delivery - sit on top

of that foundation.
The same process
could be applied to
any other statute,

eg Mental Health Act,
Care Act, statutory
guidance etc

Mental health legislation/
mental capacity legislation

Human Rights Act 1998

A rights based framework for training
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The following legislative frameworks must be included in training, as they
may provide legal authority to interfere with a person’s rights when restrictive
interventions are being used in situations, or may otherwise be relevant:

Mental Health Act 1983 (amended 2007)

+ The Children’s Act 1989 (as amended)
and the Children and Families Act 2014

+ Criminal Law Act 1995
- Criminal Justice Act 1995
+  Adults with Incapacity (Scotland) Act 2000

Mental Health (Care and Treatment)
(Scotland) Act 2003

Mental Capacity Act 2005
(including Deprivation of Liberty
Safeguards (DOLS) or its equivalents)

Equality Act 2010
i The Care Act 2014

Mental Health Act Code of Practice 2015,
Chapter 26

Mental Capacity Act (Northern Ireland) 2016.

NB: The working date for full implementation of
this Act is 2020, although the current absence
of devolved government in Northern Ireland
may affect this target (RCN 05/09/2018)

Training must also include relevant devolved legislation
and/or legislation focused on specific groups of people.
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Being person centred to respect and protect human rights

Training must be person centred, focusing on the
human rights of the person involved in the use of the
restrictive intervention, preventing unlawful breaches
of rights, and taking positive steps to protect rights.

A person's wishes and feelings must be respected. Human rights law, together
with mental capacity law, starts from the presumption that people have
the capacity to make decisions about their own care and treatment. Where
there are doubts about a person's capacity to make a specific decision, a
mental capacity assessment must be conducted, and if needed a substituted
decision can be made following a best interests assessment. However, the
rights of that person to have their wishes and feelings considered during this
process remain central and this process must be clearly recorded in their care
plan. Even where a Mental Capacity Act assessment finds a person does not
have capacity to make a specific decision (eg about treatment or refusal of

treatment), the law requires respect for their right to autonomy (see Article 8).

This means ensuring participation and involvement as far as possible, which
may include providing specific support, eg interpreters, information in specific
formats, etc. This will be important when staff are deciding whether or not to
use a restrictive intervention, determining the least restrictive option, and how
to make interventions. Training must make it clear that compliance with the
Human Rights Act 1998 means both:

e refraining from taking action which unlawfully breaches
rights, eg not using restrictive interventions that cause
serious harm and safety risks (Article 3), and

o taking positive steps to protect rights, eg using
proportionate restrictive measures (Article 8) to protect
someone in care from taking their own life (Article 2)

The Human Rights Act 1998 sets out 16 rights (‘Articles’) which belong to all
people in the UK in all situations. Training is expected to cover those Articles
likely to be relevant to the use of restrictive interventions, for example:

Rights which cannot be lawfully restricted (including by use
of restrictive interventions):

® The right to life (Article 2): in health and care settings
this right is absolute; any restrictive intervention that
compromises this right will not be lawful

® The right to not be treated in an inhuman or degrading
way (Article 3): the use of some restrictive interventions may
breach this right, including where serious physical or mental
harm results either deliberately (abuse) or where it is not
intended (neglect). The focus is primarily on the impact
on the individual rather than the intentions of staff

A rights based framework for training
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Rights which can be lawfully restricted
(including by use of restrictive interventions):

® Theright to liberty (Article 5): whether this right
can be restricted will depend on the legal basis
for the action (see standard 1.2) and ensuring
that the safeguards in the right have been met
(eg knowing why liberty is being restricted and
being able to challenge the decision)

@ The right to respect for private and family life
(Article 8): this ensures a person’s physical and
mental wellbeing and their personal autonomy,
including involvement in care and treatment
decisions. Restrictive interventions can signifi-
cantly interfere with this right; this will only be
permissible if actions are: (1) permitted by a
legislative framework; (2) for a legitimate aim
set out in the right way (usually protecting
the person or others); and (3) proportionate
(ie least restrictive option)

Rights of children:

@ The United Nations Convention on the Rights
of the Child (UNCRC) ensures all children have
the right to be heard and protected from harm
and provides guidance for best interests test

Rights of people with disabilities:

@ The United Nations Convention on the Rights
of Persons with Disabilities (UNCRPD) Article
12 ensures equal opportunities of people with
disabilities to exercise their legal capacity
and rights to liberty as well as freedom from
degrading treatment and exploitation
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Non-discrimination:

® The right to not be discriminated against in relation
to the above human rights (Article 14): this could
include use of restrictive interventions which
restrict liberty for discriminatory reasons, eg on
the basis of ethnicity, age or other status, and any
combination of these characteristics. The Equality
Act also protects against discrimination on the
basis of one (not a combination) of nine protected
characteristics (all also covered by human rights
law). Additionally, the Equality Act also sets out the
public sector equality duty on services to consider
how their policies and decisions affect people
who may be discriminated against due to one
of the nine protected characteristics (EHRC).

Training must make reference to contexts in which the
use of a restrictive intervention may or may not be a lawful
restriction on a person’s human rights. For example:

@ Theright to liberty may be restricted if permitted
by law for the purposes of mental health/capacity
care (Article 5, Schedule 1, Human Rights Act
1998). The Mental Capacity Act 2005 can provide
authority for restraint under Section 6, where
(a) a person lacks capacity and (b) it is reasonably
believed to be necessary and proportionate to
protect them from harm. Additionally, Chapter
26 of the Mental Health Act Code of Practice
(England and Wales) sets out guidance related to
the use of restrictive practices for people detained
under the Mental Health Act 1983 (Department
of Health, 2015)

Opportunities for discussion and analysis of scenarios related
to the use of restrictive interventions in a range of settings must
be provided in any training, and the potential impact of this on
a person’s human rights must be explored. Examples covering
various service models and the relationship between human
rights, mental health and mental capacity law can be found in
the British Institute of Human Rights (BIHR) Practitioner Toolkit
Series (BIHR, 2016b), BIHR Practitioner Toolkits

A rights based framework for training


https://www.equalityhumanrights.com/en/advice-and-guidance/public-sector-equality-duty
https://www.bihr.org.uk/human-rights-on-the-frontline-resources
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Training
standards

The next four sections cover the
process from engagement with an
organisation to development of the
curriculum, its delivery and the cycle
of feedback afterwards. Figure 2

(on page 33) displays this process.

Training providers must show that
they have a process which meets
the standards and they must be
able to provide evidence needed
at all the different stages.

Section 1: Standards 1.1-1.8

These standards cover the part of the
process that needs to be completed
before a curriculum is developed.

Section 2: Standards 2.1-2.18

These standards cover what must
be included in the curriculum.

Section 3: Standards 3.1-3.6

These standards relate to
post-delivery processes.

Section 4: Standards 4.1-4.7

These standards relate to
trainers standards.

Training standards

29
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Section

1

Standards
supporting
pre-delivery
processes

Standards 1.1-1.8 cover the part
of the process that needs to be
completed before a curriculum

is developed and authorised.

Alongside these standards, please
refer to Figure 2 (on page 33),
which depicts the process for the
commissioning, development,
delivery and review of training with

a restrictive intervention component.

Standards supporting pre-delivery processes
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Standards

Standard 1.1:

Standard 1.2:

Standard 1.3:

Standard 1.4:

Standard 1.5:

Standard 1.6:

Standard 1.7:

Standard 1.8:

Training needs analysis

Developing and authorising
the content of the training
curriculum

Independent risk assessment
of techniques

Committing to the
minimisation of use of

all restrictive interventions
and practices

Involving people with
lived experience

Agreeing delivery plans

Providing accessible
information

Responding to concerns
and complaints

32
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Standards supporting pre-delivery processes

Section 1:



Introduction

Before developing and delivering any training a good training provider engages
with the organisation or service that needs training and finds out as much
information as possible about the needs and characteristics of the staff and
the people they support. This means they are confident that the training they
provide is appropriate, proportional meets identified needs and any elevated
risks are highlighted and adjustments made where needed.

Figure 2 illustrates the process for the development, delivery and review
of training. It shows how the commissioning organisation and the training
provider should work together to ensure all training is safe and designed to
meet the needs of the people being supported by the commissioning organ-
isation and the people who are receiving the training. Both parties must be
responsible for ensuring the training is developed and delivered within a
framework that is person centred and minimises the use of restrictive prac-
tices and that there is evidence that the training is monitored, reviewed at a
minimum annually and adjusted where needed.

In the commissioning organisation the named person responsible for restraint
reduction is usually the restrictive practices reduction lead or the lead trainer.
In the training organisation this is the person who engages with the commis-
sioning organisation and is responsible for developing the written proposal and
agreeing the curriculum with the named person in the commissioning organ-
isation. Both people are responsible for the annual review of the curriculum.

Where training is both developed and delivered in-house, the same process
of development, delivery and review must be followed although there may
only be one named person.

Standard 1.1

The curriculum must be based on a training needs
analysis (TNA) which must be completed by the
commissioning organisation before the curriculum
is developed and delivered.

111 As part of the commissioning process the training
provider must request a training needs analysis (TNA)
from the commissioning organisation.

The TNA must include the current needs and risks posed
to everyone based on current evidence and the past two
years of incident data. It must be authorised by someone in
the commissioning organisation who holds responsibility for
restrictive intervention governance and reduction.

Restraint Reduction Network (RRN) Training Standards 2019



In some cases the training provider will need to support the
commissioning organisation to complete the TNA as part of the
commissioning process or may need to request extra information.
A TNA checklist can be found here RRN Training Standards 2019 —

11.2 The data that training providers request and receive from the
commissioning organisation must be managed in line with
the Data Protection Act 2018 (the UK implementation of the
General Data Protection Regulation (GDPR). Any data relating
to specific individuals must be in an anonymised form.

1.1.3 The training provider must ensure that the curriculum takes
account of elevated risks to populations and individuals.

The training provider must ensure any and all restrictive interven-
tions take into account any known factors that may cause an
elevated risk of harm at population and service level, and that
arrangements are in place to ensure that any known risks are
considered at the individual level.

Therefore agreement must be reached between the training
commissioner and the training provider about how the inform-
ation needed to support this process is transferred from one
to the other. An anonymised summary of information must be
received as part of the TNA. This should include any population
or person-specific characteristics for people who are likely to
be in receipt of restrictive interventions by the staff undergoing
training. As a minimum, this information must include:

range of age, gender identity, cultural heritage, diagnosis

any known sensory processing issues that may elevate the
risk of harm to a person if a restrictive intervention is used

any known physical characteristics or health problems
that may elevate the risk of harm to a person if a
restrictive intervention is used

any known emotional or psychological characteristics
or current and potential issues and problems that may
elevate the risk of harm to a person if a restrictive
intervention is used. This should include, if known,
reference to any past trauma

any known developmental issues that may elevate the risk
of harm to a person if a restrictive intervention is used

A good practice checklist for personalised wellbeing risk
assessments for use by commissioning organisations can

11.4 The training provider must receive the TNA from
the commissioning organisation at least one month
before delivery of the training.

Section 1: Standards supporting pre-delivery processes
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Standard 1.2

A named person in the training provider
organisation must develop a written proposal
for a curriculum including the rationale for
teaching specific restrictive interventions.

1.21 The training provider (a named person) must
develop a written proposal for the curriculum
that covers both theory and practical elements.

If restrictive interventions are being taught, participants must
have completed a minimum of two days’ training (12 hours) in
the underpinning theory, including training in preventative and
secondary strategies, as specified in standards 2.1-2.15, prior
to participating in a practical, physical skills training session.
The majority of these two days must be face to face to ensure
that discussion and demonstration can take place, and blended
learning could be considered for some elements where it
enhances understanding. Training providers must be able to
evidence that the training methods they choose are effective

in supporting learning and cultural change. Participants must
not be taught to use restrictive interventions unless they have
received prior training in primary preventative strategies.

In some cases, training that covers primary preventative strategies

(see standard 2.5) will be covered on separate training courses, for
example, Safewards or Positive Behaviour Support. In this case the
underpinning theory requirement can be reduced to a minimum of
one day (6 hours) but must include all elements of theory specified
in standards 2.1 to 2.15 with the exception of standard 2.5.

If this is the case as part of the agreed delivery programme
the training provider must clarify with the commissioner that
this training will be provided to any staff before they attend
training with a restrictive intervention component. This should
be clearly documented in the agreement to provide training.

In some cases training may be delivered as part of a
modular programme.

1.2.2 The proposal must be based on information in the
TNA provided by the commissioning organisation.
The written proposal must include as a minimum:

@ who the training is intended for

® aims, objectives and learning
outcomes for each programme

@ training methods

36
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timings
assessment methods

rationale that justifies the inclusion of each restrictive
intervention in the programme. This may be in any
format but must include the following as a minimum
(RRN Training Standards 2019):

o name and description of restrictive intervention
(diagram or photo)

O rationale for use (why and in what situation)

o how the intervention will be taught to staff
and how competence will be tested

O general safety issues for staff during teaching
and practice

O any person specific safety issues for staff during
teaching and practice (where information has
been provided, and adjustments need to be made)

o any issues that may compromise the fidelity of the
technique between the taught version in the
classroom and its application in practice. This must
include a description of how any identified issues
may compromise both safety and effectiveness

O general safety guidelines, supporting those restrictive
interventions authorised for use at population level

O person centred safety guidelines, supporting
personalised restrictive interventions

o a statement that the restrictive intervention
must be used as taught and not modified,
unless authorised by the training provider

1.2.3 The training provider must also provide a ‘training
information sheet’ that must be made available
to participants in advance. It must include:

an overview of the theory training

an overview of the practical training, including
the length of the session

a brief description of the nature of the training
sessions, and any specific physical requirements —
for example, most techniques are passively
practised in a standing or occasionally seated
position, or there is a requirement for learners

to be able to move from a kneeling to standing
position during one procedure

any specific requirements in terms of suitable
clothing or footwear

how to find out any more information prior
to the training taking place

Section 1: Standards supporting pre-delivery processes
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Standard 1.3

Any physical restraint technique that is included in the
curriculum must be risk assessed by an independent
professional or organisation with relevant expertise.

1.3.1 The training provider must ensure that the
commissioning organisation receives a current risk
assessment for each physical restraint being taught.

1.3.2 The individual or organisation commissioned to complete
the risk assessment on behalf of the training provider
must be able to demonstrate that they are competent
and experienced in order to make an accurate
determination of the risks, as they relate to the
specified population.

The risks identified must include:
moving and positioning/manual handling risks
physical and physiological risks

psychological risks

The experience and competencies required may be held
by one individual or distributed across a team who each
contribute to the final risk assessment.

1.3.3 The risk assessment for each physical restraint must
be reviewed every two years minimum, and any time
that an adaptation is made to it, or a risk assessment
is requested in the context of an investigation.
Records of reviews must be documented.

1.3.4 The risk assessment for each physical restraint
must ensure the suitability of the physical
restraint for the population it is intended for.

The risk assessment for each physical restraint must
record any potential of risk in the following areas:

psychological or emotional harm, as well as
reference to potential risk factors such as
prior trauma experiences

physical harm, as well as reference to any
general potential risk factors such as illness,
impairment or injury, or issues specific to a
named individual which may elevate risk
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restricted breathing, as well as reference to any
general potential risk factors such as obesity,
positioning and intoxication or issues specific
to a named individual which may elevate risk

circulation, as well as reference to any general
potential risk factors such as limb position and
bodyweight being used to hold someone, or issues
specific to a named individual which may elevate risk

joint functioning, as well as reference to any general
potential risk factors such as the hyperextension
and hyperflexion of joints, and the unauthorised
adaptation of techniques or issues specific

to a named individual which may elevate risk

Safety guidance accompanying risk assessments must:

ensure that any physical restraint avoids vulnerable parts
of the body (such as neck, chest and sexual areas)

emphasise the need to minimise absolutely the time
any individual is subject to any form of restraint

include recommendations on the level and type

of observation that accompanies any application
and post-application monitoring period. These may
include personalised protocols in the event that

an individual’s personal characteristics and/or
personal history elevate risks

describe the signs of distress which should be

actively monitored for. These may include personalised
protocols in the event that an individual’s personal
characteristics and/or personal history elevate risks

describe those aftercare arrangements that are
required to maximise recovery and minimise any
potential traumatising effects of any restraint

1.3.5 Appointed trainers must have access to authorised
information about the risks or elevated risks for any
restrictive interventions they are teaching. This may
include anonymised information, as well as risk assessments
supporting the use of restrictive interventions at both
population level and person centred level (standard 1.1.3).

Section 1:

Standards supporting pre-delivery processes
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1.3.6 Training providers must ensure that all
physical restraint included in the curriculum
complies with guidance relevant to country,
setting and population (see appendices 17-20).
Evidence must be provided as through the
self assessment process to show that the
training covers any specific adaptations
to the standards or special considerations.

1.3.7 These standards do not support the use of
pain to gain compliance. Training providers
must not include the teaching of any restrictive
intervention that uses pain to force an individual
to comply (see also appendices 21a and 21B).

Standard 1.4

Training must be provided within the context
of an explicit commitment to the reduction
of all restrictive practices.

1.4.1 Training providers must ensure that they are
clear in all their communications with any
commissioning organisation, ensuring that
training is provided within the context of
reduction (see glossary).

1.4.2 Training providers must use feedback from
training programmes as part of both a contin-
uous review and the annual review process.

1.4.3 Training providers must review the rationale
and continuing need for specific interventions
to be included in the programme with the
commissioning organisation at a minimum
annually and each time the TNA is reviewed.

1.4.4 Training providers must have a restraint
reduction plan which details measurable
outcomes and actions that support the
reduction of the use of restrictive practices.

The plan must be updated at least annually and
shared with commissioning organisations. Restraint
reduction resources, including six core strategies
and self-assessment tools, are available at
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Standard 1.5

Training providers must ensure that people
with lived experience are involved in the

development and delivery of training which
involves the use of restrictive interventions.

1.5.1 Training providers must ensure that the views
and experiences of people with lived experience
of being in receipt of restrictive interventions
should both inform and be explicit in training
content. Co-production of materials and training
with people who have lived experiences may include
the use of monologues, video diaries or other forms to
support discussion and interaction with participants.
It is recognised that access to the views and experiences
of people with lived experience may be through
the training provider or in direct partnership with
commissioners of training who may have developed

opportunities and networks which support participation.

1.5.2 Training providers must ensure that any direct
engagement with people with lived experiences
is managed sensitively and safely and is viewed
in the context of a professional relationship.
People with lived experience involved in the training
must also receive adequate recompense. People with
lived experience must be acknowledged as subject
matter experts who are able to enrich and enhance
training programmes, and play a valuable role in
supporting restraint reduction measures.

1.5.3 Training providers must ensure proper
consideration and planning is given to any
co-produced training sessions, if any sessions
are to be co-produced and/or co-delivered with
a person with lived experience. Sharing lived
experiences can be an emotionally intensive
experience for both the person with lived
experience and the participants. The appropriate
support arrangements must be in place.

Section 1: Standards supporting pre-delivery processes
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Standard 1.6

The training provider must agree delivery
arrangements with the commissioning
organisation before delivery takes place.

1.6.1 Plans for competency testing and refresher
programmes must be agreed with the
commissioning organisation in advance
and be part of the agreed delivery plan.

Refresher training must take place as a minimum
annually and must include competence testing for
minimum content requirements; (see standard 1.3.2).
The full programme must be attended every

fourth year.

Year 1 full programme
Year 2 refresher
Year 3 refresher

Year 4 full programme

Refresher or update cycles may in some
circumstances be increased in frequency if
individual or service circumstances change.

1.6.2 Training providers must specify and agree
the requirements for the training venue
with the commissioning organisation
as part of the delivery plan.

1.6.3 The training provider must describe the
physical fitness level required for each
programme it is commissioned to deliver as
part of the delivery plan. (See also standard
1.2.3, on the training information sheet.)

1.6.4 The training provider must agree in advance
with the commissioning organisation before
any training is developed and delivered how
the information needed for record keeping
will be held and shared, in line with GDPR
data protection rules and legislation.
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1.6.5 The ratio of trainers to participants when
teaching people theory and when teaching
people practical skills must be part of the
agreed delivery plan. When teaching people
to use restrictive interventions, including
breakaway techniques that have a restrictive
component, a minimum of two trainers must
always be present and a maximum ratio of
1 trainer to 9 participants must be maintained.

Theory, non-restrictive breakaway techniques and other
interventions that provide non-restrictive support that
present only very minimal physical risks to the person
or the staff member can be delivered at a maximum
ratio of 1 trainer to 18 people, but best practice would
be 16 or less to allow opportunity for full participation
for each participant.

1.6.6 Training providers must request in advance
any information about reasonable adjustments
that need to be made so that participants
with additional support needs can maximise
their participation in the training event.

This information must be received at least

two weeks before the delivery date. If participants
are added to the programme nearer the time, training
providers must request that the commissioning
organisation also include any information about
additional support needs for those participants.

1.6.7 All training providers and any trainers who
are employed by them must as part of the
commissioning process provide evidence
of both professional indemnity and public
liability insurance.
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Standard 1.7

The training provider must provide accessible inform-
ation about the content of the training programme.

1.71 Accessible information must be available to everyone
who will be directly or indirectly impacted by the
training. The information must:

® be available to the commissioning organisation to
disseminate and also readily available for any individual
or representative of an individual who makes a request

@ be in a format that best suits people’s communication
requirements and needs

@ cover both the theory and practical aspects of the
training. All restrictive interventions that are to be taught
must be described, alongside potential risks and the
rationale for their inclusion in the programme

Standard 1.8

The training provider must have a policy for
responding to concerns and complaints.

1.8.1 The training provider must have a policy that clearly
describes how questions, concerns and complaints
will be processed and dealt with. The policy must be:

@ available on request

® publicly available, eg through the training
organisation’s website

@ presented in an accessible information sheet
(see standard 1.2.3) which should contain the
training organisation’s contact information

The policy must include:

e atime frame for acknowledgment of the
complaint to the complainant

o details of how an investigation will take place
to determine if the complaint is justified or not

@ a process for a root cause analysis of the
complaint, and corrective actions

@ details of the closure of the complaint and
feedback to the complainant

44
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>~ Standards
2 supporting
curriculum
content

Standards 2.1-2.15 describe
areas that the curriculum
must cover.

Section 2: Standards supporting curriculum content
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Standards

Standard 2.1:

Standard 2.2:

Standard 2.3:

Standard 2.4:

Standard 2.5:

Standard 2.6:

Standard 2.7:

Standard 2.8:

Standard 2.8.A:

Standard 2.9:

Standard 2.10:

Standard 2.11:

Standard 2.12:

Standard 2.13:

Standard 2.14:

Standard 2.15:

Placing the curriculum within
a rights based framework

Duty of candour and duty
of care

Attitudes and attributions
Considered decision making

Primary and preventative
strategies

Teaching secondary strategies

Teaching non-restrictive
tertiary strategies

Teaching restrictive
tertiary strategies

Use of mechanical restraint

Factors that contribute
to risk and elevated risk

Emergency procedures

Identifying the range of
restrictive practices

Use of data to inform
minimisation

Post-incident support,
review and learning

Trauma informed care
and support

Restraint reduction theory
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Introduction

Well-designed training programmes can influence learning and behaviour
change programmes that teach people to restrain may inadvertently reinforce
their use. A good training programme will teach the restrictive interventions as
only one small part of a whole range of person centred working practices that
aim to prevent and minimise distress and crisis rather than the primary focus
being on management.

Standard 2.1

Training content must support a person centred and
rights based approach.

Training providers must reference the rights based framework found at
the front of these standards when developing this part of the curriculum.

Figure 3 illustrates how training must consider the rights and needs of
people who are being trained and the rights and needs of people who
are being supported and may be in receipt of restrictive interventions.
These rights and needs include universal human rights and are also
person specific, setting specific and country specific.

211 Training content must ensure participants understand
the importance of adopting a person centred approach
at all times. Understanding could be checked by the
trainer through developing exercises such as case studies
or questions for participants to work through.

21.2 Training content must ensure participants under-
stand the legislation that supports individual rights.
Understanding could be checked by the trainer through
developing exercises such as case studies or questions
for participants to work through. Reference in training
must be made to:

the Human Rights Act 1998
the Equality Act 2010
the Mental Capacity Act 2005

where relevant, the Mental
Health Act 1983

21.3 Training content must include an overview of relevant
legislation, regulations and guidance designed to
uphold human and individual rights as they relate
to specific populations, settings and nations
(see Appendices 1-20).

Section 2: Standards supporting curriculum content
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Figure 3: Diagram demonstrating the layers of guidance and
legislation to be considered when developing a training
syllabus that has a restrictive intervention component

48
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Standard 2.2

Training content must cover duty of candour
and duty of care in all settings.

2.2.1 Training content must:

® explore participants’ obligations related
to duty of candour and duty of care

@ include a definition of both duties
(for example Care Quality Commission
(Regulation 20), 2015) and reference to
guidance from the appropriate specific
professional bodies for the participants

e explore how both duties relate to practice
through examples and show how they
contribute to a culture of safety for everyone

® explore where reflective practice can
support both duties

o reference and direct participants to the
commissioning organisation’s whistle-
blowing policy and procedures

Understanding could be checked by the trainer

through developing exercises such as case studies
or questions for participants to work through.

Standard 2.3

Training content must cover how attitudes

to and attributions of distress or concerning
behaviours can impact directly on responses
to the people being supported.

2.3.1 Training content must cover:

® how a range of factors can affect staffs’
conscious and unconscious responses
to the people they support

@ how the language used to describe people,
behaviours and restrictive interventions can
negatively influence personal and service responses

® how negative attitudes and attributions can
contribute to discrimination, power imbalances
and the perpetuation of a culture of control

Section 2:

Standards supporting curriculum content
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Standard 2.4

Training content must cover the use of
decision making in response to distress
or behaviours of concern.

2.4.1 Training content must:

o define the concept of least restriction and
this principle must be reinforced through
the whole programme

@ explore the impact of staff decision making
and choices in relation to the use or non-use
of any strategies or interventions. This must
cover when, where and how to replace,
reduce or release those that they have
selected. The decision must be safe,
lawful and effective

® cover advanced directives and consent.
It is vital that the person themselves is involved
in discussions and decisions about what
happens and when and directives take into
account preferences and wishes of the person

@ draw a direct link between decision making
and accountability

o refer to organisational protocols and
guidance for calling the police to assist in
crisis situations. The rationale for police
involvement must be explored in detail

Over reliance on police involvement is not
likely to contribute to a culture of therapeutic
treatment. Please refer to the memorandum
of understanding drawn up by the College of
Policing, available at Protocol for Police and

Mental Health Staff

Figure 4 supports standards 2.5 to 2.8,
illustrating the purpose of primary, secondary
and tertiary strategies and when they should
be used.
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Figure 4:

Minimisation matrix showing the different types of interventions and
when they should be used within a restraint reduction framework
(NASMHPD, 2008)
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Standard 2.5

The curriculum must give proportional time

(no less than one day or six hours) to exploring
primary strategies and preventative approaches
(unless the commissioning organisation already
provides an evidence based model of preventative
training to all staff).*

2.51

* examples of frameworks
may include Positive
Behaviour Support,
Safewards, No Force First,
the Recovery model, and/
or specific strategies such
as Safety Huddles.

Training content must:

reference evidence-based frameworks, for example
Positive Behaviour Support, Safewards, Recovery models
etc for understanding the root causes of distress and

the communicative function of behaviours of concern,
meeting needs, and creating supportive environments

support participants’ understanding of the potential
causes and vulnerabilities associated with the risk of
developing distressed behaviours or behaviours that are
concerning for the specific populations being supported.
Potential causes and vulnerabilities may include (but are
not restricted to) communication difficulties, sensory
differences, physical and mental health problems, social
exclusion and lack of social relationships, and history

of trauma and abuse (Hastings, 2013)

include activities and discussion relating to creating
cultures of support and developing primary strategies
designed to proactively meet people’s needs so they are
less likely to develop distress or behaviours of concern.
Primary strategies aim to enhance a patient’s quality

of life and meet their unique needs, thereby reducing
the likelihood of harmful behavioural disturbances
(Department of Health, 2015, 26.19-26.22); these
strategies may also be referred to as proactive
strategies (see Figure 4)

explore the impact of the environment and factors
that have a negative impact both on the people
being supported and staff. The relationship between
enhancing quality of life and reduction of restrictive
practices must be emphasised

refer to the role of relationships within the context

of meeting need and preventing the development

of behaviours of concern. It must also explore what
constitutes healthy and helpful therapeutic relationships
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@ include identifying triggers or events that may increase
the likelihood that people will become distressed.
Participants must be encouraged to think about the
individual people they support and how these person-
alised triggers can be both identified and managed.
Participants must also be encouraged to reflect on their
own personal triggers and responses to those triggers

Standard 2.6

The curriculum must give proportional time (typically
at least three hours) to covering the use of secondary
strategies which alleviate the situation and prevent
distress or behaviours of concern from escalating.

2.6.1 Training content must:

@ cover a definition and examples of secondary
strategies and when they should be considered
for use. Secondary strategies may be non-
restrictive or restrictive and examples should
be given of both (see Figure 4)

o refer to any evidence-based frameworks or models
that are used by the commissioning organisation

@ include enough time for demonstrating, practising,
and assessing participants as competent to use
general de-escalation and other secondary strategies

@ emphasise the importance of developing person
centred, individualised de-escalation techniques
and secondary strategies. Participants must be
encouraged to relate the use of secondary
strategies directly to the people they support

o refer to the importance of keeping records of
successful secondary strategies, in line with
organisational systems, and how this information
can be used to inform reduction plans
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Standard 2.7

The curriculum must give proportional time to
covering the use of non-restrictive tertiary strategies.

2.7.1

2.7.2

2.7.3

2.7.4

2.7.5

Training content must cover a definition of tertiary
strategies (see glossary) and examples of both non-
restrictive and restrictive tertiary strategies and when
they should be considered for use (see Figure 4, p51).

Tertiary strategies are used to bring potentially unsafe situations
under control. Tertiary strategies do not aim to prevent the
Situation from occurring again in the future but are used for

the exclusive aim of bringing about a safe and timely resolution.

The curriculum must allow time for discussion

and consideration of the safe use of non-restrictive
tertiary strategies when there is an actual behaviour
of concern occurring. Some interventions used at the
secondary stage (early warning stage) can also be used
when someone is in distress or there is a risk of harm
occurring. The interventions may need adapting as the
risk presented at this time is greater. These are referred

to as non-restrictive tertiary strategies and should always
be considered for use before a restrictive intervention

is applied. The primary aim is to bring about safe and
timely resolution in the least restrictive way.

The curriculum must have time factored in for
demonstration and practice for each strategy and

time factored in for each participant to have an assess-
ment of competence in the safe use of each strategy.

The trainer must refer to the importance of recording
the use of non-restrictive tertiary strategies and

how successful the de-escalation attempt was. This
information will help support the minimisation plan.

Training content must cover any non-restrictive breakaway
or disengagement techniques as identified by the Training
Needs Analysis. These are techniques that are used to
breakaway/disengage from any unwanted physical contact for
example a grab or a hair pull. Breakaway techniques may be
completely non-restrictive. or have a restrictive component
included. Breakaway techniques may also be used to assist
another person to disengage from unwanted physical contact.
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Training content must draw attention to potential communicative
function of the unwanted physical contact particularly if the
person is unable to verbalise their distress or make themselves
understood clearly. The curriculum must have time factored in
for demonstration and practice for each technique, and time
factored in for each participant to have an assessment

of competence in the safe use of each technique.

Standard 2.8

Teaching the use of restrictive interventions
(may include physical restraint, physical restraint
to facilitate seclusion or long term segregation,
clinical holding, or mechanical restraint).

The following restrictive interventions are covered by these standards:
® physical restraint
® physical restraint used to facilitate seclusion

© physical restraint used to facilitate
long term segregation

® physical restraint used to facilitate
rapid tranquilisation

® mechanical restraint

® clinical holding

2.8.1 Training in the use of restrictive interventions
must only be provided within the context of an
explicit commitment to reduction of the use of
all restrictive interventions (see standard 1.4)
and the provision of person centred support.

2.8.2 Training content should refer to any elevated
risks identified in the TNA (see standard 1.1).

Any restrictive interventions which are to be taught
to training participants must have been assessed

as suitable for the needs of that population. Where
TNAs have highlighted elevated risks to individuals or
populations, training must reflect any additional safe-
guards, limitations or restrictions. There must not be
blanket training of any restrictive intervention tech-
niques (see Appendix 10 for emergency admission
services).

Section 2: Standards supporting curriculum content
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2.8.3

2.8.4

2.8.5

Training content must define the type of restrictive
intervention being taught, and this must include a
definition of the purpose of the intervention and the
context in which it is to be used. Reference must be
made to terminology used in local policy documents, as

well as authorised procedure. If breakaway/ disengagement
techniques are taught that have a restrictive component the
restrictive element must be highlighted. Breakaway techniques
are used to breakaway/disengage form unwanted physical
contact and may also be used to assist another person to
disengage from unwanted physical contact. Training content
must also draw attention to potential communicative function
of the unwanted physical contact particularly if the person

is unable to verbalise their distress or make themselves
understood clearly.

Training content must be clear that restricting
someone’s movement for clinical or personal care
purposes is a form of physical restraint and should

be recorded as such. This is sometimes referred to

as clinical holding. Training must refer to the use of person
centred approaches and less restrictive alternatives to the
use of clinical holding or holding for personal care that can
decrease the traumatic impact of the experience.

The trainer facilitating the session must be competent
to safely teach and manage those training sessions
covering the use of specific restrictive interventions.

In addition to meeting the criteria in standard 3, trainers
must have been formally assessed to be competent

to deliver those specific interventions by the training
provider. Clinical experience of participating in certain
procedures such as rapid tranquilisation and long term
segregation would also enhance their understanding.
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2.8.6 Training must cover the specific circumstances in which the
restrictive intervention under consideration may lawfully be
used. As a minimum the following must be covered:

an overarching definition of restraint/restrictive intervention
must be discussed in training so delegates gain a clear
understanding of when any intervention becomes restrictive
and is categorised as a restraint. These standards recommend
reference to the Equality and Human Rights Commission
(EHRC) Human Rights Framework for Restraint (in draft

at time of this publication)

‘Restraint’ is an act carried out with the purpose of
restricting an individual’s movement, liberty and/or
freedom to act independently. This may or may not
involve the use of force. Restraint does not require the
use of physical force, or resistance by the person being
restrained, and may include indirect acts of interference
for example removing someone’s walking frame to
prevent them moving around (ECHR in draft)

the legislation and guidance that legitimises the use of

the specific restrictive intervention being taught, as well

as the rationale, legislation and guidance relating to any
clinical or statutory function that the intervention (ie physical
restraint) is being used to support (eg rapid tranquilisation
or detention under the MHA 1983)

any national or service specific guidance that applies
to the specific restrictive intervention being used

relevant sections of the local organisational policy
along with procedures relating to the use of the
specific restrictive intervention

that the intervention under consideration must only

be considered when all other available and appropriate
methods of primary and secondary prevention and
non-restrictive tertiary interventions have been
explored and found ineffective

that the intervention must only be used for its
intended and agreed purpose

that it must be the least restrictive option available

that it must employ the minimum amount of
force for the minimum amount of time

that it must never be used as a threat or as
punishment, or in a way that curtails the rights
and freedoms of the individual
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e thatif it is used as a planned intervention, it must be
accompanied by the consent of the individual, or based on a best
interest decision (Mental Capacity Act 2005) or in consultation
with relevant others (Adults with Incapacity (Scotland) Act 2000)
unless the person is detained under the Mental Health Act 1983

Physical restraint is any direct physical contact where the intention

of the person intervening is to prevent, restrict, or subdue movement

of the body, or part of the body of another person (Department of Health,
2014). Physical restraint can also be called manual restraint, physical
intervention and restrictive physical intervention.

Seclusion involves ‘the supervised confinement and isolation of
a person, away from other users of services, in an area from which
the person is prevented from leaving’ (Department of Health (2015)
Mental Health Act 1983 Code of Practice Section 26.103).

NB the Equality and Human Rights Commission (EHRC) Human
Rights Framework for Restraint (in draft at time of this publication)
refers to enforced isolation:

Example: Isolation may be enforced by locking a door

or using a door the person cannot open themselves, or
otherwise preventing them from leaving an area, for example
by the use or threat of force. Enforced isolation is therefore
restraint, but it may be described as seclusion, segregation,
separation, time out or solitary confinement (EHRC in draft).

Rapid tranquilisation refers to ‘the use of medication to calm or lightly
sedate an individual to reduce the risk of harm to self or others and to
reduce agitation and aggression. This may provide an important opportunity
for a thorough psychiatric examination to take place’ (Department of

Health (2015) Mental Health Act 1983 Code of Practice Section 26.91).

Long term segregation (LTS) involves ‘a situation where, in order

to reduce a sustained risk of harm posed by the patient to others, which
is a constant feature of their presentation, a multi-disciplinary review and
a representative from the responsible commissioning authority determines
that a patient should not be allowed to mix freely with other patients on
the ward or unit on a long-term basis’ (Department of Health (2015)
Mental Health Act 1983 Code of Practice Section 26.150).

Mechanical restraint involves ‘the use of a device (eg belt or cuff) to
prevent, restrict or subdue movement of a person’s body, or part of the
body, for the primary purpose of behavioural control’ (CQC, 2015b).

Clinical holding involves ‘immobilisation, which may be by splinting,
or by using limited force. It may be a method of helping children

(and adults), with their permission, to manage a painful procedure
quickly or effectively’ (RCN, 2010).
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2.8.7 The training content must cover all of the risks that
are associated with the use of the specific intervention
under consideration, before any practical component
is delivered. Training must cover the safeguards in
place to manage any risks that may arise as well as the
planned contingencies in place in the event of a medical
emergency developing (see standard 2.10). As a minimum
it must cover:

general risks associated with the specific
intervention (standard 1.3)

specific risks associated with the use of
the intervention under consideration on
any individuals

warning signs to look out for, which reveal
distress, pain or a deterioration in any individual
medical condition (refer to standard 2.10)

action to be taken in the event that warning
signs are detected (see standard 2.10)

2.8.8 Before delivering the practical components of
the programme the trainer must highlight those
risks that are potentially present within the
training environment and during training
practice (see standard 1.3). These include:

general safety issues for staff during
teaching and practice

person specific safety issues for staff
during teaching and practice

2.8.9 The training session must allow enough time for
demonstration and practice for each technique and
time factored in for each participant to have an
assessment of competence in the safe use of each
restrictive intervention that has been approved
(see standard 2.6).

2.8.10 The training session must be structured in
such a way as to contextualise the use of the
specific restrictive intervention. For example
structuring scenarios that integrate the
restrictive interventions into operational
or clinical situations.

Section 2: Standards supporting curriculum content
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2.8.11 Where simulated resistance is used during training
sessions the risks it poses must be managed.

Only trainers must role play resistant service users

Role plays must be directly managed by a
separate trainer who should immediately stop
the scenario if there is any likelihood of injury

2.8.12 The training content must emphasise that the
application of any restrictive intervention will be
within the context of a therapeutic or supportive
relationship with that person. Training must recognise
that the use of restrictive interventions can traumatise
people and damage relationships. It must explore how
relationships can be maintained during and after the
use of any restrictive interventions.

2.8.13 The training content must emphasise the need
to comply with reporting requirements and
participate in any review processes designed
to learn from experience and reduce the need
for future restrictive interventions.

Standard 2.8.a

Teaching the use of mechanical restraint.

Due to the highly restrictive nature of some
mechanical restraints, additional training standards
are required to complement standard 2.8.

2.8.A1 Training providers must ensure that any
form of mechanical restraint that they are
requested to teach the use of has been
agreed at a board level. There must be clear
documentation as to how this has been
deemed the least restrictive option for that
person and why alternative approaches would
not be suitable for them (CQC, 2016). Training
content must explicitly cover this point.
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2.8.A.2 Mechanical restraint must only be considered for use in
exceptional circumstances in specific settings and under
specific circumstances. Training content must clearly
identify what these are and refer to organisational
policy and protocol for their use.

2.8.A.3 Training content must refer to specific legislation
and guidance on the use of mechanical restraint.
This must include:

Brief Guide: Restraint
(Physical and Mechanical) (CQC, 2015)

MHA 1983 Code of Practice
(Department of Health, 2015)

NICE guidance NG10 (NICE, 2015a)

2.8.A4 Training content must refer to the Mental Health
Act Code of Practice (Department of Health, 2015,
26.8026.81, 26.82) which specifies requirements
for safety reviews and observation protocols.

2.8.A.5 Training content must refer to any other general
and specific safety guidance around the use
of the specific mechanical restraint.

2.8.A.6 If appropriate, training must cover the protocol for
the use and recording of mechanical restraint such
as splints or cat paws which sometimes are used in
services for people with intellectual disabilities and
autistic people who have self injurious behaviours.
The principle of least restrictive intervention must apply.
The function of the self injury for the person must be identified
and alternative ways of meeting the person’s need must be
implemented. The clinical team, family, carers and advocates
would need to be in agreement about the parameters of the
use of the device (MHA 1983 Code of Practice, Department
of Health, 2015, 26.87).

2.8.A.7 Training must cover protocols for the use and recording
of mechanical restraint in services for older people and
people with disabilities. Belts and straps in chairs etc
must be used lawfully for intended purpose only and
not used to restrict liberty for the convenience of staff.
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Standard 2.9

Training must cover the factors that contribute
to risk and elevated levels of risk in the
application of restrictive interventions.

2.9.1 Training content must make clear that all
restrictive interventions contain an element
of risk even when in accordance with
training approved techniques and guidance.

Training content must cover:
physical, psychological or emotional risks

factors that may elevate risk — personal factors,
service factors, the types of restrictive inter-
ventions being used as well as how long they
are applied for and how they are applied.

2.9.2 Training content must make clear that staff have a
responsibility for the safety of those individuals on
whom they are applying restrictive interventions.

Training content must cover participant responsibilities
for ensuring:

restrictive interventions are only ever used as a last
resort, and always in line with policy and guidance

any and all general safeguards are implemented

any and all person centred safeguards
are implemented

active monitoring of the person is undertaken
(see standard 1.3.4)

emergency procedures are implemented
immediately in the event that relevant warning
signs are detected (see standard 2.10)

2.9.3 Training content must make clear that staff
have a responsibility for their own safety and
that of their colleagues involved in applying
restrictive interventions, as well as for others
involved in the incident.

This would include organisational policies in place
that are designed to keep staff safe. These include
lone working procedures, safe systems of work
and any guidelines relating to personal safety.
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Standard 2.10

Training in restrictive interventions must consider emer-
gency procedures, and cover the safety contingencies in

place to manage the risk of a medical emergency arising.

2.10.1 Training content must make it clear to participants
that they have a responsibility to take safety based
action in the event that a behavioural crisis
becomes a medical emergency.

Such emergencies may include a person experiencing
breathing difficulties, or some form of cardiac or circu-
latory compromise, as well as injury to joints such as a
fracture or dislocation. (This is not an exhaustive list.)

210.2 Training content must cover the warning signs
which indicate such an emergency is developing.

This must include:

the various domains to be monitored, such as ABCDE:
the Airway, Breathing, Circulation, Deformity of limbs
and any Existing medical condition or injury

those signs and symptoms which indicate an acute
deterioration in someone’s health and/or functioning

recognition of signs and symptoms of more common
conditions including asphyxiation, cardiac arrest,
cerebral vascular accident and myocardial infarction,
and fractures

2.10.3 Training content must cover the urgency with which
restrictive interventions must be ceased in the event
a medical emergency is developing, and stress the
importance of immediately summoning emergency
medical assistance and implementing first aid procedures.

The following must be highlighted:

the urgency with which medical support must
be summoned. Arrangements may include the
use of communications equipment and alarms

the importance of managing the casualty until medical
assistance arrives. Organisational policy in relation
to this issue should be referenced and clarified

210.4 Training content must cover the procedure for recording

and reporting. Organisational policy must be referenced
and clarified.

Section 2: Standards supporting curriculum content
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Standard 2.11

The curriculum must identify the full range
of restrictive interventions and restrictive
practices and their application.

2111 Training content must identify and prompt
discussion about all forms of restrictive
interventions, including seclusion, rapid
tranquilisation, chemical restraint,
mechanical restraint, clinical holding,
physical restraint and psychological
restraint.

This must include:
definitions of key terms
reference to blanket restrictions

identification of other restrictive practices
imposed by staff on people, such as
dietary restrictions, lack of choice,
restricting access to activities and
personal items and locked doors

restrictive intervention and practices
that may be used covertly, such as not
identifying opportunities or options, or
influencing people’s choices, eg ‘you
don’t want to go out this afternoon

do you?’, or secreting medication in
preferred food

211.2 Training content must define coercion and
trainers must allow time for discussion
about how, if unchecked or unregulated,
restrictive interventions can become
coercive and potentially harmful (physically,
emotionally and psychologically).
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Standard 2.12

The curriculum must cover the requirements
for recording and analysing data from restrictive
interventions and occurrences of distress or
concerning behaviour.

2121 Training content must cover:

® the regulatory and organisational requirements
for recording the use of any restrictive
interventions and injuries associated with
the use of restrictive interventions. It is
recommended that an independent review
should take place if any injuries occur during
the use of any restrictive interventions

@ the importance of accurate and objective
recording. Activities that enable participants
to practice and reflect on elements of good
recording must be used. Different types of
data collection tools and their uses must
be covered

o the use and analysis of data to support
restraint reduction. Analysis should support
the identification of trends such as frequency
and seriousness of different types of restraint
over time and across different areas of the
provider’s work. Analysis of data must be
used to inform individual and organisational
restraint reduction plans. Analysis of data can
help identify patterns that inform preventative
working — by highlighting the conditions in
which incidents are more or less likely to
occur it should be possible to develop primary
strategies that meet people’s needs before
behaviours of concern arise. Reference should
be made to Towards Safer Services (DoH, in
development) and Restrictive Interventions in
Inpatient Intellectual Disability Services: How
to Record, Monitor and Regulate (Chester
et al, 2018, available at: University of Kent
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Standard 2.13

The curriculum must include reference
to the importance of required procedures
that are related to post-incident review.

2.13.1 Training content must include reference to the need
for, and the understanding of, the purpose of both
components of post-incident review for individuals
and staff. With reference to a review of current available
evidence, these standards support a clear separation of these
two components (Baker, 2017). Best practice and review of the
limited evidence base suggest there are two main components
of post-incident review, each with a distinct purpose:

1. Post-incident support — attention to physical and
emotional wellbeing of the individuals involved

2. Post-incident reflection and learning review

Post-incident review requirements for staff, service users,
car