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Foreword by the Chief Executive – Alec Cumming 
 
This Trust is committed to reducing the risks of violent and aggressive behaviour experienced by staff during the 
course of their work. I am pleased to commend this policy in the belief that it will make a considerable contribution 
to the thousands of people who work, or who are being cared for, or who are visitors to this Trust on a daily basis.   
 
This policy exists to reduce uncertainty and to offer guidance and support to staff. Its contents have been fully 
endorsed by the Trust Board of Directors. 
 
The principles, which underpin this policy, are rooted in our duty of care for both patients and staff. 
 
The policy takes account of the Government's plan for combating violence and aggression in the NHS, outlined in 
"Violence and Aggression to Staff in the Health Services", 1997 HSC, Health Services Advisory Committee, HSE 
books and in the more recent publication "Towards a Safer Healthier Workplace", NHS MEL (1999) 85 
 
This plan includes: - 
 
  Every NHS Trust to review its procedures to ensure that any incident of violence against staff is reported and 

properly recorded. 

 
  Every NHS Trust to establish clear working relationships with the police and prosecution services in pursuing 

the prosecution of people who assault staff. 

 
  Every NHS Trust to set targets for reducing violence against their staff 
 
 
 
 
 

Signature: 

 Date 24th March 1999 

 
 
 
 
 
Scope of this Policy 
 
 
The definition of work-related violence and aggression adopted in this policy is that advanced by the European 
Commission. 
 
“Incidents where staff are abused, threatened or assaulted in circumstances related to their work, involving 
an explicit or implicit challenge to their safety, well-being or health” 
 
This policy covers risk to: 
 
  Staff 

  Bank staff, contractors 

  Patients and all visitors  
 
 
This policy is designed to give general guidance and is by no means exhaustive. Responsibility lies with 
individual wards/departments to develop more specific guidelines, to meet their particular needs. 
 
Whilst this policy compliments the Trust's policy on Bullying and harassment in the Human Resources 
manual. It should be used in all circumstances where violence and aggression is identified.  
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Commitment & Responsibilities 
 
Due to the nature of activities and situations encountered in the hospital setting, the Trust recognises the risk of 
violent and aggressive behaviour from patients, all visitors and indeed other colleagues. Violent and aggressive 
behaviour, whether verbal or physical, places staff and patients at risk of physical or psychological injury. Concerns 
about the increasing level of violence have resulted in the Trust taking a proactive stance in the prevention and 
management of violence and aggression. The Trust will ensure as far, as is reasonably practicable that the 
responsibilities detailed below are implemented. 
 
 
Responsibilities are as for other health and safety risks and are in accordance with the Management of 
Health and Safety at Work Regulations 1999. 
 
 

Responsibilities 

Action By 

1 

Risk Management Advisory Service 

 

  Policy passed by HSMC (Health & Safety Management Committee) 

March '00 

  Establishing training in the prevention and management of aggression 

May '00 

  Continuing managing safely and risk assessment training 

Ongoing 

  Advisory role throughout whole process 

Ongoing 

  Monitoring and responding to incident forms 

Ongoing 

  Reviewing and evaluating policy and training 

Nov ‘00 



Ongoing 

 

Give regular feedback to the HSMC 

2 

Health & Safety Management Committee 

 

  Ensuring HSE requirements are met 

April ‘00 

  Ensuring implementation of the above process 

April ‘00 

  Supporting and monitoring progress  

Ongoing 

3 

Assistant Chief Executives 

 

  Continual monitoring of the process 

Ongoing 

  Informing the Chief Executive of progress 

Ongoing 

4 

Departmental Health & Safety Committees 

 

  Ensuring staff can feedback to their DHSC 

Ongoing 

  To inform the HSMC of any relevant DHSC issues 

Ongoing 

  To monitor prioritisation of departmental staff for training 

May '00 

5 

Clinical Group Co-ordinators 

 

  Supporting and monitoring their managers responsibilities 

Ongoing 

6 

Area/Line Managers 

 

  Developing guidelines for their specific area 

June ’00 

  Prioritising staff for training through risk assessment and guidance issued from RMAS 

May '00 

  Ensuring that their staff are involved in the above process 

Ongoing 

  Ensuring that staff are aware of current policies and legal issues 

Ongoing 

  Ensuring staff are aware how to act when a violent incident occurs 

Ongoing 

  Ensuring that the post incident analysis/ debrief procedure is followed 

Ongoing 

7 

Staff 

 

  Involvement in the process of risk assessment, prioritisation and development of  unit 

May ’00  

guidelines 

Ongoing 

  Ensuring they know procedures and how to act when a violent incident occurs 

Ongoing 

  Ensuring they know their legal position 

Ongoing 

  Accurate reporting of incidents of violence and aggression 

Ongoing 

  Know how to use the process of debriefing/post incident analysis, to seek support 
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Risk Assessment 
 
Risk assessment should be the main tool used for reducing the risk of potentially violent situations at 
ward/department level. A generic risk assessment should be carried out within an area initially, to establish all risks. 
Staff should also be able to risk assess a situation while dealing with actual or potential violence and aggression, in 
respect to themselves and others. More detailed information on violence and aggression risk assessments have been 
included in the risk assessors manual and should be used in conjunction with the RA1 form. Preferably a trained risk 
assessor should complete this.  
 
 
Incidents usually arise from interactions between the elements outlined below: 
 
 

Employee 

   

    Represents authority 

    Pressurised 

 

 

 

 

 

Environment & Circumstances 

 

 

Tired 

 

 

Unfamiliar with unit/patients 

 

 

 

Isolated 





 

 

At night 

 

Appear

 

ance 

 

 

 

 

 

 

         Outcomes 





 

 

Isolated 

 

Age, gend  er, ethni  

c origin   

 





 

 

 

Attitude 

Dark corners 





 

Verbal abuse 



 

 

Verbal and non-verbal 

 

Long, winding corridors 

  Threats 

 



behaviour 

 

In patient’s home, in 

  Physical 

 

streets 

violence 

 

  Noisy, hot, uncomfor-

  Damage to 

 

table waiting facilities 

property 

 

  Unfriendly, daunting 

 

 

Hostage 

  Waiting 

Aggressor 

situation 

  Inadequate information 



 

 

Locking 

  Withdrawal of alcohol, 

 

 

staff in  

nicotine, drugs 

 

 

In pain 

  Objects serving as 



 

 

In need of care/attention 

weapons 

   

Desperate for help 

  Room layout: trapped in 

   

Afraid, anxious 

  Availability of money, 

   

Expecting early attention 

drugs 

   

Confused, clinical condition 

  Nature of care/service/ 

   

Inarticulate/language barrier 

treatment

   

On medication 

    Psychotic 
    Drunk, drugged 

    Withdrawal symptoms, DTs 

    Volatile 
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Training 

 

Training for front line staff and their line managers is an essential ingredient in the implementation of a successful 
management of violence and aggression policy. Staff who are properly trained, confident and well supported are 
better prepared to handle difficult situations. 

Managers will be expected to use the results of their risk assessment to determine which members of staff require 
what level of training. Three levels of training will be made available to staff according to the level of risk to which 
they are exposed. In the short-term, staff exposed to higher risk situations or those with the least work experience 
should receive priority. Guidelines will be produced to help managers with this process. More detailed information 
on each level of training has been included in the training directory.  

Refresher training will be essential for all levels of training. 

Level I 

This training will be mandatory for all staff who have daily interaction with the public whilst at work but do not 
warrant level II or III training. It will cover the basics of anger, the law, communications, body language, diffusion 
and de-escalation techniques, key words, documentation and reporting, and critical-incident debriefing of staff after 
an incident.  

Level II 

This training will be targeted at medium risk staff, especially whose job involves domicilliary visits, community 
work, clinic work or lone working. It will follow on from level I training and will involve practical training on 
breakaway techniques and how to extricate one’s self from a threatening situation.  

Level III 

This training will be targeted at high-risk staff in key areas such as accident and emergency, acute medicine and 
other identified areas. Level III will cover physical intervention training including control and restraint techniques, 
following on from Level II.  
 
 
Guidelines for Action during an Incident 
 
The following guidelines are not exhaustive, although should provide an over view of the action required. Ward 
based guidelines are essential. 
 
Within your ward/area 
 
  Try to respond to the aggressive patient professionally and impartially, with respect for the patients dignity. 
 
  Prevent verbal aggression escalating into physical violence. All staff have a duty of care to de-escalate 

aggression to the best of their ability. Calming the person and resolving what is upsetting them is the main 
priority. Good communication skills are an essential part of this process. Remember communication can be 
impaired if dealing with, for example a head injury patient, unconscious patient or someone under the influence 
of drugs or alcohol. 

 
  During de-escalation, continually risk assess the situation and whether to get help. Those assisting should also 

aim at de-escalating the situation, only using physical intervention as a last resort. 

 
  You can get help from your colleagues, the person in charge and medical staff (must be treated as an emergency 

by the duty doctor or other medical staff) 

 
 
 
 
 



[bookmark: 7] 
Outwith your ward/area 
 
  The Police should be called immediately if the situation is unlikely to be contained by hospital staff, if anyone 

could be injured, if a weapon is involved, if an intruder refuses to leave; use your judgement. (See appendix 1 
for Police graded response to telephone calls). 

 
  Security and portering staff can be summoned for assistance using the hospital violent/aggressive incident no. 

747 (giving your name, location and nature of the incident). If they are unavailable switchboard will notify you 
and inform the Police, if they have not already been alerted. Note security and portering staff should not wholly 
be relied upon to resolve violent/aggressive incidents (ward/area staff should assist if required).  

 

Violent/Aggressive Incident Contact Numbers 

 
 

(9)999  Police or 

 (hospital direct line) 

 
 

       Security and Portering Assistance 

 
 
 

   (bleep 

) Security Advice 

 
 

   Risk Management (Mon.-Fri. 09:00-17:00) 

 
 
 
 
Legal and Ethical Implications 
 
Physical contact in order to manage violence and aggression should be avoided whenever possible and only 
considered when there is no alternative available. The law in Scotland permits the use of force only in circumstances 
where it is deemed necessary for: - 
 
1)  Protection of an individual from harming him/herself or others. 
 
2)    Restraint of individuals with a mental health disorder whose behaviour poses danger to themselves or others,   
       covered under the Mental Health (Scotland) Act 1984 and the Criminal Procedures (Scotland) Act 1995. 
 
3)  Self defence, in such circumstances the law does however, place a duty on the potential victim of violence or  
       aggression to retreat and escape. Only when there is no opportunity to disengage is self-defence likely to be  
       considered legitimate. 
 
4)  The prevention of a crime, in such circumstances it is important that individuals take no action which may 
        jeopardise their safety or that of any other person where only property is at risk. 
 
The Trust will only condone the use of physical force when it is used within the context of this policy, its 
associated procedures and training and only then when used as a last resort. Even so the force used must be 
both the minimum and justifiable in these circumstances. 
 
Some ethical issues such as sedation, seclusion and alcohol withdrawal still require further debate by the appropriate 
professionals and will be appended to this policy once completed. Guidelines concerning the use of the Mental 
Health (Scotland) Act 1984 within a general hospital have been included for information in appendix 2. 
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The Trusts violent incident reporting form VIR must be used for incidents as defined in this policy. If relevant, an 
accident report form ARH1 must be completed by the line manager and sent directly to administration. The VIR 
form should be sent directly to the Management of Violence and Aggression Trainer. For further information, 
reference should be made to the Trusts Incident Reporting Policy. 
 
However we do, recognise that there are areas within the Trust where verbal abuse will be so frequent that it would 
be unrealistic for staff to complete an individual VIR. To avoid under reporting managers in the areas concerned 
will agree an acceptable form of reporting these incidents with the Violence and Aggression Trainer. 
 
All Managers must promote a culture where incident reporting is supported. 
 
The Health & Safety Advisor is currently reviewing all incident report forms. This section will be updated to 
accommodate any changes to the present system. 
 
Support for Staff after an Incident 
 
Reactions to violence will always involve psychological stress and may include feelings of anger, resentment, 
disgust and rejection as well as depression, a sense of failure, self-blame, guilt and a sense of loss of self worth. The 
Management of Violence and Aggression Advisor will be available for advice on any issues that arise. The violence 
and aggression section in the IOSH Managing Safely course will provide more detail concerning manager's 
responsibilities. 
 
The person in charge of the area where the incident has occurred must: 
 
Immediately after an incident  
 
  Assess the situation and provide the necessary care and support to staff and patients involved 

  Hold a post incident analysis/debrief 

  Complete a VIR form 

  Arrange counselling if requested by the employee 
 
Within 24 hours of a serious incident 
 
The line manager or senior manager should contact the person(s) involved to offer support and practical help to 
relieve them of any adverse pressure. 
 
Two to three days after an incident 
 
  Assess whether or not further care and support is required e.g. referral to the occupational health counsellor 

  Find out if a whole team brief is required to deal with any issues that may have arisen. 
 
 
Sick Leave Arrangements 
 
Sickness absence resulting from an assault during normal working hours will be registered as industrial injury 
absence. Periods of absence attributable to an assault will not therefore count against the employee's entitlement to 
sick pay 
 
 
Compensation 
 
Claims for personal injury following an assault can be submitted to the Criminal Injuries Compensation Board. 
Advice on taking a claim can be sought from the Trusts Legal Department. 
 

Prosecution of an Aggressor 
 
The Trust will support any member of staff who has been attacked and wishes to involve the Police, with the aim of 
prosecuting the aggressor. The line manager can still report the incident to the Police if the member of staff does not 
wish to seek criminal prosecution. 
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If a member of staff is to appear in Court as a witness, their senior manager should arrange for them to receive 
advice and support. 
 
Media Coverage 

 

Decisions to publicise issues relating to the prevention and management of violence and aggression will be made or 
directed by, the Director of Communications. 
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Appendix (1) 

 

 

 

 

Police Graded Response 
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Police Graded Response to Telephone Reports of Incidents 
 
 
 
  GRADE 1: Police will respond within 10 minutes if there is actual/potential, 

injury/loss of life. Also if suspect is still at the location and any incident deemed 
by the call office to be urgent. 

 
  GRADE 2: Police will respond within 30 minutes if there is no immediate danger 

i.e. if the aggressor has left the building. 

 
  GRADE 3: An incident that warrants a Police response, but not immediately e.g. 

reporting of an incident that has occurred previously 

 
  GRADE 4: No response required 
 

NB these guidelines have been produced to give an idea of police response to an incident 
and the various factors they consider when receiving an emergency call. The times stated 
are an approximation. 
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Appendix (2) 

 

 

 

 

Use of Mental Health (Scotland) Act 1984 in General Hospitals 
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[bookmark: 16]Use of the Mental Health (Scotland) Act 1984 In a General Hospital 

 

These guidelines are for doctors working within a general hospital, especially SHO’s 
in A&E and receiving medical and surgical wards. But should give general guidance 
i.e. who to contact, for other staff.  

 

Please read these guidelines if you are unfamiliar with the process of detaining patients under the Mental 
Health (Scotland) Act 1984 (referred to as the act from now on). Failure to fill out the form or have it 
processed properly will result in the detention being invalid. This in turn will have serious consequences 
  The patient is held in the hospital illegally, thus making you and other staff 

caring for the patient open to a possible charge of assault or false imprisonment. 

  Subsequent sections such as Section 26 or 18 cannot be applied and a patient in 

need of psychiatric care may not receive it. 

 

Please take a few moments to ensure that you know the process 

 
What Does Detention Allow? 

 

Detention of a patient under an emergency section of the Mental Health (Scotland) Act 1984 (referred to as 
the act from now on) allows for the patient to be admitted to a hospital and requires them to remain there. It 
does not allow for treatment either physical or mental against his will. Treatment without the patients 
consent is a matter of common law. A patient suffering from a purely physical disorder, e.g. paracetomol 
poisoning may be detained under the act, if they are suffering from depression, but detaining him under the 
act will not help treat his poisoning. Either they will consent to treatment or you will decide to treat him 
under common law without his consent. The duty psychiatrist is available for advice and this should be 
sought if you are considering detaining or treating against his stated wishes. 

 

Does the patient need to be detained? 

 

The act allows detention when a fully registered medical practitioner considers it to be urgently necessary 
that a person thought to be suffering from a mental disorder be admitted to hospital for their own health or 
safety or for the protection of others. The act defines a mental disorder as mental illness or impairment, so 
satisfy yourself that: 
  You hold a full medical registration with the GMC, not provisional or temporary. 
  You believe the patient is suffering from a mental disorder. 
  The situation is urgent. This means that it would not be acceptable to review the patient later, the 

patient is likely to abscond, or his mental health is likely to deteriorate. Usually there is an immediate 
material risk of harm to themselves or others. 

  That the patient needs to be in hospital either for his own health and safety or for the protection of 

other people 

  That there is no alternative to compulsory admission to hospital or detention in hospital. This means 

that the patient refuses or is not capable of giving consent to staying voluntary. 
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It is usually better practise to get consent of a mental health officer (MHO) rather than a relative. 
MHO’s are social workers with special training. The MHO must see the patient before you apply the 
section. You may obtain the consent of a relative, but a MHO is more impartial. If there is no time to 
wait for example if the patient tries to abscond you may apply the section without consent a record 
why you had to do this. The back page of the section form gives advice on who counts as a relative. 

 

Which Section do I use and how do I fill in the form? 

If the patient is in a general hospital and is likely to have to remain there for some time, use a 
section 25 and log the section with the medical records department. If the patient is in a general 
hospital and is likely to be transferred with in a short space of time to a psychiatric hospital, use a 
section 24 and log the papers with the psychiatric hospital. A short time is not well defined. Our 
recommendation is that you use a section 24 only if you are confident that the patient will be fit for 
transfer within a few hours. If in doubt use a section 25. You get both sections 24 and 25 from 
medical records. Both section 24 and 25 are blue forms. The forms are very similar and should have 
notes on the back page. Use form A1 for a section 24 and form A2 for a section 25. Make sure that 
the form has the Mental Health (Scotland) Act in the top right hand corner. You only need to worry 
about part one. You must personally have examined the patient on the same day that you fill in the 
form. 

 
  Fill in your own name as it appears on the GMC register and the name of the hospital you work in, 

then under the line that says “being a registered practitioner”, fill in the name, address and date of birth 
of the patient 

 
  Put a line through either (a) his or her health or safety or (b) for the protection of other persons. 

Complete the consent section or the section explaining why consent has not been obtained, note the 
date and time. A section 25 becomes lawful from the time you sign the form, provided you process the 
form correctly. A section 24 becomes lawful from the moment the patient is admitted to a  

       psychiatric hospital. 
  

  You cannot just fill in the form and file it in the patients notes, hand it to a nurse or secretary to deal 

with. It is your responsibility to make sure that the form gets into the hands of a hospital manager and 
to make sure that the patient and the nearest relative are informed of the detention. Fortunately you can 
delegate some of these tasks. 

 
  Section 24 This form goes to the Royal Cornhill Hospital. You will have been in contact with a 

psychiatrist beforehand and one of the wards at Cornhill will be expecting the patient. You must 
contact the charge nurse of the ward immediately and he or she will advise you whether to send the 
form immediately to Cornhill or to send it with the patient. Do not send detention forms via internal 
mail. It is likely that nursing staff from Cornhill will come to ARI to look after the patient and may be 
willing to take the form themselves. Either way the charge nurse of the ward at Cornhill will deal with 
the process of informing the nearest relative. You must verbally inform the patient of his or her 
detention. 

 
  Section 25 This form has to go to ARI medical records, you must either take it there yourself (there is 

a records officer on duty 24hrs a day), or delegate a responsible person to do this for you. 

 

takes responsibility for this aspect of medical records and her staff will inform the nearest 

relative. Again you must verbally inform the patient of his or her detention. Pleases note that there is 
no right of appeal against an emergency section, either a section 24 or 25. It can only be repealed by 
the responsible medical officer (RMO) who is the consultant responsible for the patient. While a 
patient is in a general hospital, that is the consultant physician or surgeon or at Cornhill the consultant 
psychiatrist. 

 
 



[bookmark: 18]Patients Arriving at ARI already on a Section 24 
 
This is an unusual situation which may arise if a GP has detained a patient in the community, who needs 
medical assessment or treatment before being admitted to Cornhill e.g. if the patient has taken an overdose 
or made another act of deliberate self harm. If you are sure that the patient will be fit for transfer within a 
few hours, you can proceed as for section 24 above and contact Cornhill, having the form processed there. 
However if the patient needs to be in ARI for longer, the section 24 papers will have to be logged with 
medical records at ARI as described above for section 25. 
 
A Note on Transferring Detained Patients between Hospitals 
 
Patients on emergency sections 24 and 25, or on a section 26 do not need any forms to be completed 
concerning their transfer. A form G is required only if a patient is on a section 18, and can be completed by 
any permanent member of hospital staff who is looking after the patient. 
 
If you need an MHO or Psychiatric Advice 
 
During office hours contact the department of psychological medicine, ARI Ext 

 Outwith office 

hours contact the senior or specialist registrar on call for psychiatry via the royal Cornhill Hospital 
switchboard on Ext 

 For a mental health officer during office hours contact the social work 

department on Ext 

 Out with office hours contact the out of hours social work team on 

 

 
(By: 

 Department of Psychological Medicine ARI, March 1999) 




    

  

  
