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POLICY 

Physical Restraint  
 

Scope (Staff): All staff 

Scope (Area): CAMHS authorised inpatient unit 

 

This document should be read in conjunction with this DISCLAIMER 

Only use this box if relevant (e.g. clinical document – link to be added by CAHS policy (delete this line) 

Aim  

To assist staff around the decision making and use of physical restraint in the CAMHS 
authorised inpatient unit for all its inpatients (voluntary, referred voluntary and involuntary. 

Background  

CAMHS is committed to prevent, reduce the use of and where possible eliminate the use 
of restraint. However, CAMHS recognises that there are circumstances where physical 
restraint of children may need to be applied to minimise imminent risk to the child or 
others.   

The use of physical restraint in CAMHS authorised inpatient must be compliant with the 
Mental Health Act 2014 (s. 226-240) and National and State policy documents (NSMHS 
2.2).  Statute and common law (Criminal Code of Western Australia, and Common law 
doctrine of necessity) addresses restraint in relation to duty of care and is not covered 
here.  

This Policy must be used in conjunction with legislation, the Therapeutic Crisis Intervention 
(TCI) Student Workbook: Sixth Edition, and the CAMHS De-escalation Policy.  

The professional and legal responsibilities associated with the use of restraint have 
significant implications for CAMHS staff. 

Risk 

All restraints have the potential to increase risk of trauma and physical harm to the child 
and staff and significant physical restraint has the potential to restrict the breathing of the 
child being restrained. Risks also include psychological trauma, loss of dignity, breakdown 
in therapeutic relationships, and re-traumatisation for children who have a history of 
trauma.  

Guiding Principles 

 The safety of the child is paramount  

 The degree of force used to restrain the child must be the minimum required in the 
circumstances (s. 228).  

 While the child is restrained  (s. 228) 
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o There must be the least possible restriction on the child’s freedom of movement 
consistent with the restraint 

o The child must be treated with dignity and respect.  

 Where there are no appropriate alternatives to restraint they should be administered in 
the most safe, dignified and respectful manner as possible by appropriately trained 
staff (CPG, standard 6).  

 Restraint should be, wherever possible, an intervention of last resort.   

 Restraint must take into account cultural and social diversity, including considerations 

around trauma and attachment history, Aboriginality, ethnicity, pregnancy or family 

status, disability, religion, spirituality and/or belief, sexual diversity and gender identity, , 

medical condition, and physical characteristics, gender, and age. 

 

Definitions (MHA 2014) 

 Bodily restraint is the physical or mechanical restraint of a person who is being 
provided with treatment or care at an authorised hospital (s. 227)  

 Physical restraint is the restraint of a person by the application of bodily force to the 
person’s body to restrict the person’s movement (s. 227) 

 Emergency: is a situation that involves an imminent risk of life-threatening injury to self 

or others. 

 Mental Health Practitioner:  May be either a Psychologist; a nurse whose name is 

entered on Division 1 of the Register of Nurses kept under the Health Practitioner 

Regulation National Law (WA) as a registered nurse; a Social Worker or Occupational 

Therapist, who has at least 3 years’ experience in the management of people who 

have a mental illness.  

 Medical Practitioners: any doctor including a psychiatrist who is registered under the 
Health Practitioner Regulation National Law (WA) (HPRNL-WA) as being in the 
medical profession   

 Nominated Person: a person who has been nominated by the child to assist the child 
to ensure that their rights and interests are upheld. Nominated persons can be a friend 
or relative of the child or a guardian. It is whoever the child feels should receive 
information and who can help the child. The person nominated must be an adult over 
the age of 18.  

 Use of the word ‘child’ in this policy means an infant, child, adolescent or young 
person under the age of 18 years.  

 Use of the word ‘family’ in this policy means any parent, legal guardian or identified 
carer of the child. For a child of Aboriginal or Torres Strait Islander descent, this 
includes a person within their kinship group who is recognised as their carer under 
customary laws and traditions (s.271). 

 

Policy  
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Policy  

1. Before physical restraint – minimisation  

Whenever possible the use of restraint must be avoided.   

 Early intervention via assessment, crisis management, de-escalation and other 
alternatives to restraint are preferred interventions of choice in managing patient care and 
safety.  

 See De escalation in CAMHS policy  

o use of Therapeutic Crisis Intervention, including training requirements 
 BAU inpatient staff will continue to use Management of Aggression Training 

(MOAT) restraint process until transition to Perth Children’s Hospital (PCH). 

o use of individual crisis management plans and ‘help me help myself plans (termed 
patient safety plans in the CPG) developed as part of the collaborative engagement 
during clinical assessment including input from the child and family. See Clinical 
Assessment in CAMHS policy.  

 Use of sensory modulation areas for de-escalation (Standard 6, CPG) should be used 
wherever possible.  

 The CAMHS Executive support the implementation and use of Therapeutic Crisis 
Intervention (TCI) in CAMHS by: 

o Supporting Service Managers to ensure all CAMHS staff are TCI-trained; 

o Supporting the provision of TCI-certified trainers, including their completion of the 
biannual ‘train the trainer’ refresher course.  

o Ensuring services are adequately resourced to adhere to TCI principles. 

Training must include de-escalation techniques and trauma informed care principles.  

Assessment of predisposing risk factors 

Where physical restraint is judged to be a likely occurrence, all predisposing risk factors for 
physical restraints must be assessed in accordance with the CAMHS Physical Health 
Assessment Policies. 

 Physical Health Assessment on admission to CAMHS inpatient services 

 Physical health care of mental health inpatients 

 Monitoring the effects of psychotropic medication on physical health 

Identified risk factors should be documented in the child’s PSOLIS Management Plan where 
relevant, for example:  

 Cardiac condition 

 Obesity 

 Influence of alcohol and drugs 

 Prolonged violent physical agitation 

 Underlying natural disease 

Individual taking certain types of medication 

 

Consideration of less restrictive interventions 
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All less restrictive interventions should be considered prior to a restraint. See De escalation in 
CAMHS policy and the TCI Student Workbook: Sixth Edition) 

The service-specific Help Me Help Myself Plans and Guides may be used to support the 
process.  

 Medical staff must take a proactive role in restraint minimisation(CPG, Standard 6) ; 
o The Treating or Duty Psychiatrist must take an active leadership role in facilitating 

strategies for an individual child that reduces restraint.  
o Medical staff must attend a clinical unit, at the earliest possible time, when there is 

evidence of escalating risk not settling with remote support.  
o Medical staff must take an active decision making role early in the restraint process 

to limit duration and maximise safety. 

2. At point of physical restraint 

Physical restraints must be:  

 authorised before the restraint (oral or written) 

 ceased as soon as possible 

 recorded in the medical record after the restraint  

 notified to the Chief Psychiatrist  
  

Authorisation by whom for whom (s. 230-1) 

A medical practitioner or a mental health practitioner or the person in charge of a ward may 
make a restraint order authorising restraint of:  

 a child who is a patient admitted to the authorised inpatient unit. 

 a child who is referred for an examination by a psychiatrist at the authorised inpatient unit. 

 a child who is under an order to enable an examination to be conducted by a psychiatrist 
at the authorised inpatient unit.   

Criteria for use 

Physical restraints must only be used to maintain safety and duty of care in the following 
circumstances (s.232):  

 To prevent children from physically injuring themselves or other people  

 To receive treatment; or 

 Prevent them from persistently causing serious damage to property. 
AND  

 where there is no less restrictive way of providing the treatment or preventing the injury 
or damage; and  

 the use of the bodily restraint on the child is unlikely to pose a significant risk to their 
physical health.  

 

The use of physical restraint is a temporary solution to challenging behaviour or 
circumstantial factors, and must only be used when:  

 all other alternative options to address the issue have been explored and deemed 
inappropriate, and  

 when the situation has escalated beyond the child’s capacity to respond to de-
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escalation techniques. 
 

Physical restraints must not be used as a therapeutic intervention, or for the purposes of 
discipline, coercion or staff convenience such as managing inadequate staffing levels. 

 

Authorisation (s. 229-231) 

 

Restraints can be authorised orally or in writing.  

Emergency (oral authorisation) (s. 230):  

Restraints can only be authorised orally: 

 in an emergency where the child needs to be restrained urgently 

 by a medical practitioner or if he/she is reasonably unavailable by a mental health 
practitioner or the person in charge of the ward. 

 

The order must include whether physical or mechanical restraint will be used. If mechanical 
restraint is used, the type of device and how it will be applied must be specified.  

 

Planned (Written Authorisation/bodily restraint order)  

If the restraint is planned (eg for treatment or medications):  

 A medical practitioner, a mental health practitioner or person in charge of a ward may 
complete a written authorisation.   

o The child and family should be involved in planning for the restraint.    
 

 If the restraint is used with the intention of placing a child into seclusion, it is not necessary 
to make a Restraint Order (see Seclusion Policy).  

 Where a child is restrained and then a decision is made that the child requires to be 
secluded, both Restraint and Seclusion Orders must be made.  

 

Type of restraint 

Staff must avoid the use of prone restraint whenever possible to minimise the risk of 
respiratory compromise. Neck holds must not be used.  (CPG, standard 6) 

 

Use of Therapeutic Crisis Intervention (TCI) 

 Only physical restraints taught and endorsed through the Therapeutic Crisis Intervention 
(TCI) training program are to be used.  

 An exception to this may occur when a CAHS staff member is not TCI trained but takes 
necessary and clinically and professionally appropriate action that prevents injury to self or 
others and maintains the safety of the child or others.  

 Security staff employed y the Bentley Health Service may be an exception and must use the 
restraints taught by their employer .  
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A Mental Health Practitioner, Nurse and/or Security staff can assist staff by detaining and 
restraining the child.   

Informing 

 

Informing the treating psychiatrist 

The treating psychiatrist must be informed of the restraint as soon as practicable, and within 
30 minutes of the restraint beginning (s. 233). 

Informing the medical practitioner 

A medical practitioner must be informed of the restraint or that the child has been restrained 
as soon as practicable, to enable an examination (s. 231).  

 

Safety of staff members 

If the safety of a staff member or other person is threatened during a restraint, staff must 
follow site-specific procedures for Emergency Preparedness and for notifying security 
services of the incident (e.g. a Code Black- Personal Threat).In such circumstances the 
security personnel (where available) may be called to assist as a matter of urgency. 

3. Monitoring – ensuring medical fitness to restrain (s. 238) 

 

The person in charge of the ward must:  

 ensure that appropriate provision is made for the basic needs of the child during the 
restraint  

 observations and physical examinations are undertaken 

 

Observations 

Purpose: To ensure that the child’s physical and mental health is monitored constantly and 
any risk managed.  

A Mental Health Practitioner or a Nurse must constantly observe the child (be in physical 
attendance) and as soon as practicable record the observations.   

 

Examinations 

Purpose:  To ensure no complication of or deterioration in the child’s mental or physical 
condition. 

Children must be examined by a Medical Practitioner at least every 30 minutes 

Within 30 minutes, if the restraint is still being used, a medical practitioner must examine the 
child and confirm whether the restraint should continue or stop.  

Within 6 hours of a restraint ending, a medical officer should conduct a physical examination 
of the child.  

 

If a restraint continues for more than 6 hours, a Psychiatrist must review the use of the bodily 
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restraint and record outcomes.   

4. Duration of restraint 

The duration of the restraint must be the minimum required in the circumstances.  

The child cannot continue to be restrained after 30 minutes without an examination by a 
medical practitioner.  

If a restraint continues for more than 6 hours, a Psychiatrist must review the use of the bodily 
restraint.  

5. Varying (s.234) and Revoking (s. 235)  

Physical restraints must be ceased as soon as is safely possible. 

Varying 

A medical practitioner or mental health practitioner can make an order to vary the physical 
restraints by shortening the period of restraint or varying the device that is authorised for use. 
This must be recorded on the approved form   

Extending a restraint 

A restraint can be extended beyond 30 minutes, for further periods of 30 minutes, but only 
following examination by a medical practitioner.  

Revoking a Restraint Order 

At any time during the restraint a Medical Practitioner or Mental Health Practitioner may 
revoke the restraint order.  

If a medical practitioner does not examine the child within 30 minutes of the restraint 
beginning, the restraint must cease. 

Staff must cease restraint if:  

 The child states that they cannot breathe; or 

 There are any other signs of physical distress.   

6. After restraint 

 

Use of the Life Space Interview 

A Life Space Interview (LSI) must be completed with the child at the first appropriate 
opportunity after the restraint post de-escalation to clarify events and repair and restore the 
relationship with the staff.  

This incorporates and utilises Therapeutic Crisis Intervention techniques to; 

 Return the child to baseline 

 Teach new coping skills 

 Reintegrate the child back into the program. 

Notifications:  
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 The parent, a carer, close family member and/or nominated person must be informed that 
a restraint has occurred.  

 The need for clinical incident support to be provided to staff must be considered.   

Other measures to support children and/or visitors who may have witnessed an incident may 
need to be considered 

7. Debrief  

Line Managers must organise post restraint debriefing in accordance with the local service 
policies for staff and relevant support persons. (CPG, standard 6) 

8. Documentation  

As soon as practicable after the restraint has been applied, the person who authorises the 
restraint must complete a restraint form (Form 10E). This form requires details about why the 
restraint was urgently required and is where observations are documented.  A copy of the 
form should be filed in the medical record.  

The staff member who authorises the restraint must clearly document the incident including 
reasons for restraint and the duration of restraint in the child’s medical record. 

A copy of all restraint forms must be given to the child and family as soon as practicable 
following the restraint ending. Consideration must be given to a suitable time to provide these 
forms to the child and family.  

A copy of all restraint forms must be provided to the Chief Psychiatrist as soon as practicable.  

Alterations to the management and care of children following a restraint, including any 
outcomes of LSI’s, are to be reviewed by the clinical team and management plans updated 
accordingly 

If the child is a mentally impaired accused, the Mentally Impaired Accused Review Board 
must be provided with a copy of all restraint forms used.  

9. Reviews 

Weekly service executive reviews of all restraint events will be held.  

 Focusing on collaborative reduction, and not a blaming process.  

 Involving staff involved in the restraint event whenever possible.  

 Including the presence of a Peer Support Worker or individual with lived experience 
wherever possible.    

De-identified quarterly restraint data will be published and made available to staff, 
children,  families and the general public and will be forwarded to the Chief Psychiatrist. 

10. Flow charts 

See the restraint flowchart at the Office of Mental Health site.   

The CAMHS flowchart summarises the process of Seclusion once the decision has been 
made that a child needs to be restrained and may be used in conjunction with this policy. 

11. Duty to report use of unnecessary force 
 
The unreasonable use of force on a child in the authorised inpatient unit by a staff member is 
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a reportable incident.  
 
A staff member of the CAMHS mental health inpatient unit who reasonably suspects that a 
reportable incident has occurred must report the suspicion to either the person in charge of 
the mental health service; or to the Chief Psychiatrist. 
The penalty is a fine of $6 000. 

 
 

MHA 
Form  

Title Section of 
the MHA 
referred to 

Who can complete Link to form 

10A Record of Oral 
Authorisation of 
bodily restraint 

230 Medical Practitioner, 
Mental Health Practitioner 
or Person in Charge of the 
Ward 

 

10B Written bodily 
restraint order 

231 Medical Practitioner, 
Mental Health Practitioner 
or Person in Charge of the 
Ward  

 

10C Record of informing  
medical practitioner 
and treating 
psychiatrist of bodily 
restraint  

230, 231, 
233 

  

10D Record of 
observations made 
of restrained person 

238 MHP, Nurse   

10E Record of 
examination of 
restrained person 
and extension of 
bodily restraint 

234, 238 Medical Practitioner  

10F Variation of bodily 
restraint order 

234 Medical Practitioner, 
Mental Health Practitioner 

 

10G Revocation or expiry 
of bodily restraint 
order 

235, 237 Medical Practitioner, 
Mental Health Practitioner 
or Person in Charge of the 
Ward 

 

10H  Review of bodily 
restraint order by a 

238 Psychiatrist  
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Psychiatrist 

10I Record of post-
bodily restraint 
examination 

239 Medical Practitioner  

 

Related internal policies, procedures and guidelines 

Clinical assessment in CAMHS policy  

De escalation in CAMHS 

 
 
 

References (if required) 

Mental Health Act 2014 sections 226–4 

Clinicians Practice Guide   section 6.6 

National Standards for Mental Health Services 2.2 

  

Useful resources (including related forms) (if required) 

List and hyperlink the titles of useful resources, do not hyperlink MR forms 

 

 

 
 

This document can be made available in 
alternative formats on request for a person 

with a disability. 
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PROCEDURE  

Restraint  

Scope (Staff): All Staff 

Scope (Area): CAMHS Authorised Inpatient Unit 

 

This document should be read in conjunction with this DISCLAIMER 

Only use this box if relevant (e.g. clinical document – link to be added by CAHS policy (delete this line) 

Aim  

To assist staff to comply with the Mental Health Act 2014 (s. 226-240) around the use of 
restraint once de-escalation has been unsuccessful and restraint is required as a last 
resort. 

Key Points  

 CAMHS is committed to prevent, reduce and ultimately eliminate the use of 
restraint.  

 Restraint inherently carries a risk for children and staff.  

 Restraint should be used for as short a time as possible.  

Equipment  

The child must have access to basic needs during restraint, including:  

 Appropriate bedding & clothing  

 Sufficient food and drink 

 Access to toilet facilities 

 Any other care appropriate to the child’s needs 

Procedure 

Also see CAMHS flowchart for urgent restraint – link here 

Steps  Additional 
Information 

1. At point of physical restraint 

Authorisation 

 The Medical Practitioner, Mental Health Practitioner or Person 
in Charge of the Ward in order of availability completes Form 
10b when restraint is planned.   

o Written authorisation should include: 
 a plan as to how the restraint will be used, and  

 

 

Written Bodily 
Restraint Order, 
Form 10B 

Record of Oral 
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 how the child’s behaviour  will be managed 
following the restraint  

o Staff involved in the restraint should be aware of and 
contribute to the plan.  

 In the case of urgent restraint, the Medical Practitioner, Mental 
Health Practitioner or Person in Charge of the Ward in order of 
availability authorises restraint orally.  

o Form 10A is then completed by the person who orally 
authorised the seclusion.  

Type of restraint 

 TCI restraints or service approved restraints must be used  

 Mental Health Practitioners, Nurses or Security staff can assist 
in restraint 

Informing 

 If a Mental Health Practitioner or the Person in Charge of the 
Ward, authorised the restraint, he/she must inform the Medical 
Practitioner of the restraint order, and record this on Form 10c.  

 The authorising Medical Practitioner or Mental Health 
Practitioner must inform the treating Psychiatrist of the restraint 
event within 30 minutes and record this on Form 10c.  

o If the Treating Psychiatrist is not available the Duty 
Medical Officer must be informed via pager #7 - 435.  

 The family must be informed of the restraint event and copies 
of all forms given to the child and parent/carer at an appropriate 
time. 

 If the family has been asked to be notified, inform family 
straight away.  

Safety of staff members 

 Staff must follow site-specific procedures for Emergency 
Preparedness and for notifying security services, (e.g. a Code 
Black- Personal Threat) if the safety of a staff member or other 
person is threatened during a restraint.  

Authorisation of 
bodily restraint, form 
10A 

 

 

 

 

 

 

 

Record of Informing 
Medical Practitioner 
and Treating 
Psychiatrist of bodily 
restraint, 10C 

 

 

 

 

 

 

Link to site specific 
procedures 

 

2. Monitoring – ensuring medical fitness to restrain (s. 238) 

 Person in charge of the ward must ensure that a Mental Health 
Practitioner or a Nurse is in physical attendance at all times 
and as soon as practicable records any observations 

 Observations include whether there is a proper airway to allow 
breathing, that the restraint is not causing pain or that any limbs 
are not being impacted on in a negative way. 

 When restraining a child, staff must ensure there is no 
restriction of breathing. Staff must monitor for changes in: 

a. Respiration 
b. Position of the child and staff 
c. Skin colour 
d. Level of consciousness 
e. Level of agitation 
f. Range of motion and/or swelling in extremities 

 Results of observations must be recorded on Form 10d by the 

 

 

 

 

 

 

 

Record of 
observations made of 
restrained person, 
10D 

Form 10E – Record 
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Mental Health Practitioner or Nurse who monitors the child.   

 Results of examinations by the medical practitioner must be 
recorded on Form 10e by the Medical Practitioner.  

 Results of examinations for review must be recorded on Form 
10H by the Psychiatrist.   

 

of examination of 
restrained person 
and possible 
extension of bodily 
restraint, 

Form 10H – Review 
of bodily restraint 
order by a 
Psychiatrist 

3. Confirmation of restraint 

Form 10b must be used to confirm oral authorisation and is to be 
completed by the person who made the order or if unavailable by a 
Mental Health Practitioner or the Person in Charge of the Ward.  

Written Bodily 
Restraint Order, 
Form 10B 

 

4. Varying (s.234) and Revoking (s. 235) 

Varying 

Form 10F, is completed by a Medical Practitioner or Mental Health 

Practitioner to vary a bodily restraint order.  

completed by medical practitioner or mental health practitioner  

Extension 

Form 10E, is completed by a Medical Practitioner after 
examination.  

Revocation 

Form 10G is completed by a Medical Practitioner or Mental Health 
Practitioner at revocation at any time.  

 

Variation of bodily 
restraint order, Form 
10F 

 

Record of 
examination of 
restrained person 
and possible 
extension of bodily 
restraint, Form 10E 

Revocation or expiry 
of bodily restraint 
order, Form 10G 

5. After restraint 

Conduct Life Space Interview. Note children have a right to refuse 
to engage in a Life Space Interview but every attempt should be 
made by staff to engage the child.  
 

If a child chooses not to engage in a Life Space Interview this 
should be documented on the Life Space Interview form.  
 

The parent, carer, close family member and/or nominated person 
are notified as soon as practicable, unless they have specified that 
they want to know about a restraint immediately.  

 

6. Debrief  

Organise debrief according to:  

BAU Debriefing Process  

Serious Clinical Incidents in CAMHS 

Sentinel Event Management Toolkit  
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7. Documentation 

Documentation requirements must comply with the MHA 2014 and 
will include completion of relevant forms as identified in the table 
below.  

The treating Psychiatrist must as soon as practicable provide 
copies of all restraint forms to the Chief Psychiatrist and if the child 
is ‘a mentally impaired accused’, to the Mentally Impaired Accused 
Review Board (s. 240). 

Datix-CIMS report 

Site-specific Security Report (if applicable) 

CAHS OSH Hazard Report (if applicable). 

Staff must refer to the DOH Clinical Incident Management Policy 
and the CAHS Clinical Incident Management Policy for reporting 
requirements and instructions where applicable. 

 

8. Reviews 

Data for the Chief Psychiatrist must include:  

 Episodes of restraint (per 1000 bed days as denominator) 

 Designated time periods in restraint 

 Compliance with service executive reviews of restraint 
(measure under development). 

 

 

9. Flowcharts 

See the restraint flowchart at the Office of Mental Health site. MHA 
2014 flowcharts 

The CAMHS flowchart summarises the process of restraint once 
the decision has been made that a child needs to be restrained 
and may be used in conjunction with this policy. (link here)  

 

 

MHA 
Form  

Title Section 
of the 
MHA 
referred 
to 

Who can complete 
MP - Medical Practitioner  
MHP - Mental Health Practitioner  
PCW - Person in Charge of the 
Ward 

Link to form 

10A Record of Oral 
Authorisation of 
bodily restraint 

230 MP, MHP, PCW  

10B Written bodily 
restraint order 

231 MP, MHP, PCW  

10C Record of informing  
medical practitioner 

230, 
231, 

MHP, PCW  
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and treating 
psychiatrist of bodily 
restraint  

233 

10D Record of 
observations made 
of restrained person 

238 MHP, Nurse   

10E Record of 
examination of 
restrained person 
and extension of 
bodily restraint 

234, 
238 

MP  

10F Variation of bodily 
restraint order 

234 MP, MHP   

10G Revocation or expiry 
of bodily restraint 
order 

235, 
237 

MP, MHP, PCW  

10H  Review of bodily 
restraint order by a 
Psychiatrist 

238 Psychiatrist  

10I Record of post-
bodily restraint 
examination 

239 MP   

 

 

 

Related internal policies, procedures and guidelines (if required) 

Clinical assessment in CAMHS policy  

De escalation in CAMHS 

 

References (if required) 

Mental Health Act 2014 sections 226–4 

Clinicians Practice Guide   section 6.6 

National Standards for Mental Health Services 2.2 
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Useful resources (including related forms) (if required) 

List and hyperlink the titles of useful resources, do not hyperlink MR forms 

 

 
 
 
 
 
 
 
 
 
 

 
 

This document can be made available in 
alternative formats on request for a person 

with a disability. 
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POLICY 

Seclusion  

Scope (Staff): All staff 

Scope (Area): CAMHS Authorised Inpatient Unit 

 

This document should be read in conjunction with this DISCLAIMER 

Only use this box if relevant (e.g. clinical document – link to be added by CAHS policy (delete this line) 

Aim  

To assist staff around the decision making and use of seclusion in the CAMHS Authorised 
Inpatient Unit for all its inpatients (voluntary, referred voluntary and involuntary) and to 
comply with the Mental Health Act 2014 (s. 211–25).  

Background  

CAMHS is committed to prevent, reduce and ultimately eliminate the use of seclusion.  

The use of seclusion in the CAMHS authorised inpatient unit must be compliant with the 
Mental Health Act 2014 (s. 211–25), and National and State policy documents. The use of 
seclusion is only permitted in an authorised hospital 

Risk 

The use of seclusion creates significant risks for children with mental illness, including risk 
of trauma and physical harm. These risks include serious injury or death, re-traumatisation 
for children who have a history of trauma, loss of dignity and other psychological harm. 

Guiding Principles 

 Seclusion is used as a safety procedure of last resort, not a therapeutic or treatment 
intervention.  

 Seclusion should be used only when there is an imminent risk of danger to the 
individual or others and no other safe and effective intervention is possible.  

 When seclusion  is necessary CAMHS should ensure the interventions are 
administered in a safe, respectful and compassionate manner by appropriately trained 
staff.  

 Where there are no appropriate alternatives to seclusion they should be administered 
in the most safe, dignified and respectful manner as possible by appropriately trained 
staff (Clinician’s Practice Guide, Standard 6).  

 If and when pro re nata (‘PRN’: as needed) medication is used, it should be judiciously 
administered for the purpose of calming and not sedating.  

 



Seclusion 

 

Page 2 of 9                                                                                                                 CAMHS Policies 

]                                                                                                                                          

Definitions (MHA 2014) 

 Seclusion is the confinement of a person who is being provided with treatment or care 
at an authorised hospital by leaving the person at any time of the day or night alone in 
a room or area from which it is not within the person’s control to leave.  

 Medical Practitioners: any doctor including a psychiatrist who is registered under the 
Health Practitioner Regulation National Law (WA) (HPRNL-WA) as being in the 
medical profession   

 Mental Health Practitioner:  May be either a Psychologist; a nurse whose name is 
entered on Division 1 of the Register of Nurses kept under the Health Practitioner 
Regulation National Law (WA) as a registered nurse; a Social Worker or Occupational 
Therapist, who has at least 3 years’ experience in the management of people who 
have a mental illness.  

 Nominated Person:  A person who has been nominated by the child to ensure that 
their rights and interests are upheld. Nominated persons can be a friend or relative of 
the child or a guardian. It is whoever the child feels should receive information and who 
can help the child. The person nominated must be an adult over the age of 18.  

 Child: An infant, child, adolescent or young person under the age of 18 years.  

 Family: Any parent, legal guardian or identified carer of the child. For a child of 
Aboriginal or Torres Strait Islander descent, this includes a person within their kinship 
group who is recognised as their carer under customary laws and traditions (MHA s. 
271). 

Policy   

1. Before seclusion – minimisation  

 Early identification and assessment of individuals, who may require seclusion, must be 
done as part of the collaborative engagement during clinical assessment 

 All less restrictive interventions prior to seclusion must be considered with input from 
the child and family as per the De-escalation in CAMHS policy. 

 Training must include de-escalation techniques and trauma informed care principles. 

 Medical staff must take a proactive role in minimisation of seclusion events by 
(Standard 6, CPG); 

o the treating or Duty Psychiatrist taking an active leadership role in facilitating 
strategies for an individual child that reduce the need for seclusion,  

o promptly attending when there is evidence of escalating risk not settling with 
remote support, and 

o taking an active decision making role early in the seclusion process to minimise 
duration. 

2. At point of seclusion  

Criteria for use 

Seclusion must only be used when the person authorising seclusion is satisfied that (s. 
216):  

 The child needs to be secluded to prevent the child from:  
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o Physically injuring him or herself or another person; or 
o Persistently causing serious damage to property and  
o There is no less restrictive way of preventing the injury or damage.  

Seclusion must not be used for: 

 The purposes of discipline, coercion or staff convenience such as managing 
inadequate staffing levels 

 The sole purpose of preventing imminent self-harming behaviours. Seclusion is not 
a particularly effective intervention to prevent self-harming behaviours as children 
are able to engage in self-injury whilst in seclusion. Other strategies to manage self-
harming behaviours should be utilised. 

 

Authorisation – by whom for whom 

 A medical practitioner or a mental health practitioner or the person in charge of a ward 
may make a seclusion order authorising the seclusion of (s. 214): 

o A child who is a patient admitted to the authorised inpatient unit. 
o A child who is referred for an examination by a psychiatrist at the authorised 

inpatient unit. 
o A child who is under an order to enable an examination to be conducted by a 

psychiatrist at the authorised inpatient unit.   
 

Authorisation – written and oral  

Seclusion must only be used in accordance with an oral or written seclusion order (s.213).  

A written seclusion order must be made on Form 11A by medical practitioner, a mental 
health practitioner or the person in charge of a ward.   
 
Oral Authorisation of Seclusion (s. 214) can only be used when a medical practitioner, a 
mental health practitioner or the person in charge of a ward are satisfied that:  

 the child needs to be secluded urgently and  

 a medical practitioner is not reasonably available to give an oral authorisation or 
make a seclusion order in respect of the child.  

When providing an oral authorisation for seclusion the person giving the authorisation 
must specify the room or area the child is to be secluded within.  
 
 

Checking clothing 

 Children should retain their own clothing unless there is a serious clinical contra-
indication which may compromise safety. Reasons for removal of own clothing must 
be documented in the child’s medical records and special clothing be provided as a 
replacement. 

 Children must not be secluded naked and must not be left without means of 
keeping warm. 

 All hazardous items such as belts, shoe laces, pens etc must be removed.  

 Security staff/police to be called as required, in the event of illegal items or 
weapons.  
 

Moving the child to seclusion 
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Reasonable force (s.172 and s. 225) can be used to move the child into the seclusion 
area. This is not classified as a restraint.  

A Mental Health Practitioner, Nurse or Security Staff can assist in detaining and restraining 

the child in order to place them in seclusion, using service approved restraints.   

Informing 

 

 If a Mental Health Practitioner or Person in Charge of the Ward has authorised 
seclusion, the relevant Medical Practitioner must be informed as soon as possible. 

 The authorising Medical Practitioner or Mental Health Practitioner must inform the 
treating Psychiatrist (after-hours the duty Consultant Psychiatrist) of the seclusion 
event within 2 hours of the event occurring (s.217) and;   

o record the treating psychiatrist name and qualifications and date and time 
he/she was informed on the approved form.  

 The authorising Medical Practitioner or Mental Health Practitioner where 
appropriate and/or requested must inform the child’s carer of the seclusion event.  

The relevant Clinical Nurse Specialist (after hours the most Senior Registered Nurse on 
duty) is to be informed of all seclusion events, who will attend, sight the child and sign the 
Seclusion Report as verification of the correctness of the nursing actions and 
documentation.  

3. Monitoring – ensuring child fitness to continue seclusion  
 
Step 1: Activate 
 

 Staff must ensure that appropriate provision is made for the basic needs of the child (s. 
222).  

 Special clothing and/or bedding must be provided if child’s ordinary clothing or bedding 
is a self-harm risk.  

 
 

Step 2: Monitor  
 
Observations 
The purpose of observations is to ensure child safety without placing staff members at 
physical risk.   

 An observation plan must be drawn up on how to manage regular observations.  

 Observations should be done in person by entering the seclusion room if safe to do 
so.  

 Observations can be done from outside the room through direct observation.  

 CCTV must not be used for observations.  

 A mental health practitioner or a nurse must observe the child every 15 minutes and 
as soon as practicable file a record, using form 11d.   

 The Mental Health Practitioner or Nurse must note changes in the child’s condition 
and alert the Person in Charge of the Ward if the child’s health deteriorates.  

 Whilst caring for the child in seclusion, the Mental Health Practitioner or Nurse 
should be aware that this duty is a priority.  
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o In the event of an emergency, the allocated staff member must ensure that 
the child remains under observation whilst in seclusion.  

 If the person who authorised the seclusion is the person in charge of the ward or a 
mental health practitioner, they must inform a medical practitioner.  

Examinations  

The purpose of the examination is to ensure the child’s medical condition is satisfactory 
and to note whether seclusion should continue or be revoked.   

The medical practitioner must examine the child within 2 hours of being secluded (s.214) 
and at least every 2 hours thereafter 9s. 222) and more frequently if the child’s condition 
indicates more medical intervention.   

The examination should be as close as possible to the expiry of seclusion.  

The attending medical practitioner must personally:  

 Attend as soon as is practicable and within 2 hours of the seclusion beginning 

 Assess the situation and examine the patient 

 Ensure the child’s’ medical condition is satisfactory 

 Note whether seclusion should vary, or be revoked, after a face to face assessment 

 Review medication  

 Discuss with attending Mental Health Practitioner and/or Person in Charge of ward 
and clarify duration of seclusion  

 Complete and sign the seclusion form/s 
 

For safety reasons staff should not enter a seclusion room without adequate staff 
numbers. 

4. Duration of seclusion  

 Seclusion is only to be used for a minimum period of time and must be terminated as 
soon as it is safe to do so.  

 Seclusion is for a maximum of two hours.  

Seclusion can be extended for another 2 hour period after a face to face assessment by a 
medical practitioner (s. 218 and 222).  This must be recorded. 

5. Ceasing seclusion / revoking seclusion 

 A medical practitioner, mental health practitioner or the person in charge of a ward may 
revoke the seclusion order (s. 219). This must be recorded.  

 After the initial authorised period of seclusion (maximum period of two hours), a 
medical practitioner must attend and review the child face to face to determine if 
reauthorisation for a further period of seclusion is indicated.  

 Seclusion will cease if the Medical Practitioner does not authorise continuation of 
seclusion.  

 As soon as practicable after the time when a child cannot continue to be secluded 
under a seclusion order, the medical practitioner or the mental health practitioner must 
inform the child of the fact and ensure that the child is released from seclusion (s.220).  

 Continuation of seclusion beyond 2 hours without Medical Practitioner face to face 
review is prohibited (s.218).  

The criteria for ceasing seclusion and the time of the next medical face to face review will 
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be clearly stipulated and documented in the child’s medical records by the attending 
Medical Practitioner. 

6. After seclusion  

Parents, carers close family members, and/or nominated person must be informed of the 
seclusion event. Timing of being informed must not be immediate, unless they have made 
a specific request to be informed immediately.  

Examination after seclusion 

 Following seclusion, the patient must be physically examined by a medical practitioner 
within 6 hours (s. 223).  

o If a child is discharged before 6 hours against medical advice, the child must be 
offered a physical examination by a medical practitioner.  

o The results of the examination, including any complication of or deterioration in 
the child’s mental or physical condition that is a result of, or may be the result of, 
the child being secluded must be recorded. 

Life space interview 

 A Life Space Interview (LSI) must be conducted as soon as practicable post seclusion 
with the child by a member of staff delegated by the Clinical Nurse Specialist or nurse 
in charge of the shift and recorded.  

 The child’s PSOLIS Management Plan and the Patient Safety Plan must be reviewed 
and updated, including outcomes from the LSI, and risk alerts recorded on PSOLIS.  

 Children have a right to refuse to engage in a LSI but every attempt should be made by 
staff to engage the child in the LSI process. If a child chooses not to engage in an LSI 
this should be documented in the progress notes.  

 

7. Debriefing of staff and others who observed the seclusion 

Line Managers must organise post seclusion debriefing in accordance with the local service 
policies for staff and relevant support persons. 

(CPG, standard 6) 

8. Documentation  

As soon as practicable after seclusion is authorised the staff member who made the 
authorisation must record the use of seclusion on the seclusion form 11a.   

The treating Psychiatrist must as soon as practicable provide copies of all seclusion forms 
to the Chief Psychiatrist and if the child is ‘a mentally impaired accused’, to the Mentally 
Impaired Accused Review Board (s. 224). 

A copy of all forms must be given to the child and/or family as soon as practicable and 
appropriate.  

 

Interventions which have been used to attempt to de-escalate the situation prior to 
seclusion should be recorded within the DATIX CIMS and child’s medical record.  

Any temporary or permanent cessation of seclusion must be documented in the patient’s 
medical records and in the Seclusion Report.  
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If physical restraint is used first and then there is a decision to seclude, both forms must be 
completed 

9. Reviews 

Weekly service executive reviews of all seclusion events must be held (standard 6, CPG 
2015).  

De-identified quarterly seclusion data must be published and made available to staff, 
children, families and the general public and will be forwarded to the Chief Psychiatrist. 

Data for the Chief Psychiatrist will include:  

 Episodes of seclusion (per 1000 bed days as denominator) 

 Designated time periods in seclusion 

 Compliance with service executive reviews of seclusion (measure under 
development) 

10. Flowcharts  

See the seclusion flowchart at the Office of Mental Health site.   

MHA 2014 flowcharts 

The CAMHS flowchart summarises the process of Seclusion once the decision has been 
made that a child needs to be secluded and may be used in conjunction with this policy. 

 

MHA 
Form  

Title Section 
of the 
MHA 
referred 
to 

Who can complete Link to form 

11A Record of Oral 
Authorisation of 
seclusion 

214 Medical Practitioner, Mental 
Health Practitioner or Person 
in Charge of the Ward 

 

11B Written Seclusion 
Order  

 

215 

219, 221 

Medical Practitioner, Mental 
Health Practitioner or Person 
in Charge of the Ward 

 

11C Record of Informing 
Medical Practitioner 
and Treating 
Psychiatrist of 
Seclusion  

214, 215, 
217 

Mental Health Practitioner or 
Person in Charge of the Ward 

 

11D Record of 
Observations made 
of secluded person 

222 Nurse or Mental Health 
Practitioner  

 

11E Record of 
examination of 

222 Medical Practitioner or Mental  
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secluded person 
and extension of 
seclusion 

Health Practitioner 

11F Revocation or 
expiry of seclusion 

219, 221 Medical Practitioner  

11G  Record of post 
seclusion 
examination 

223 Medical Practitioner  

 

 

Related internal policies, procedures and guidelines  

Clinical assessment in CAMHS policy  

De escalation in CAMHS 

 

References  

Mental Health Act 2014 sections 211–25 

Clinicians Practice Guide 

National Standards for Mental Health Services 2.2  

  

Useful resources (including related forms)  

Reference to OCP website where forms will become available 
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PROCEDURE 

Seclusion  

Scope (Staff): All Staff 

Scope (Area): CAMHS Authorised Inpatient Unit 

 

This document should be read in conjunction with this DISCLAIMER 

Only use this box if relevant (e.g. clinical document – link to be added by CAHS policy (delete this line) 

Aim  

To assist staff to comply with the Mental Health Act 2014 (s. 211–25) around the use of 
seclusion once de-escalation has been unsuccessful and seclusion is required as a last 
resort.  

Key Points  

 CAMHS is committed to prevent, reduce and ultimately eliminate the use of 
seclusion.  

 Seclusion inherently carries a risk for children and staff.  

 Seclusion should be used for as short a time as possible.  

Equipment  

The child must have access to basic needs during seclusion, including:  

 Appropriate bedding & clothing  

 Sufficient food and drink 

 Access to toilet facilities 

 Any other care appropriate to the child’s needs 

Procedure 

Also see CAMHS flowchart for urgent seclusion – link here 

Steps  Additional 
Information 

1. At point of seclusion 

Authorising 

 The Medical Practitioner, Mental Health Practitioner or Person 
in Charge of the Ward in order of availability completes Form 
11b when seclusion is planned.   

 In the case of urgent seclusion, the Medical Practitioner, Mental 

 

 

Written Seclusion 
Order, Form 11b  
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Health Practitioner or Person in Charge of the Ward in order of 
availability authorises seclusion orally.  

o Form 11a is then completed by the person who orally 
authorised the seclusion.  

Checking clothing 

 Remove hazardous items from the child 

 Children should retain own clothing as far as possible as per 
policy. See CPG 6.5.21 re clothing and self-harm risk 

Moving child to seclusion 

 Mental health practitioner, Nurse and/or Security Staff can 
assist in moving child to seclusion using service approved 
restraints.  

Informing 

 If a Mental Health Practitioner or the Person in Charge of the 
Ward, authorised seclusion, he/she must inform the Medical 
Practitioner of the seclusion order, and record this on Form 
11c.  

 The authorising Medical Practitioner or Mental Health 
Practitioner must inform the treating Psychiatrist of the 
seclusion event within 2 hours and record this on Form 11c.  

o If the Treating Psychiatrist is not available the Duty 
Medical Officer must be informed via pager #7 - 435.  

 The family must be informed of the seclusion event and copies 
of all forms given to the child and parent/carer at an appropriate 
time. 

o If the family has been asked to be notified, inform family 
straight away.  

 

Record of Oral 
Authorisation of 
Seclusion, Form 11a 

 

 

 

 

 

 

Record of Informing 
Medical Practitioner 
and Treating 
Psychiatrist of 
seclusion, Form 11c.  

2. Monitoring – ensuring medical fitness to seclude 

Observations 

 Person in charge of the ward ensures observations of child 
every 15 minutes, by a Mental Health Practitioner or Nurse.  

 An observation plan must be used to note any changes in 
child’s condition and alert if health condition deteriorates - Form 
11d.  

 Observations must include visual monitoring of respirations. 
The exact time an observation is made must be entered. 

o Observation times must not be pre entered.  

 Observations must be direct observations by Mental Health 
Practitioner or Nurse entering the room or from outside the 
room (not through CCTV).   

 Consider if safe to cease seclusion 

 
Examinations 

 The Person in Charge of the Ward must ensure that a Medical 
Practitioner examines child face-to-face at least every 2 hours 
(including just before initial seclusion period expires).  

 

 

Record of 
Observations made 
of secluded person, 
Form 11d 

 

 

 

 

 

 

 

 

Record of 
examination of 
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 Details of examinations must be recorded on the extending 
seclusion Form 11e by the Medical Practitioner .  

 Details of seclusion must also be recorded in the child’s 
medical record.  

The medical practitioner must especially consider whether 
seclusion should be varied or revoked for children in the following 
circumstances:   

 emotionally, physically or medically compromised e.g.  
o high levels of trauma resulting in increased arousal on 

seclusion,  
o pregnancy,  
o obesity,  
o heavy sedation,  
o under the influence of alcohol or drugs,  
o prolonged violent physical agitation,  
o underlying medical illnesses (e.g. asthma, enlarged 

heart, diabetes, sickle cell trait etc.) 

secluded person and 
possible extension of 
seclusion, 11e 

3 Duration of seclusion  

 If seclusion is extended beyond 2 hours following an 
examination, the Medical Practitioner must complete form 11e 

 A copy of the form must be added to the medical record and a 
copy given to the child and parent/carer.  

 Form 11e must be completed for additional periods of 2 hours. 

Record of 
examination of 
secluded person and 
possible extension of 
seclusion, 11e 

4 Ceasing seclusion / revoking seclusion as soon as 
safely possible 

 Form 11f must be recorded by the person who revoked the 
order, ie the Medical Practitioner, Mental Health Practitioner or 
the Person in Charge of the Ward.  

o need to state the date and time and name, qualification 
and signature of the person making the order  

 A copy of the form must be added to the medical record and a 
copy given to the child and parent/carer. 

 Medical Practitioner or Mental Health Practitioner must release 
the child from seclusion once the order has been revoked or it 
has expired.  

 

 

Revocation or Expiry 
of seclusion order, 
form 11f 

5 After seclusion  

 As soon as practicable following the seclusion, the parent/carer 
must be informed of the seclusion event and the child and 
parent/carer be provided with copies of all forms relating to the 
seclusion. 

 Results of the-post seclusion examination must be entered on 
form 11g by the Medical Practitioner and filed in the medical 
record and a copy given to the child and parent/carer.  

 Life space interview to be conducted as per the Therapeutic 

Crisis Intervention (TCI) Student Workbook: Sixth Edition, and the 
CAMHS De-escalation Policy. 

 The information gathered by the LSI is to be recorded in the 

 

 

Record of post-
seclusion 
examination, 11g 
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progress notes on the LSI Sticker.  

 Changes to the child’s PSOLIS Management Plan and the 
Patient Safety Plan must be recorded including outcomes from 
the LSI, and risk alerts recorded on PSOLIS.  

6 Debriefing of staff and others who observed the 
seclusion 

Debriefing as per the BAU Debriefing process (link here) 

 

7 Documentation  

 See table below for a summary of what form to use when and 
who it is completed by.  

 The treating Psychiatrist must as soon as practicable provide 
copies of all seclusion forms to the Chief Psychiatrist and if the 
child is ‘a mentally impaired accused’, to the Mentally Impaired 
Accused Review Board (s. 224). 

 A copy of all forms must be given to the child and/or family as 
soon as practicable and appropriate.  

 Outcomes of the Life space Interview is recorded on the LSI 
Sticker  

 Updates to the patient Safety Plan must be recorded (MR 
32.01) 

 Datix Clinical Incident Notification Form must be completed.  

 De-escalation interventions should be recorded within the 
DATIX CIMS and child’s medical record.  

 

 

8 Reviews 

Weekly service executive reviews should:  

 Focus on collaborative reduction, and not a blaming 
process.  

 Involve staff involved in the seclusion event whenever 
possible.  

 Include the presence of a Peer Support Worker or individual 
with lived experience wherever possible.   

 

9 Flowcharts  

See the seclusion flowchart at the Office of Mental Health site. 
MHA 2014 flowcharts 

The CAMHS flowchart summarises the process of Seclusion once 
the decision has been made that a child needs to be secluded and 
may be used in conjunction with this policy. (link here)  

 

 

MHA 
Form  

Title Section of 
the MHA 

Who can complete 
MP - Medical Practitioner  
MHP - Mental Health 

Link to 
form 
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referred to Practitioner  

PCW - Person in Charge of the 
Ward 

11A Record of Oral 
Authorisation of 
seclusion 

214,  MP, MHP, PCW  

11B Written Seclusion 
Order  

 

215 

219, 221 

MP, MHP, PCW  

11C Record of Informing 
Medical Practitioner 
and Treating 
Psychiatrist of 
Seclusion  

214, 215, 
217 

MP, MHP  

11D Record of 
Observations made of 
secluded person 

222 Nurse or MHP   

11E Record of examination 
of secluded person 
and possible extension 
of seclusion 

222 MP, MHP  

11F Revocation or expiry of 
seclusion 

219, 221 MP   

11G  Record of post 
seclusion examination 

223 MP   

 

 

Related internal policies, procedures and guidelines (if required) 

CAMHS seclusion policy 

De escalation in CAMHS 

Clinical assessment in CAMHS policy  

 

References (if required) 

Mental Health Act 2014 sections 211–25 
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Clinicians Practice Guide 

National Standards for Mental Health Services 2.2 

  

Useful resources (including related forms) (if required) 

Reference to OCP website where forms will become available 
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