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Introduction
Evidence shows that people who experience mental health problems and those who use drugs and/or alcohol are more likely to suffer death or injury caused by fire than others living within our communities (Breeze and Marsden 2015). Smoking continues to be the biggest cause of accidental fire deaths nationally (Home Office, 2016).
In recognition of the link between mental health and fire risk Greater Manchester Fire and Rescue Service (GMFRS) and Pennine Care NHS Foundation Trust (PCFT) signed a partnership agreement in 2013 outlining plans to work together to reduce risk.  As well as preventing fires and reducing risk for people living with mental health problems, the partnership aimed to strengthen fire safety in PCFT buildings. 
The aims of the partnership were:
1. To work in collaboration to reduce the risk of fire, fire injuries and deaths
2. To work in collaboration to protect people, property and the environment from harm
3. To work in collaboration to improve the health and wellbeing of the communities we serve
4. To improve fire safety awareness and health awareness of staff in order to reduce disruption to service within both organisations
5. To proactively produce and publish a joint report promoting the mutual benefits of effective partnership working between PCFT and GMFRS and provide a framework for others to follow. 
[bookmark: _Purpose_of_the]Purpose of the report
This report describes how the partnership was established and implemented.  For each of the aims of the partnership the report describes the original problem or risk, what we did, outcomes and recommendations. The report covers the period October 2013 to September 2017.
[bookmark: _Establishing_the_partnership]Establishing the partnership
[bookmark: _What_we_did]What we did
A quarterly steering group was established to oversee the implementation of the partnership and to provide coordination.  The steering group was chaired by the GMFRS Health and Social Care Coordinator and included GMFRS representation from central and local Prevention and Protection Managers, in order to ensure that both people and buildings were protected.  PCFT were represented by the Trust’s Director of Capital Investment and Estate Services, the Fire Safety Manager and a clinical manager.  
Importantly, the partnership was sponsored at director level in both organisations to ensure that the work was seen as a priority and adequate resources were allocated to it.  A written partnership agreement and associated action plan were developed to agree roles, responsibilities and shared aims.  An information sharing agreement was also written. 
[bookmark: _Outcomes]Outcomes
A strong working relationship between the two organisations was developed.  This enabled progress to be made against the aims of the partnership.
[bookmark: _Recommendations]Recommendations
1. Ensure there is a robust governance structure in place.
2. Develop a written partnership agreement and associated action plan.
3. Secure commitment and support at director level.
4. Develop an information sharing agreement.
[bookmark: _Aim_1:_To]Aim 1: To work in collaboration to reduce the risk of fire, fire injuries and deaths. 
[bookmark: _The_problem]The problem
People with mental health problems are sometimes at an increased risk of having a fire.  This risk is associated with smoking, alcohol use, cooking, deliberate fire setting, distractibility, apathy, memory impairment, suicidal ideation, psychotic experiences, tremor, neuropathy, ataxia, visual impairment, sedation, poor housing, poor state of repair of cooking and heating appliances and an accumulation of rubbish.  (Phelan and Fisher, 1993)
To reduce the risk of fire, fire injuries and deaths, for this at risk group, the partnership intended to increase the number of referrals for Safe and Well visits to GMFRS from PCFT.  A Safe and Well visit is a free person centred home visit delivered by fire and rescue service staff to prevent fires and improve wellbeing for householders.  The visit (previously known as a Home Safety Check) considers the health, capabilities and lifestyle of the householder, as well as their environment, as part of a fire risk assessment. It provides an opportunity to provide brief advice, signposting and referrals in order to address any health and wellbeing matters identified.
[bookmark: _What_we_did_1]What we did
Since the partnership began GMFRS and PCFT have worked hard to promote and improve access to Safe and Well visits for service users of PCFT.  A Safe and Well referral pathway was created and promoted to PCFT staff via their intranet and during mandatory fire safety training. This will be described further under Aim 4.  The pathway involves staff contacting GMFRS Contact Centre either by telephone or referral form to request a Safe and Well visit for a service user, with their consent. 
[bookmark: _Outcomes_1]Outcomes
The following table illustrates the numbers of Safe and Well visits booked by GMFRS Contact Centre as a result of referrals made by PCFT.  Encouragingly the figures show that the number of Safe and Well visits booked increased year on year.  However, more work needs to be done to maintain this increase for 2017/18.  
	Year
	Safe and Well visits booked as a result of referrals from PCFT

	2013/14 (Oct to Mar)
	73

	2014/15 (Full Year)
	86

	2015/16 (Full Year)
	163

	2016/17 (Full Year)
	183

	2017/18 (Apr to Sept)
	66

	Total
	571



GMFRS faces challenges when collating information about referrals from partners. The current ICT system used makes it difficult to report on the numbers of referrals made by PCFT or the numbers of Safe and Well visits that have taken place as a result.  The only reportable figure using the current ICT system is the number of Safe and Well visits booked, which is why this has been used in the table above to demonstrate progress. 
GMFRS have procured a new system to manage and report on referrals.  The partnership between GMFRS and PCFT has influenced the development of the new system by highlighting the need for it to effectively record and report on the number of referrals made by our partners and the number of visits that these generate.  
The case study below demonstrates the qualitative benefits of Safe and Well visits. 









	[bookmark: _Case_Study_1]Case Study 1
Mr X, aged 54, lives with his grandson, aged 17.  Mr X made a self-referral for a Safe and Well visit after attending a presentation by a GMFRS Community Safety Advisor (CSA) at a PCFT support group that he attends.  
Mr X has a number of physical and mental health problems including, mobility problems, asthma, COPD, angina, arthritis, spondylitis, fibromyalgia, memory impairment (associated with his mental health), panic attacks, anxiety and depression.  He regularly falls asleep on the sofa due to the sedative effects of his medication. He is deaf in one ear. He smokes occasionally when feeling stressed. 
He is being supported by a Consultant Psychiatrist and the Early Intervention Service and has telephone numbers for RAID and the Crisis Team. He has an appointment with the Consultant the following week.  Mr X reported that his medication is ineffective when he feels stressed.
Fire Risks identified during Safe and Well visit
Cannabis use
Unsafe use of extension cables
Medication causes drowsiness
History of dropping a lit cigarette on the couch
Chip pan used two to three times per week.
Deaf in one ear and hearing impaired in other ear (70% deaf), unable to wear hearing aids as the ear drum is perforated and hearing aids would be ineffective. 
Clutter in Living Room (Level 1).
Clutter in front upstairs Bedroom (Level 2). 
Access to window blocked in upstairs front bedroom.
Candles in living room.
Feels lonely
Recommendations and actions taken by GMFRS
The 24/7 Sanctuary number provided 
Deep fat fryer was provided and demonstrated to replace the chip pan 
Double fire retardant throw for couch provided
Deaf alarm with three x wi-safe smoke alarms fitted
Information and contact details provided for Silverline and Healthy Minds 
Joint follow up visit with CMHT arranged to ensure that all risks are factored into Mr X’s care plan and risk assessments
Safeguarding referral made
Deaf alarm tested, working and demonstrated



[bookmark: _Recommendations_1]


Recommendations
5. Agree referral pathway for Safe and Well visits and promote it within the health/social care organisation using existing infrastructures and mandatory training.
6. Prior to delivery of the partnership, establish effective methods of recording and reporting on: 
· Number of Safe and Well referrals made
· Number of Safe and Well visits booked
· Number of Safe and Well visits carried out.
7. Consideration should be given to the capability of ICT systems so that the partnership can establish from the outset what data can be recorded and reported.
8. Joint visits in complex cases should be encouraged where possible and appropriate.
[bookmark: _Aim_2:_To]Aim 2: To work together to protect people, property and the environment from harm. 
The problem
Accidental and deliberate fire incidents and false alarms within NHS premises affect business continuity for the NHS and increase demand on fire and rescue services (FRS) who respond. Such incidents threaten the safety and wellbeing of staff and patients and disrupt quality of care.  
PCFT recognised that activation of the fire alarms on their premises caused upset to patients and disruption to their treatment and care. Some activations resulted in patients absconding.  The partnership identified two main recurring problems that caused activation of alarms on PCFT premises. These were false alarms and fires. 
False Alarm – Where the FRS attends a location believing there to be an incident, but on arrival discovers that no such incident exists, or existed.
Fire – Primary fires include all fires in (non-derelict) buildings, outdoor structures and vehicles, or any fire involving casualties, rescues, or fires attended by five or more appliances. Secondary fires are fire incidents that are generally small fires which start in, and are confined to, outdoor locations, did not occur at a primary location, were not a chimney fire in an occupied building, did not involve casualties (otherwise categorised as a primary incident) and were attended by four or fewer appliances.
[bookmark: _What_we_did_2][bookmark: _False_Alarms]What we did - False Alarms
PCFT and GMFRS set up a group with representation from all clinical areas on the site and estates to deliver a pilot at Birch Hill hospital site to reduce false alarms.  GMFRS attendance at Birch Hill hospital was analysed and a range of issues causing false alarms were identified. The Trust decided that rather than introduce delayed turnouts and investigation periods which didn’t solve the issue of patient disruption they would try to avoid activations happening at all.
Causes of activations are listed below: 
· faulty alarm systems
· environmental issues, steam, aerosol sprays, dust, cooking 
· deliberate activation by patients setting off the alarm deliberately
· contractors and maintenance staff accidently activating or failing to notify the monitoring centres 
· covert smoking in bedrooms.
PCFT adopted a range of measures to address the problem of activations.
[bookmark: _Faulty_Alarm_Systems]Faulty Alarm Systems
A capital programme was put in place to ensure that the Trust had the most up to date, fault tolerant, detection and analogue addressable systems. 
Unlike most acute sites PCFT works from multiple sites creating difficulty in monitoring or interrogating its alarm systems.  Therefore alongside the new systems, remote monitoring of alarm panels by the Trust to allow faster response to investigating false alarms was introduced.
[bookmark: _Environmental_Issues]Environmental Issues
In view of the fact that a wide number of environmental issues cause activations it was agreed that no one solution would solve this.  PCFT set about looking at individual activations in order to identify measures to avoid future activations.
The Trust introduced a policy that toasters were only allowed in purpose built kitchens and used for the benefit of patients. In addition passive infrared detectors have been introduced into some kitchens which switch off the appliances, microwaves or toasters if a staff member leaves the cooking appliance.
Also where door hold open devices were being used and where detection was found to be in the wrong position, or the wrong type of detection, this was replaced or re- sited. In some cases due to the installation of new detection the sensitivity of the local detector could be matched to the environment.
To address activations as a result of aerosol sprays the Trust has a policy is to purchase squeeze grip cleaning products and not those which use propellants. Patients are discouraged from bringing aerosols onto the units.
Some patients run showers excessively causing enough steam to enter the bedroom and activate an alarm. This has been combatted by installing timers which restrict how many times and how long a shower can run for.
[bookmark: _Deliberate_Activations.]Deliberate Activations.
Deliberate activations are a constant issue and to combat this all PCFT call points are key operated. On non-secure units all final exit doors are locked using magnetic locks.  To discourage patients from setting off the fire alarm to release doors there is a sixty second delay to allow staff to reach the final exit doors before they release.
In new units, and where fire alarms are upgraded, PCFT have started to recess call points and use metal covers to make them more resilient to damage. PCFT have also started to fit longer euro barrels to allow fitting of suited keys, making them more robust. 
[bookmark: _Contractors_and_Maintenance]Contractors and Maintenance Staff 
To prevent activations during maintenance, new check sheets have been introduced to guide staff through the process of testing a fire alarm including taking the alarm off watch. There is also a passport system for anyone who wants to work on a fire alarm system to ensure contractors are competent and have a risk assessment and method statement in place.
When work is carried out which is likely to create dust, a system of covering detectors and isolating areas is put in place with a log of when covers are put in place and removed to enable monitoring of the system.
[bookmark: _Covert_Smoking]Covert Smoking
A significant number of clients with mental health issues are smokers. On inpatient units it is common for patients to covertly smoke, thus activating alarms. This is often covered up by patients spraying aerosols or running showers which disguise the fact that they are smoking in the room.
The Trust has started installing smoking detectors in risk areas which are linked to a pager so that staff are informed covertly if a patient smokes for example in their bedroom. The Trust also has a search policy to support staff in finding smoking materials being smuggled onto the ward.
[bookmark: _Deliberate_Fires]Deliberate Fires
Arson is a criminal offence under S1 (2) and (3) Criminal Damage Act, 1971. Each year PCFT experience a number of incidents of arson, which are caused by patients on the wards. These incidents put the lives of staff, patients and visitors at risk.  PCFT takes a very strong view that any person who causes a deliberate fire on their wards should be prosecuted, where they have the capacity to understand the consequences of their actions. 
As a result of the partnership a number of measures were taken to reduce deliberate fire setting.  These are described below.
[bookmark: _Guidance_for_PCFT]Guidance for PCFT Staff
PCFT have produced guidance (Appendix 1) for staff to enable them to manage deliberate fire setting within inpatient settings and effectively manage a crime scene, following a deliberate ignition (arson), on a ward.
To ensure a successful prosecution, evidence is required. The more evidence gathered, the more likely a prosecution is to succeed. Therefore, guidance and a checklist have been provided for staff to follow and understand what actions they should take following a deliberate fire.
The introduction of this guidance has resulted in at least four custodial sentences over the last two years and it is intended to act as a deterrent to demonstrate that there is a consequence for deliberate fire setting.
This guidance relies on support from the Police and GMFRS; as a result of the partnership, GMFRS now sends a fire investigation officer where it is suspected that a deliberate fire has been set. GMFRS has issued a letter to this effect which PCFT inpatient units have laminated to show to any attending fire service or police personnel. 
[bookmark: _Search_Policy]
Search Policy
[bookmark: _GoBack]PCFT has written a Search Policy (Appendix 2) which allows staff to carry out searches with the aim of reducing incoming covert materials, including those which may be used to start fires. Units have also been issued with metal detector wands to use as part of the search procedure.  PCFT provides safe storage for lighters and a system of logging them in and out. Patients are not allowed to retain lighting or smoking materials on PCFT units.
[bookmark: _Smoke_Detection]Smoke Detection
As stated earlier, PCFT has started to roll out smoke detection linked to a silent pager which notifies staff very quickly of the presence of smoke in the rooms where this is fitted. It works alongside the existing detection but is much more sensitive. As well as targeting smoking it allows staff to identify fire setting in a timely manner.  Posters have been positioned throughout the Trust which state that deliberate fire-setters will be prosecuted. GMFRS personnel regularly visit inpatient groups to talk about fire safety. 





	[bookmark: _Case_Study_2]Case Study 2
A fire incident occurred in a PCFT hospital ward whereby a resident deliberately set fire to a bedroom.  There was significant damage to the contents of a patient’s bedroom but the fire was contained to the room of origin.  
The local Fire Safety Officer quickly attended a meeting with Directors and the Fire Safety Manager from the Trust.  During the fire the evacuation went smoothly, procedures were followed and no-one was injured.  However, a number of concerns were highlighted both on the night of the fire and post incident during the investigation.  
All concerns were addressed promptly and action taken. The effective response described above was made easier by the strong working relationships that had been developed as part of the partnership.
Concerns raised during fire investigation
Several staff unable to operate the key operated maglock override due to defective keys
121 observation procedure
Patients access to lighters
Decision by staff to not tackle the fire in the early stages.
Actions taken by PCFT
Internal investigation carried out
Review of key procedures on the wards
All wards to have a master box so that keys are tested daily
Fire check sheet to be provided to raise awareness and ensure procedures are being followed
Letter issued to all staff outlining their fire safety responsibilities
Review of bank staff and how to ensure they understand their responsibilities around fire safety
Meetings with Trust Directors and GMFRS staff to monitor and review progress.



[bookmark: _Early_Detection_and]What We Did - Early Detection and Response
It is critical to the wellbeing of patients that care is not disrupted. A serious fire in an inpatient unit can have devastating consequences to patients if they have to evacuate a unit. If the fire affects a number of bedrooms this can result in patients being transferred all over the UK.  PCFT is committed to working with GMFRS to effectively manage fires and minimise harm and damage when they do occur.  This involves early detection and early response to an indication of fire.  
[bookmark: _Using_Extinguishers]Using Extinguishers
PCFT trains staff in how to extinguish small fires using propane gas fired simulators and electronic simulators including cosmetic smoke. This approach means that staff are more likely to use extinguishers to extinguish fires in the early stages. Nine litre water extinguishers are heavy so a programme has been introduced to replace them with more effective and lighter six litre extinguishers.  In addition to this the Trust are considering using water mist extinguishers.
Staff have been extremely successful in extinguishing fires in the early stages. If the fire cannot be put out safely, the next stage is to contain the fire in the room of origin.   This is normally effective because the majority of inpatient fires occur in bedrooms and the doors are surrounded by 30 minutes fire resistance. Staff are given face to face training in their own unit every 12 months and are taught how to reduce and avoid the risk of fires as well as about fire loading and fire development.
[bookmark: _Reducing_Fire_Loading]Reducing Fire Loading
PCFT strives to keep fire loading to a minimum by following the Health Technical Memoranda which identifies the ignition source 5 and 7 for mattresses, fire retardant curtains and bedding. Fire retardant bins with lids which extinguish the fire when the lid is closed are now used routinely.  This has proved to be extremely effective since bin fires are the most common location for fires to start within NHS premises.  Fire loading is assessed as part of the risk assessment process and any issues are brought to the attention of the unit.
[bookmark: _Dry_Sprinkler_Powder]Dry Sprinkler Powder Aerosol
	
[image: ]PCFT are in consultation with GMFRS about trialling a Dry Sprinkler Powder Aerosol (DSPA) with the aim of them being provided in all in- patient bedrooms. These have been tested at the new GMFRS Training facility in Bury. DSPA Fire Suppression is a revolutionary fire extinguishing technology that can be activated manually and can be used for any type of fire, even if the person remains in the room of origin. 
The DSPA requires no water and it maintains oxygen levels     intact. It is harmless to humans and animals. It is also environmentally friendly.
DSPA has been installed in a wide range of premises where alternative fire suppression systems are not practical or are price prohibitive.
DSPA is an aerosol gas which, like halon, acts volumetrically to reach those places that are difficult to access. The benefit of the DSPA is that it substantially reduces property damage caused by the fire but also avoids expensive damage caused by water and other alternative extinguishing methods.
Refurbishing the Built Environment
A programme of improvements was carried out which included surveying compartment lines, fire resisting doors and fire dampers.  Following this, doors were replaced and gaps in compartment walls were repaired. Heat release fire dampers were replaced with motorised smoke and fire dampers.  This meant that if a fire occurred it was confined to the room of origin and damage kept to a minimum.
PCFT are currently incorporating all the learning from fire incidents and unwanted fire signals into planned refurbishments which includes two Adult Acute inpatient wards with 42 beds.  The refurbishment will include new motorised fire dampers with a brand new remotely monitored panel. Hold open devices on kitchen doors which are linked to a local fire detection system will be fitted.  The aim of this is to reduce unwanted fire signals. 
To date electronic cigarette chargers have caused two fires within PCFT premises.  In response to this electronic cigarette metal charging units have been installed throughout PCFT to reduce the likelihood of a fire occurring.
[bookmark: _Improvements_in_Future]Improvements in Future Building Design and Best Practice 
By incorporating lessons learnt from incidents, PCFT has developed a strategy for future development and improvement of active and passive fire safety systems. 
Examples include:
· Fitting of self-testing emergency lighting systems to cut down on disruption of wards during testing and improve visibility of test results
· Replacement of existing fire alarms with standardised fully addressable systems with remote monitoring to allow auditing of testing
· Replacement of fire dampers on compartment and sub compartment lines with motorised fire and smoke dampers linked to intelligent remotely monitored damper panels
· Introduction of additional compartment and sub compartment lines to assist with progressive evacuation
· Introduction of innovative approaches to management of risk including local smoke detection in high risk areas linked to hold open devices in addition to the traditional heat detection
· Fitting of metal charging cabinets with local smoke detection in ward offices
[bookmark: _Outcomes_2]Outcomes 
Despite all the pro-active measures that have been introduced it has not been possible to prevent all fires and false alarms. Since the partnership began, the number of incidents has reduced significantly and fires are dealt with more effectively.  This is demonstrated in the tables below.
[bookmark: _GMFRS_Recorded_Incidents]GMFRS Recorded Incidents at PCFT Premises with 10 or more Beds (2011/12 – 2016/17[footnoteRef:1]) [1:  Partial year data correct as at 21st December 2016] 


	PCFT units with
10+ beds
	2011 / 2012
	2012 /
2013
	2013 / 2014
	2014/ 2015
	2015 / 2016
	2016/ 2017
	Total

	Stepping Hill Hospital
	101
	100
	78
	44
	35
	58
	416

	Birch Hill Hospital
	54
	57
	31
	44
	42
	23
	251

	Fairfield General Hospital
	53
	62
	47
	25
	28
	20
	235

	Trafford General Hospital
	48
	49
	42
	35
	19
	13
	206

	Heathfield House
	2
	0
	2
	3
	7
	4
	18

	Butler Green Hospital
	5
	1
	2
	1
	3
	4
	16

	Royal Oldham Hospital Parklands
	2
	7
	3
	1
	0
	0
	13

	Grange View
	0
	2
	0
	1
	2
	6
	11

	Meadows Hospital
	1
	5
	3
	1
	0
	0
	10

	Bealey Hospital
	0
	1
	0
	1
	2
	0
	4

	Rochdale Stansfield Place
	0
	0
	0
	0
	1
	0
	1

	Total
	266
	284
	208
	156
	139
	128
	1,181


Caveat: Incidents at PCFT premises refers to all incidents GMFRS attended at the premises in general and is not limited to the specific units provided by PCFT, as GMFRS incident recording doesn’t always capture the specific units in which the incident occurred, in particular for Stepping Hill Hospital, Birch Hill Hospital, Fairfield General Hospital and Trafford General Hospital.

The volume of incidents attended by GMFRS in PCFT premises with ten or more beds peaked at 284 incidents during 2012/13. The volume of incidents in PCFT premises has been reduced year-on-year since 2013/14, which coincides with the introduction of the partnership in October 2013. 
Stepping Hill Hospital by far accounted for the largest volume of incidents, albeit the volume of incidents declined year-on-year from 101 in 2011/12, to a period low of 35 during 2015/16. However, partial year data for 2016/17 identifies this downward trend of recent years has been partially negated by a 66% increase in the current year.
In keeping with the overall downward trend, strong overall reductions were also evident between 2011/12 and 2015/16;
· Birch Hill Hospital – down 22% or 12 incidents
· Fairfield General Hospital – down 47% or 25 incidents
· Trafford General Hospital – down 60% or 29 incidents.  
[bookmark: _GMFRS_Recorded_Incidents_1]
GMFRS Recorded Incidents at PCFT Premises, by Incident Type (2011/12 – 2016/17)

	PCFT Units
with 10+ Beds
	2011 / 2012
	2012 / 2013
	2013 / 2014
	2014 / 2015
	2015 / 2016
	2016 / 2017
	Total

	False Alarm
	248
	258
	182
	152
	125
	111
	1,076

	Fire
	16
	21
	20
	18
	12
	13
	100

	Other None CLG
	9
	12
	9
	1
	0
	3
	34

	Special Service
	6
	10
	7
	5
	8
	17
	53

	Total
	279
	301
	218
	176
	145
	144
	1,263



False alarms by far accounted for the largest share of incidents, accounting for 86% of total incidents during 2015/16, albeit representing a reduction from the 89% share recorded in 2011/12. Indeed, the total number of false alarms has been almost halved during the previous five-year period, from 248 false alarms to 125 false alarms in 2015/16. Although fires have decreased, they accounted for the second most commonly occurring incident type, with the proportional importance rising from 6% in 2011/12 to 8% in 2015/16.
[bookmark: _Complete_Mobilisations_to]Complete Mobilisations to Incidents at PCFT Premises, by Incident Type (2011/12 – 2016/17)
The table below provides a breakdown of the total number of completed call-outs to incidents that occurred at PCFT premises.
	Mobilisations to PCFT Units
	2011 / 2012
	2012 / 2013
	2013 / 2014
	2014 / 2015
	2015 / 2016
	2016 / 2017
	Total

	False Alarm
	250
	275
	191
	165
	135
	156
	1,172

	Fire
	23
	33
	28
	27
	23
	26
	160

	Other None CLG
	0
	0
	0
	0
	0
	2
	2

	Special Service
	5
	11
	11
	8
	13
	29
	77

	Total
	278
	319
	230
	200
	171
	213
	1,411



The 1,076 false alarm incidents at PCFT units resulted in 1,172 call-outs during the period under review. 
During 2011/12, there were 250 call-outs to false alarms at PCFT premises, equivalent to a cost to GMFRS of £68,750 (based on £275 per call-out).
By 2015/16, the number declined by 115 to 135 call-outs, equivalent to a cost to GMFRS of £37,125.
[bookmark: _GMFRS_Fire_Incidents]GMFRS Fire Incidents at PCFT Premises, by Fire Cause (2011/12 – 2016/17)
The table below provides a breakdown of fire incidents, by fire cause. The majority of fires in PCFT premises have largely tended to be accidental, with the exception of 2014/15 and 2015/16.

	Fires in PCFT Units with 10+ Beds
	2011 / 2012
	2012 / 2013
	2013 / 2014
	2014 / 2015
	2015 / 
2016
	2016 / 2017
	Total

	Accidental
	11
	13
	14
	5
	3
	9
	55

	Deliberate
	5
	8
	6
	13
	9
	4
	45

	Total
	16
	21
	20
	18
	12
	13
	100


The number of deliberate fires has fluctuated overall between 2011/12 and 2015/16.  Discussions are taking place about the possibilities of funding some research into deliberate fire setting in mental health inpatient units.













	[bookmark: _Case_Study_3]Case Study 3
Business continuity has improved along with a reduction in the number of fires and the impact that fires have when they do occur.  The case study below provides an example of how business continuity has improved as a result of the measures put in place during the partnership.
[image: ]
PCFT staff receive mandatory fire safety training by their Fire Safety Manager.  
When a fire broke out, on one of the wards, staff responded to the fire alarm and discovered a well-developed fire in a bedroom. The door to the bedroom was closed. The staff member had been trained to use extinguishers but made a judgement based on the training that the fire was too large for an extinguisher. They kept the door closed and evacuated patients to the next fire compartment. 
Staff on the ward led the fire service to an entrance adjacent to the bedroom where the fire service extinguished the fire. The training includes directing the fire service to the most appropriate entrance, and during this incident staff did so. 
Staff and GMFRS followed the arson protocol which resulted in an investigation and prosecution. 
The Trust Board had invested around £500,000 on fire safety improvements on Trust premises.  As a result the fire precautions within the room had recently been upgraded to include fire stopping in the ceilings and upgraded fire doors. The board of directors were pleased that they had seen an immediate benefit for their investment, because it was possible to bring the ward back into use as soon as GMFRS had extinguished the fire and cleared the smoke. 


[bookmark: _Reduced_Costs_to]Reduced Costs to GMFRS and Pennine Care
During 2011/12, there were 250 mobilisations to false alarms at PCFT premises, equivalent to a cost of £68,750 (based on £275 per mobilisation). By 2015/16, the number declined by 115 to 135 mobilisations.  When you compare the costs of the two years there is a cost saving of £31,625.
[bookmark: _Recommendations_2]Recommendations
Based on what we did and the outcomes achieved the recommendations for protecting people, property and the environment from harm in in-patient settings include:
9. Development of an Arson Protocol and guidance for staff on the management of deliberate fire setting in their premises.
10. Introduction of a search policy which allows staff to carry out searches with the aim of reducing covert materials.
11. Introduction of smoking detection systems linked to a silent pager to alert staff to the presence of smoke in high risk areas.
12. Mandatory fire safety training to include the use of fire extinguishers to extinguish small fires, fire loading and how to contain fires in the room of origin.
13. Use of alternative sprinkler systems such as Dry Sprinkler Powder Aerosols in patient bedrooms and other high risk areas.
14. Use of Passive Infra-Red Devices in in-patient kitchens to reduce the incidence of unwanted fire signals associated with appliances such as toasters and microwaves.
15. Financial investment to upgrade fire precautions.  This is likely to significantly reduce the impact that a fire has should one occur, thus reducing risk of injury to patients, staff, damage to property and buildings and disruption to services.   
[bookmark: _Aim_3:_To]Aim 3: To work in collaboration to improve the health and well-being of the communities we serve.
[bookmark: _The_problem_1]The problem 
Mental health problems are the largest global cause of years lived with disability:
· One in four adults and one in ten children are likely to have a mental health problem in any year  
· People with severe mental health problems die 15 – 20 years prematurely  
· 70% of children and adolescents who experience mental health problems have not had appropriate interventions at a sufficiently early age  
· 30% of people with a long-term physical condition also had a mental health problem
· 46% of people with a mental health problem also had a long term physical health problem 
· 70 million days are lost from work each year because of poor mental health
· Mental health costs the UK economy £70 - £100 billion each year.
The effective support of people experiencing mental health problems is set to become one of the greatest public health challenges of this decade.  Without action to address the increasing demand for public services, it will not be possible to absorb the rising costs of providing care and support for those experiencing mental ill health in the long term.
Those who are already in positions that play a role in shaping mental health should be provided with the skills to embed mental health improvement in their everyday working practice and make every contact count (Mental Health Foundation, 2016). The Greater Manchester Mental Health and Wellbeing Strategy (2016) describes the shift in focus of mental health care to prevention, early intervention and resilience and this is where GMFRS have a key role to play when delivering Safe and Well visits.  
[bookmark: _What_we_did_3]What we did
[bookmark: _Supporting_People_with]Supporting People with Mental Health needs
Over the last nine years of recording, GMFRS has identified that in 20% of accidental fire fatalities mental health is a factor.  Suicide accounts for 42% of all non-accidental fire deaths.  In light of this it is important that fire and rescue service staff talk to people about mental health during prevention activities, particularly Safe and Well visits so that it can be factored into fire safety advice.  Having these conversations provides the opportunity for fire and rescue staff to offer brief advice or to signpost and refer individuals for help and support in relation to mental health.  The partnership with PCFT strengthens this approach in the following ways:
PCFT has helped to shape the mental health section on the Safe and Well visit form and continue to act as a consultant for GMFRS on matters relating to mental health.  The partnership has recognised that consultation with PCFT service users and carers would have been beneficial although this was not carried out.  In future GMFRS will consult with PCFT service users and carers when developing fire safety interventions for people with mental health needs. 
By working closely with PCFT, GMFRS has access to information about local, statutory and third sector mental health services that they can share with the public if it is required; this may be during a Safe and Well visit or at an incident. The information is published in service directories for GMFRS staff which have been produced in collaboration with PCFT.  Staff use the directories for information about services and referral pathways either to respond to a need, prevent deterioration or to assist someone who is experiencing a mental health crisis. 
Included in the service directories is a 24/7 mental health triage telephone number which is staffed by a PCFT mental health professional.  GMFRS can ring the number at any time to receive advice and guidance on how to support someone who is experiencing a mental health crisis.  Access to this resource was facilitated through the Greater Manchester Crisis Care Concordat where GMFRS and PCFT are active members.
[bookmark: _Outcomes_3]Outcomes
One aim of the partnership was for GMFRS to increase the number of appropriate referrals to PCFT.  However, it was not possible to record referrals due to the limited reporting systems within both organisations.  The importance of measuring this outcome from partnerships such as this one has now been recognised and GMFRS are changing the way they record outputs during Safe and Well visits.  In the future staff will be required to select outputs such as ‘referral made’, ‘brief advice given’, ‘telephoned 24/7 triage number’.   
Despite the lack of statistical evidence, anecdotal reports do suggest that GMFRS are addressing mental health and wellbeing as a result of the partnership.  In Case Study 1 (above) a Community Safety Advisor provided the occupier with telephone numbers for the Sanctuary and Silverline along with information about Healthy Minds.  They organised a joint follow up visit with the community mental health team to ensure that all risks were factored into Mr X’s care plan and risk assessments.  A safeguarding referral was also made.
[bookmark: _Recommendations_3]Recommendations 
Based on what we did and the outcomes achieved the recommendations for collaboratively improving the health and wellbeing of our communities include:
16. Safe and Well visits should include consideration of mental health to inform fire risk assessment.
17. Fire and rescue services should maximise the opportunity provided by Safe and Well to identify mental health needs and offer brief advice, signposting and referrals.
18. Development of fire safety interventions (e.g. Safe and Well visits) should involve consultation with partners who work with the target audience.
19. Fire and rescue services should consult with service users and carers when developing fire safety interventions for people with mental health needs. 
20. Fire and rescue services should have access to information about local statutory and voluntary organisations that support people with mental health needs including referral pathways.
21. Partnerships should ensure that systems are in place to facilitate recording and reporting of all outcomes achieved, for example referrals made to other organisations.
22. Mental health services should consider providing a 24/7 triage phone line for emergency services to use.
[bookmark: _Aim_4:_To]Aim 4: To improve fire safety awareness and health awareness to staff in order to reduce disruption to service within both organisations. 
[bookmark: _The_Problem_2]The Problem
In order to achieve the aims of the partnership the knowledge and awareness of the close link between fire and mental health needed to improve within both organisations.  Successful delivery of the partnership would depend on well informed and engaged staff.  Previously training and awareness-raising had been inconsistent.  A previous fire incident within a PCFT in-patient setting also demonstrated the importance of well-trained, well informed staff.  Furthermore as GMFRS developed its Safe and Well offer it was recognised that staff required a better understanding of mental health and how it affects people and their risk of having a fire.
[bookmark: _What_we_did_4]What we did
[bookmark: _Training]Training
GMFRS trainers delivered face to face training to 46 PCFT members of staff on fire safety in the home and Safe and Well.  The purpose of this training was to help staff identify people at increased risk of fire and know how to make a referral for a Safe and Well visit.  The logistics of rolling this out to all PCFT were problematic so alternative solutions were put in place.
Firstly the GMFRS Health and Social Care Coordinator worked with the PCFT Fire Safety Manager to include the topic in the existing mandatory fire safety training that all PCFT staff receive.  Secondly, GMFRS developed a short promotional video describing what a Safe and Well visit is and how service users can access a visit.  An hour long training webinar has also been developed and is delivered regularly to partners.  Both of these resources have been made available to PCFT and are available on the GMFRS web page for partners.
GMFRS Community Safety staff have delivered fire safety awareness sessions to PCFT staff at one of the hospital sites and will continue to deliver quarterly.  
PCFT has delivered a series of training sessions to GMFRS Fire Safety Officers and Business Safety Advisors covering the NHS structure and key design principles of NHS hospitals that are relevant to GMFRS.  Sessions also include information about the specific differences between acute hospitals and mental health inpatient units so that GMFRS are better informed and prepared when turning out to incidents.
The Patient Advice and Liaison Team (PALS) from PCFT delivered face to face mental health awareness training to GMFRS staff.  Delivery of this training was not a direct result of the partnership and was organised by GMFRS’ Health and Wellbeing Team in the People Directorate; however, it met the requirements of Aim 4, therefore the partnership decided not to duplicate by arranging separate mental health awareness training. 
[bookmark: _Resources]
Resources
Posters displaying information about Safe and Well visits and the referral pathway have been distributed on PCFT notice boards. A Safe and Well referral leaflet was developed jointly and is handed out to PCFT staff at induction training, mandatory training and is published on the Trust intranet.
GMFRS has developed ten service directories, one for each borough in Greater Manchester.  These assist frontline staff to identify and refer people to local services as needed.  Information about PCFT services is now included in these.  
The size and complexity of PCFT has influenced the way in which GMFRS engages with partners and disseminates information about fire safety and Safe and Well visits.  GMFRS has recently developed a suite of resources for partners including Safe and Well literature, GMFRS community resources brochure, partner video and a webinar.
[bookmark: _Raising_Awareness]
Raising Awareness
When the partnership was first developed PCFT and GMFRS held a launch event where the partnership agreement was signed off by Directors.  Key managers and stakeholders were invited to find out more about the partnership to encourage them to engage in delivery.
GMFRS and PCFT continue to collaborate by attending events and supporting campaigns which promote the aims of this partnership.  One example of this was GMFRS attendance at the opening of the new Irwell Unit (PCFT).

[image: ]
PCFT and GMFRS collaborated to create a bespoke Fire Safety Awareness Week in 2015 with the aim of raising the profile of the partnership and promoting the take up of Safe and Well visits for PCFT service users.  Members of the Community Safety Team and a fire service vehicle attended a full day event at PCFT Trust Headquarters where they provided fire safety guidance, advice and materials to PCFT staff and members of the public.  GMFRS also supported home fire extinguisher demonstrations that were carried out by PCFT fire safety officers.
GMFRS Community Safety Managers have attended, and will continue to attend, PCFT team meetings and other appropriate forums to raise awareness of what GMFRS can offer.  
GMFRS and PCFT led on the Urgent and Crisis Mental Health workshop which has involved initial discussions regarding future Fire Safety Awareness Days.
	PCFT FIRE SAFETY TRAINING FEEDBACK
“Very informative training, using extinguishers made this a less daunting prospect in case the situation arose’’
“Best fire safety training in 29 years!’’
“I thought the course was excellent, I have already changed my behaviour”
“Steve’s style of presenting kept it interesting as well as informative”
“Brilliant overall, thank you”



Outcomes
4500 PCFT staff received face to face training in mandatory fire safety including a briefing on community fire safety and the Safe and Well referral process. 
Additionally 46 PCFT staff received face to face training in community fire safety and the Safe and Well referral process. 
GMFRS Fire Safety Officers and Business Safety Advisors in all of the boroughs involved in the partnership received training from PCFT.
Nearly 700 GMFRS personnel attended face to face mental health awareness training delivered by PCFT.
GMFRS staff deliver quarterly fire safety in the home training at one of the hospital sites.
The partnership has not directly assessed whether the training, resources, and awareness raising described above has improved staff awareness.  However, outcomes from Aims 1 to 3 demonstrate:
· Increase in number of Safe and Well visits booked as a result of referrals from PCFT
· Decrease in incidents (false alarms and fires) in PCFT premises
· Reduction in costs and disruption to service
· Anecdotal evidence that GMFRS are addressing health and wellbeing during safe and well visits.
Without training, resources and awareness raising it is unlikely that these outcomes would have been achieved.   
[bookmark: _Recommendations_4]Recommendations
23. Identification of staff at the right level (preferably management) within health or social care organisations to act as fire safety champions.  Champions should develop their knowledge of fire safety and disseminate it throughout their organisation. 
24. Ensure that all referral pathways are visible to staff in fire and rescue services and health and social care services.
25. Consideration should be given to the most appropriate way of training and raising awareness within partnership organisations.  In cases where the scale and logistics of delivering face to face partnership training are problematic, other options should be explored.  Options may include electronic training, webinars, films/videos, literature, joint campaigns/events and including new content in existing mandatory training. 
26. Fire and rescue services and health and social care organisations should join forces and collaborate on key national campaigns that are of mutual interest.  For example, Dementia Awareness Week, Suicide Prevention Day, World Mental Health Day, Mental Health Awareness Week.
[bookmark: _Aim_5:_To]Aim 5: To proactively produce and publish a joint report promoting the mutual benefits of effective partnership working between PCFT and GMFRS and providing a framework for others to follow.
The report was written by GMFRS Health and Social Care Coordinator with input from members of the partnership Steering Group.  
The report will be shared with fire and rescue and health and social care organisations in a number of different forums including:
· Launch event to promote findings of the report to interested parties
· National Fire Chiefs Council (NFCC) 
· National Association of Healthcare Fire Officers (NAHFO)
· Greater Manchester Health and Social Care Partnership
· [bookmark: _Summary]Royal Society for Public Health (RSPH)
Summary
The partnership between GMFRS and PCFT has achieved a number of successes, particularly in reducing fire incidents and false alarms in PCFT premises.  Whilst the numbers of Safe and Well visits for PCFT services users has continued to increase year on year, there is still room for improvement.  Generally, good progress has been made against the aims of the partnership and this progress is underpinned by building a sound foundation.  
Commitment from directors within both organisations is essential to ensure that the implementation of the partnership is prioritised and adequate resources are allocated.  It is vital that the partnership is led and coordinated by role holders with the knowledge, authority and capacity to lead and influence.   
Regular and consistent attendance at steering group meetings is necessary so that work can progress and open communication can be maintained. The building of trust is important and the appreciation of each other’s roles, priorities and pressures is equally vital.  Once the right personnel are in place, a robust partnership agreement with clear aims and objectives enables the partnership to maintain its focus and structure.  
Through the partnership GMFRS and PCFT have better access to colleagues to ask advice, share risk information and to problem solve.  Increased interactions with mental health practitioners will undoubtedly improve GMFRS staff confidence, knowledge and understanding of mental health and services that are available.  This in turn will serve to improve the quality of the interactions that they have with members of the public either during operational incidents or community activities. 
The relationships that have been built as a result of the partnership create secondary gains for all involved.  There is now an enhanced understanding and appreciation across both organisations about each other’s roles, responsibilities and organisational structures, a key ingredient of successful partnership working.
[bookmark: _Summary_of_recommendations]Summary of Recommendations
1.	Ensure there is a robust governance structure in place.
2.	Develop a written partnership agreement and associated action plan.
3.	Secure commitment and support at director level.
4.	Develop an information sharing agreement.
5.	Agree referral pathway for Safe and Well visits and promote it within the health/social care organisation using existing infrastructures and mandatory training.
6.	Prior to delivery of the partnership, establish effective methods of recording and reporting on: 
•	Number of Safe and Well referrals made
•	Number of Safe and Well visits booked
•	Number of Safe and Well visits carried out.  
7.	Consideration should be given to the capability of ICT systems so that the partnership can establish from the outset what data can be recorded and reported.
8.	Joint visits in complex cases should be encouraged where possible and appropriate.
9.	Development of an Arson Protocol and guidance for staff on the management of deliberate fire setting in their premises.
10.	Introduction of a search policy which allows staff to carry out searches with the aim of reducing covert materials.
11.	Introduction of smoking detection systems linked to a silent pager to alert staff to the presence of smoke in high risk areas.
12.	Mandatory fire safety training to include the use of fire extinguishers to extinguish small fires, fire loading and how to contain fires in the room of origin.
13.	Use of alternative sprinkler systems such as Dry Sprinkler Powder Aerosols in patient bedrooms and other high risk areas.
14.	Use of Passive Infra-Red Devices in in-patient kitchens to reduce the incidence of unwanted fire signals associated with appliances such as toasters and microwaves.
15.	Financial investment to upgrade fire precautions.  This is likely to significantly reduce the impact that a fire has should one occur, thus reducing risk of injury to patients, staff, damage to property and buildings and disruption to services.   
16.	Safe and Well visits should include consideration of mental health to inform fire risk assessment.
17.	Fire and rescue services should maximise the opportunity provided by Safe and Well to identify mental health needs and offer brief advice, signposting and referrals.
18.	Development of fire safety interventions (e.g. Safe and Well visits) should involve consultation with partners who work with the target audience.
19.	Fire and rescue services should consult with service users and carers when developing fire safety interventions for people with mental health needs. 
20.	Fire and rescue services should have access to information about local statutory and voluntary organisations that support people with mental health needs including referral pathways.
21.	Partnerships should ensure that systems are in place to facilitate recording and reporting of all outcomes achieved, for example referrals made to other organisations.
22.	Mental health services should consider providing a 24/7 triage phone line for emergency services to use.
23.	Identification of staff at the right level (preferably management) within health or social care organisations to act as fire safety champions.  Champions should develop their knowledge of fire safety and disseminate it throughout their organisation. 
24.	Ensure that all referral pathways are visible to staff in fire and rescue services and health and social care services.
25.	Consideration should be given to the most appropriate way of training and raising awareness within partnership organisations.  In cases where the scale and logistics of delivering face to face partnership training are problematic, other options should be explored.  Options may include electronic training, webinars, films/videos, literature, joint campaigns/events and including new content in existing mandatory training. 
26.	Fire and rescue services and health and social care organisations should join forces and collaborate on key national campaigns that are of mutual interest.  For example, Dementia Awareness Week, Suicide Prevention Day, World Mental Health Day, Mental Health Awareness Week.
[bookmark: _Next_steps]Next Steps 
A decision was made to continue the partnership because there have been a number of positive outcomes as described in this report. Furthermore, outcomes against some of the aims have not been fully achieved so there is more work to do.  During the process of reviewing the partnership new areas for collaboration have been identified.  Subsequently the next steps for the partnership include:  
1. Improve data capture and methods of evaluation to better understand the value of the partnership and inform future development. This will include:
· Improved recording of Safe and Well referrals from PCFT 
· Collection of service user feedback 
· Analysis of the impact of training, resources and awareness-raising on staff knowledge and practice.
2. Increase the numbers of Safe and Well referrals made by PCFT staff.
3. Promote the inclusion of fire risk in health and social care documentation, care plans and risk assessments.  
4. Develop mental health champions within GMFRS who have an increased access to knowledge, information, contacts and support and who can raise awareness of mental health throughout the organisation.
5. Regularly share good practice and learning points with key stakeholders and interested parties both within fire and rescue services and health, social care and third sector organisations to continually improve services. 
6. [bookmark: _Appendices]Promote the use of community fire stations to PCFT staff and service users.  
Appendices

1 - 


2. 
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Guidance, following a deliberate ignition (arson) on a ward 
 
This guidance is in place to enable staff to effectively manage a crime scene, 
following a deliberate ignition (arson), on a ward. Arson is a criminal offence under 
S1 (2) and (3) Criminal Damage Act, 1971. 
 
Each year the Trust suffers from a number of incidents of Arson, which are caused 
by patients on the wards. These incidents of Arson put the lives of staff, patients and 
visitors at risk. The Trust takes a very strong view that any person, who causes a 
deliberate fire on our wards, should be prosecuted, where they have the capacity to 
understand the consequences of their actions.  
 
In order to ensure a successful prosecution, evidence is required. The more 
evidence gathered, the more likely a prosecution is to succeed. Therefore, the 
following guidance and checklist has been provided for staff to follow and understand 
what actions they should take following a deliberate fire. 
 
This guidance does not replace any of the procedures already in place for actually 
dealing with the fire and the procedures for evacuating the ward. It has been issued 
in order to assist staff with the preservation of evidence and management of an 
offender once the fire has been dealt with and everyone is safe. 
 
In incidents, where the fire service has attended and controlled the fire, staff should 
preserve the scene of the fire by securing the room or area affected, once the area 
has been declared safe. This means no staff or patients should enter the area until 
either the police or fire service (or both) have completed their investigations and they 
confirm that the area can be used.  
 
Where a fire has occurred, and there is suspicion of Arson, staff should notify both 
the Police and Fire Service. This can be during an initial 999 call or subsequent to 
the emergency call. Staff should ensure that both services are aware and request 
their attendance in order to carry out an investigation. The scene should be 
preserved for evidence purposes and staff or patients should not be allowed to enter 
the area until these services have completed their investigations.  
 
In situations where the fire service is not required to attend, such as the ward has 
dealt with the fire, both the police and the fire service should be notified that it is a 
suspected arson. In the event that an immediate visit is unlikely, or staff have been 
advised that police or fire service cannot attend, then staff should preserve the 
scene. They should take advice, where appropriate, from the Trust specialists i.e. 
Fire Management Team and Security Management Specialist but there may be 
circumstances where it will fall to staff to ensure that evidence is collected. This may 
mean placing items in evidence bags or taking photographs. Photographs should 
provide as much detail as possible including any damage to the room and other 
property.  
 







It is anticipated that staff will only be required to take this action where specialist staff 
are not available i.e. weekend or nights. In all cases, staff should ensure that these 
staff, along with Estates (or for out of hours, the on call estates manager), have been 
notified of the fire and that Arson is suspected. 
 
Witnessing staff should always complete a record of what they saw or heard, as 
soon as possible after the incident, so that it can be used as an aide memoir and 
potential evidence when providing a statement to the police for prosecution.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 


  







Suspicion of Deliberate Ignition Checklist (This form can be completed and used 
for evidential purposes- please make sure it is completed) 
 
Actions to take following Fire Service authority to return: 


 


Location: Name: 


1. Appoint a designated controller of the room        Yes/No Name: 


2. Confirm, with Consultant, that the patient has 
capacity for their actions 


Y/N 
Clinician’s  
name:  


3. Notify Police Service the fire was a deliberate 
ignition (Arson) 


Y/N 


4. Inform Senior Fire Officer, in attendance, that 
there is a suspicion of Arson and request a fire 
investigation officer to attend. 


 
Obtain name, rank and contact details of Senior 
Fire Officer. 


Name: 
 
Rank: 
 
Contact details:  


5. Ask Senior Fire Officer for the incident / log 
number  


Log/incident number:  


6. Ask Police for their Log Number Police Log number: 


7. Notify the police of any staff who are qualified to 
provide statements re: capacity and witnesses to 
the event.  


List staff here: 
 
 
 
 
 


8. Notify the police of witnesses’ availability. Are they on site now to provide 
statement? 


Yes/No 


9. Take photographs of the room – mattress, walls, 
damaged items etc. 


Photographs  
taken by:  


10. If required, place tape measure, adjacent to burnt areas, in order that the scale of damage 
can be determined. 


11. Do not allow patients, or staff, to enter the room; log any unauthorised access.  


12. Secure and lock the room Yes/No 


13. If the offender is known maintain observations and isolate Yes/No 







14. Secure any items used to ignite fire – lighter, 
matches etc. Place in a clear bag and hold for 
police evidence.  


List items here: 
 
 
 
 
 


15. Ask staff to record any actions witnessed by completing the table overleaf (table 1). This 
should include: 
 


 Their location at the time of the incident what they saw or heard etc. word for word  
 


 What they observed on entering the room i.e. piled up paper or bedding, covered detector 
heads, people etc.  


16. If appropriate, ensure that the Consultant requests a Forensic Assessment to be completed 
at Police Station.   


 
  







Table 1.  Witness details 


 
What they observed  
(This should be noted word for word) 


1. 


Witness Name: 


 


Location (at time of 


incident): 


2. 


Witness Name: 


 


Location (at time of 


incident): 


3. 


Witness Name: 


 
Location (at time of 
incident): 


4. 


Witness Name: 


 


Location (at time of 


incident): 


5. 


Witness Name: 


 


Location (at time of 


incident): 
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Pennine Care NHS Foundation Trust 


 
Policy for the Search of Patients (Detained/Informal), Property and 


Unit Areas 
 
 
1. TRUST STATEMENT 
 


Pennine Care NHS Trust is committed to providing the highest standard of care 
for people using its services. Through its clinical & integrated systems, the 
Trust will continue to ensure that patient safety is at the centre of this work.  
 
This Policy is one component of the Trust’s Strategy for Clinical Risk 
Management. It is therefore essential that the Policy is viewed within this wider 
context, and implemented in conjunction with all other relevant Pennine Care 
Policies 
 
The Trust recognises that it is sometimes necessary to search an individual 
patient and their property. Searching will only be carried out where there is 
reasonable cause to suspect the service user or visitor is seeking to introduce 
prohibited items to the clinical area.  Searching is a sensitive procedure and 
must be conducted utilising the highest professional standards. The process 
can be perceived as degrading and provocative. The following policy provides a 
practice framework to ensure the dignity and welfare of service users at all 
times. 
 
Pennine Care NHS Foundation Trust is required to provide a safe and secure 
environment in which service users, staff and visitors may safely engage in a 
therapeutic and caring environment. Additionally there is a need to protect all 
service users from harassment and exploitation and the opportunity to access, 
supply or retain prohibited items. 


 
2. RELATED TRUST POLICIES & STRATEGIES 
 


Management of Violence & Aggression Policy 
Incident Reporting, Management & Investigation Policy  
Education, Training & Development Policy 


 Consent to Examination or Treatment 
Safeguarding Adults Policy 
Safeguarding Childrens Policy 
Security Policy 


 Suicide Prevention Strategy 
Policy for Seclusion, Time Out and other restriction of patients movements 
(within inpatient wards) 


 Section 136 Mental Health Act Policy 
 Management of Suspected Illicit Substances on Trust Premises  
 Child Visiting Policy 
 Offensive Weapons Policy 
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3. AIMS OF THE POLICY 
 
 The aims of this policy are to: 
 


• Provide clear reasons and context why a service user and their belongings may 
need to be searched. 


• To define what a search is and identify alternative interventions 
• Describe the appropriate skills and competencies for staff undertaking searches 


of patients, their property and related unit areas. 
• Provide a clear procedure for properly undertaking and documenting a search 


(See Appendices 1 and 2). 
• Describe the role of searching in the context of violence and restrictive 


intervention reduction approaches 
 
 
4. SCOPE OF THE POLICY 
 
 This policy applies to: 
 


• All in-patients, including young people, adults of a working age and older 
adults. 


• Visitors to in-patients in the above care groups 
• All Pennine Care staff working with the above care groups 
• All Bank and Agency staff working in a temporary capacity with the above care 


groups 
 
5. REASONS TO SEARCH 
 


Patients and their belongs should only be searched if it is necessary for the 
safety and protection of the patient and/or others, therefore; 


 
- to prevent injury/harm to the patient, 
- to prevent injury/harm to others, 
- to maintain security and safety. 


 
Searching should be used when clinically necessary and where alternative 
interventions have failed or were inappropriate at the time. 


 
5.1 Risk assessment and clinical risk management are important tools in providing 


clinical reasons why a search may be required i.e. the person may be 
concealing something harmful and they have a propensity to use the concealed 
item against themselves or others. 


 
5.2 Although it resides in the domain of clinical risk assessment, searching patients 


who are at risk of concealing items for the purpose of attempted self harm and 
suicide is an important part of both national and Pennine Care NHS Trust 
Suicide Prevention strategy. 
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5.3 Additionally reasons to implement a search maybe indicated for detained 
persons on admission, return from leave or return from a period of being absent 
without leave. 


 
5.4 The Trust provides higher dependency therapeutic environments e.g 


Psychiatric Intensive Care Units, High Dependency Units and Secure Intensive 
Rehabilitation facilities. These units also have minimum standards for 
contraband items, the clinical environment and frequency of searching that will 
be subject to review and evaluation. (See Appendix 3 Protocol for Shutdown 
and Search for Higher Dependency Areas) 


 
5.5 Searching practices related to Extra Care/Seclusion and 136 Suites will need to 


be developed jointly with Police (for the latter) and within clinical risk 
management needs for extra care. 
 


6. TYPES OF SEARCH 
 
6.1 Search of Communal Ward, Department & Surrounding Areas: 
 


This does not include a patients belongings or personal space. Patient consent 
is not required for this search, but where appropriate it is good practice to 
inform patients that a search is about to take place.  


 
6.2 Search of a Patients Property and Personal Space: 
 


The need for consent or lawful authority is required for the search of a patients’ 
property including their room/ dormitory /bed-space, however if the person is 
detained under the mental health act their consent is not required but it should 
be considered good practice to inform the person the search is going to take 
place. The Mental Health Act Code of Practice (Chapter 25) makes it clear that 
the power of search extends to a patients belongings and not just their person. 
This search includes bedroom furniture, cases, bags, bed space area, stored 
clothing and personal items. 


 
6.3 Search of a Patient: 
 


The need for consent or lawful authority is required for the search of a patient. 
A personal search maybe conducted on four levels and depending on the 
outcome may involve them being used in conjunction with each other: 
 


- Personal: Supervised Where possible asking the patient to assist the 
procedure e.g. running their fingers through their own hair or turning out 
their own pockets before staff begin a tactile search. 


 
- Personal: Observational (Looking for objects concealed in the mouth, 


hair, ears or in the clothing) 
 


- Personal: Electronic Device Using an approved Trust supplied 
electronic search device, to conduct a scan for metal objects 
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- Personal: Tactile (Touching the patient to search for objects).  Outer 
clothing to be searched and the person, permitted to one layer of 
clothing. 


 
6.4 Search of a Visitor 
 


Visitors need to give consent to being searched. 
 


- If the person is suspected of carrying dangerous implements, illicit drugs 
or substances and they will not consent then they should be asked to 
leave the ward, unit or building 


 
- Staff should discuss with their line manager if the Police need to be 


involved. 
 


- Where indicated by the clinical team, staff may advise that visiting is only 
permitted in the presence of a staff member or the visitor is asked to 
leave 


 
- Where consent is given and documented; supervised, observational and 


tactile searches can be used. 
 


- Visitors may be denied entry to - or removed from - the hospital simply 
because s/he refuses to be searched, or for any other - or even for no - 
reason.  However, to deny a visitor entry might be to breach his/her right 
to respect for private and family life, and/or to breach the similar right 
enjoyed by the patient s/he is visiting.  To minimise this possibility, 
therefore, care should be taken to ensure:  


 
-  (a) that the reason for any such denial is, or is related to, the need to 


maintain public safety, to prevent disorder or crime, or to protect health 
or morals or the rights and freedoms of others  


 
- AND 


 
- (b) that such denial is proportionate to the objective it is intended to 


achieve. 
 


It is for this reason that where the exclusion, removal and/or denial of entry 
of visitors senior managers should be involved in providing guidance and 
reflection on the process and reasons being cited for the action. 


 
6.5 Search of a Child Visitor 
 


All child visiting to in patient wards should be managed under Pennine Care  
NHS Trust Policy “Child Visiting Policy” which defines the planning, decision, 
management and refusal for child visiting. A child visiting management plan 
(CV1) is required for every child allowed to visit a relative on the ward. The 
needs, welfare and safety of the child are paramount in the planning and 
decision making in drawing up the CV1 
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With this in mind staff should not subject an approved child visitor to a search 
as the risks of the child being used to bring in contraband items should be 
considered prior to the CV1 being activated. Where new risk information comes 
to light i.e. a child visitor being found to carry contraband items then the visiting 
should be suspended whilst the CV1 is reviewed by the clinical team as 
directed by Child Visiting Policy.. 
 
An extra environmental security arrangement should also be in place such as a 
family room specifically utilized for the support of child visiting. It is possible to 
create a sterile area by a search of this room prior and after a visit. If 
reasonable grounds exist that prohibited items have been introduced to the 
patient a search could be used for the patient after the visit and therefore 
dispensing with the need to search a child visitor. 
 
This approach will avoid the need for a potentially distressing search of child 
visitors. 


 
6.6 Excluding Visitors 
 


The exclusion of visitors should be pursued with reference to the Pennine Care 
NHS Trust Visiting Policy. 


 
- Where a visitor is to be excluded for reasons connected with a personal 


search (or with his/her refusal to submit to such a search), this would be 
on the authority of the responsible medical officer with the knowledge of 
the Divisional Manager /Directorate Lead and Medical Director, with 
reference to the Mental Health Act Code of Practice. This should be 
explained to the patient and visitor verbally and in writing. Appropriate 
documentation will be maintained as Hospital Managers are required to 
review the use of exclusion orders. 


 
- In respect to the patient being visited it is essential that any decision to 


exclude a visitor on security grounds is made explicit. The decision 
should still be examined against the procedural safeguards for patients 
who lack capacity  (CL 13) but particularly if the exclusion order is made 
with respect to clinical reasons (Mental Health Act Code of Practice,  


 
 
7. ALTERNATIVE INTERVENTIONS TO SEARCHING 
 


Due to the serious nature of undertaking a search and possible consequences 
on the therapeutic relationship the following alternative approaches may be 
used to give the patient the opportunity to hand over any items of concern/show 
that they are free of prohibited items: 
 
- Negotiation and Conflict Resolution Approaches (See Management of 


Violence and Aggression Policy) 
 
- Nursing separately. 
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- Increased observation levels and escort by staff allowing time for the 


individual to hand over any item of concern 
 


- Individual therapeutic approaches e.g. Using guidance developed in the 
persons Positive Behaviour Support Plan & delayed compliance and 
negotiated problem solving 


 
- Contacting the Police – essential if the persons’ refusal to hand over any 


item of concern places staff, patients and others at risk. This should be 
based on contemporaneous intelligence and risk information 


 
7.1  LIMITS TO USE OF SEARCH PROCEDURE 
 


- The procedure to search a person, their belongs and/or bed-space must 
only be used in the circumstances identified in Part 5 of this policy. 


 
- It is not appropriate to implement a search procedure as a response to a 


suspicion of theft and concealment of stolen property. Alternate 
interventions should be used and if necessary, the Police involved. 
Agreement must be obtained in consultation with the senior manager and 
the persons’ responsible medical officer that there are grounds for Police 
involvement. 


 
- The search procedure should not be exercised merely on a suspicion that 


the person is in possession of an article, implement or substance that may 
pose a risk. The member of staff must have reasonable grounds, based on 
contemporaneous intelligence, evidence, direct observation or reliable 
report, to implement a search procedure. 


 
 
8. CONSENT 


8.1 It is only (a) in the case of a patient that is detained under The Mental Health 
Act 1983 Code of Practice (2015) or (b) in the very limited circumstances 
discussed in paragraph 8.8.5(a) that a search may be undertaken without 
consent.  


8.2 Even where a search is to proceed in the absence of consent, the subject must 
be given the opportunity to consent to that search. 


8.3     The decision to carry out a search must be made by the person in charge of the  
           ward or department who will coordinate the consent process. 
 
8.4     The persons’ consent should be sought before a search commences and staff     
           should ensure that the patient has fully understood the level of search and the   
           reasons for it. 
 
8.5       The person will be asked to sign the search consent form (Appendix 1)  


confirming  that they understand the reasons and the nature of the search and  
that they  give their consent 
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8.6      Consent for a search may only be obtained from a person following a clear  


      explanation of the implications and requirements for searching. If the person in     
      charge of the ward or department is concerned that the patient is unable to   
      give valid consent, or fully understands the procedure, then the responsible  
      medical officer/or deputy must be informed 


 
8.7     A patient may withdraw their consent at any stage prior and during the  


search and they should be informed of this right prior to the search 
commencing. If, having given his/her consent to a personal search, a patient 
withdraws such consent, the search may not continue unless (a) the subject is 
a patient detained under MHA 1983 (Amended 2007) or (b) the circumstances 
discussed in paragraph 8.9.5(a) apply."  


 
8.8     A patient’s consent must be witnessed by a second member of staff 
 
8.9 Where language or comprehension may pose a difficulty, an interpreter  


should be obtained in order to ensure that the patient has consented to this  
procedure 


 
8.9.1    If consent is refused the following should apply: 
 
8.9.2  Detained Patients 
 
Any personal search of a detained patient must comply with the MHA Code of Practice 
2015 (Section 8.29 to 8.45) 
 


- The Mental Health Act does not convey a specific authority to search 
patients. The Appeal Court has held that the express power of detention 
carries with it a power of control and discipline to include where 
necessary a power of search with or without cause (R-v-Broadmoor 
Special Hospital Authority ex parte S[1998]. The appeal court case 
concerned a high security hospital environment, the implied power to 
search is not limited to high security environments 


 
- When consent is refused, the patients’ responsible clinician (RC) should 


be contacted first so that any clinical objection to a search by force may 
be raised. The nominated RC covering the patient will be approached if 
the patients actual RC is not available (due to leave, sickness etc) The 
patients objection should also be recorded Where no objection is raised, 
this should be documented and the search should proceed.  


 
- The Senior Manager for the service will also be contacted to advise 


about the need to search the patient at this point. The Senior Manager 
will be consulted with about the proposed search and specifically in 
relation to a patient and RC objection when the Nurse In Charge still 
believes there is an immediate need to conduct a search. 


 
- If a clinical objection is raised by the patients responsible clinician, but 


the nurse in charge believes that it is necessary and proportionate to 
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proceed, the matter should be documented and referred to the Medical 
Director for a decision as quickly as possible. Other senior managers 
may need to be informed as appropriate e.g. In Patient Service 
Manager, Divisional Manager, Locality Manager and Director/Assistant 
Director of Nursing. 


 
- While the decision is being made, the patient should be kept under 


observation and separated from other patients. The patient should be 
told what is happening and why. This is particularly important if a person 
lacks capacity. 


 
- If a search is considered necessary, despite the patient’s objections, and 


there is no clinical objection to one being conducted, the search should 
be carried out. If force has to be used, it should be the minimum 
necessary. 


 
- Where a patient physically resists being personally searched, physical 


intervention should normally only proceed on the basis of a multi-
disciplinary assessment, unless it is urgently required. A post-incident 
review should follow every search undertaken where consent has been 
withheld. 


 
- If the nurse in charge believes the situation is so serious that a delay 


before receiving authorization from the Medical Director would constitute 
an unacceptable risk, they may authorize a search without consent. In 
such exceptional circumstances the nurse in charge would be required 
to make a full report to the patients Consultant, the Medical Director and 
others involved (Senior Managers) to review the actions taken. This is to 
be documented by the trust Incident Reporting procedure and Immediate 
Management report systems. 


 
- Where there is a concern that a person lacks capacity and is unable to 


give consent on these grounds it is necessary that the nurse in charge 
ensures that the patients liberty and best interest rights are safeguarded 
through the procedural safeguards set out in  the “Procedural 
Safeguards for the Admission and Treatment of Incapacitated 
(Bournewood) Patients and the Consent to Examination and Treatment 
Policy” 


 
8.9.2 Restricted Patients 
 


Where detained patients are also subject to a restriction order (Sections 37/41, 
47/49 and 48/49) searching may also be a condition specified by the Home 
Office with regard to return from leave and community visits. Where a restricted 
patient refuses to give consent and comply with the terms of the order, 
including searching if stated then the case should be clinically reviewed and 
referred back to the Home Office for review. 


 
8.9.3 Informal/Voluntary Patients 
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If an informal voluntary patient refuses to give consent to a search then staff 
may consider: 
 


- Asking the patient to leave the premises. 
 
- Contacting the Police if there is evidence of a breach of the peace, 


refusal to leave or some other crime is suspected of being committed 
(e.g. possession of a weapon) 


 
- The patient should be kept under observation whilst the matter is being 


resolved and separated from other patients where possible. The patient 
should be told what is happening and why. 


 
- Where there are concerns regarding the patients’ capacity to consent 


then any decision to proceed must be based on the best interest of the 
patient or the safety of others. The procedures set out in the Mental 
Capacity Act Policy, need to be considered. There should be a record of 
the assessment which took place which identified how lack of capacity 
was ascertained 


 
- If the persons’ mental health state has deteriorated and is contributing to 


their lack of consent then assessment for admission under the Mental 
Health Act may be pursued, HOWEVER a person should never be 
threatened or automatically assessed purely on their refusal to give 
consent for searching. Staff must exercise professional judgment and 
clear communication to ensure it is not perceived by the person as a 
threat or a means of compulsion. 


 
- If the nurse in charge and staff have reason to suspect that the patient is 


concealing, on his or her person or elsewhere, any potential dangerous 
or harmful implement or substance, they have a duty to take all 
reasonable steps to ensure the safety of the patient, staff and others. 
(Please refer to the Violence Reduction Policy) 


 
8.9.4 Searching of In-Patients who are Minors (14 to 17 year olds) 


 
Whilst the searching of minors should be avoided even where the child is 
detained under the mental health act, there are circumstances when significant 
risks will exist to warrant the use of a search.  
 
Nursing practices and risk protocols should provide reliable alternatives. The 
use of 2:1 nursing observation and escort levels for 14 to 17 year old patients 
who are admitted to working age adult in patient areas should provide a level of 
observation and scrutiny to determine if prohibited items are being concealed, 
used or being passed on by the patient. 
 
Above 16 year old, routine use of 2:1 Nursing observation and escort may not 
be available and use of a search procedure may be required. 
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Consent protocols should be adopted as stated above and documented as in 
section 11. 


 
 
 
8.9.5  Searching a Person against their will 
 


- If reasonable grounds exist to carry out a search of a patients’ person, 
property and/or bed space consent and lawful authority should be obtained 
as stated in the start of section 8 Consent. 


 
- However if a patient does not consent to a search, the staff member must 


make one of the following decisions based on the principle of necessity 
(Gunn 1992):- 


 
a) To search the patient against their will on the grounds that there was an 


immediate risk of serious harm to self or others that necessitated immediate 
action. 


 
Necessity does not limit the action of searching to emergency situations 
only but extends to action taken in order to prevent serious harm to self or 
others. For example removing an edge weapon (Knife) from a patients 
pocket. 


 
b) To delay the search and seek advice of the patients consultant and/or the 


clinical manager or deputy 
 
c) To involve the Police 


 
- The decision to search a patient against their will doesn't depend on the 


person concerned being incapable of giving consent, nor upon his/her being 
detained under MHA.  In that sense, it represents a third way, between 'best 
interests' and MHA.  The primary use of necessity in these circumstances 
will be to challenge, and possibly to search, those suspected of carrying 
weapons or committing criminal offences.  Its use in these circumstances 
will be comparatively rare. 


 
- A situation may arise where a previously consenting person undergoing a 


search procedure withdraws their consent. The nurse in charge of the 
procedure must then decide how to proceed, using the criteria stated in 
8.9.5 a,b or c with respect to a patient or if a visitor the criteria provided in 
part 6.4 


 
- Any searching carried out against a patients’ will or without consent must be 


carried out with the minimum use of force necessary. The Mental Health Act 
Code of Practice and Pennine Care NHS Trust’s Violence Reduction Policy 
identify the least restrictive principles for Team Physical Interventions. 
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8.9.6  Patients who are Absent Without Leave  
 
In circumstances where patients have left the ward without designated leave,  
absconded from escorted leave or have failed to return from leave at  the designated 
time a search of their personal belongs and bed area may be proportionate and 
necessary if the clinical care team have reasonable grounds to believe:  
 
- the patient is a significant risk to themselves or others  
 
and  
 
- a search of the patients personal belongings and bed space is likely to provide  
evidence of their whereabouts or intentions.  
 
- The Patient Absent without Leave Policy should have been activated and the search 
procedure should be carried out as documented for consent in searching a person 
against their will (8.9.5) and following the general principles of searching identified in 
section 9. Two staff will still be required to carry out the search, at least one of who 
should be a registered and qualified nurse. 


 
9.  GENERAL PRINCIPLES OF SEARCHING 
 
 If a search of a person or their belongings is to be carried out the following  


issues should be addressed: 
 


• Have alternative interventions been identified and explored first? 
 
• What risks (behavioural arousal, loss of therapeutic relationship, violence and 


aggression) exist in carrying out the search as opposed to the risks incurred by 
not undertaking a search? 


 
• What safeguards has the nurse in charge put in place to ensure the dignity of 


the person concerned that promotes maximum privacy and minimum 
invasiveness? 


 
• Has the person been given a full explanation as to why a search is considered 


necessary? 
 


• Can a safe environment be maintained? 
 


• Has consent or lawful authority to undertake the search been attained? 
 


• What diversity, cultural and religious issues need to be identified and managed 
prior to the search?  


 
• The search must be carried out with the minimum force necessary, following 


risk assessment, taking into account the safety of staff, the person concerned 
and other patients. 
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• All searches, regardless of type, must be carried out by a minimum of two 
people, at least one of whom should be a registered and qualified nurse and at 
least one of who should be the same gender as the person concerned (who will 
be responsible for the tactile part of the search). 


 
• The person concerned must not be left unaccompanied at any stage of the 


search procedure. 
 


• Unless there are exceptional circumstances, the concerned person must be in 
attendance when their belongings/room/bed-space is searched. 


 
• Tactile, personal searching can only be carried out with regard to outer 


garments and clothing to one layer in contact with the persons body. The 
searches hands must remain visible to their colleagues at all times and the 
person concerned not asked to remove underwear. 


 
• There will be no searching of genital areas and/or body cavities/orifices. This is 


categorized as an intimate personal search. No provision exists, at this time, in 
this policy to authorize this level of search. Where a restriction order states a 
level of search not defined by this policy the clinical team, responsible clinician 
and Medical Director should meet to address how it will be achieved. 


 
• The search must be conducted in a private room. The person concerned should 


be asked to remove outer clothing. Once clothing has been checked they must 
be returned to the person immediately. 


 
• At the end of the search staff should reiterate to the person concerned the 


reasons for having undertaken it. The person should be reminded of their right 
to discuss it with a member of staff not involved in the search procedure. This 
should be documented in the persons care record. 
 


• Debrief for the searched person must be offered and available, in particular 
where any physically restrictive intervention such as separation to another room 
or manual restraint has been used to support the search 


 
• If any items are removed from the person following a search, the person must 


be informed of where they are being stored and issued with a receipt. In case of 
illicit substances, refer to the Trust’s Handling of Illicit Substances Policy and/or 
weapons these will be handed to the Police for safe disposal and the patient 
informed. The Trust’s Local Security Management Specialist should also be 
notified in these circumstances. 


 
• Routine searches are permitted only in exceptional circumstances as stated in 


the Mental Health Act Code of Practice. Any searches carried out on a regular 
basis must be reviewed regularly and the person concerned care plan  
reviewed as appropriate 


 
 
10.  PROCEDURE 
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- Whether a patient consents or does not consent to a search, the authority 


required to proceed with the search must be obtained from the Senior 
Manager of the service or their deputy and the Responsible Clinician except 
in the following circumstances 


 
a) For a search of general ward/department areas. The nurse in charge can 


authorize this level of search 
 
b) Where authorization has been obtained as part of a planned intervention 


within a persons care planning process that has involved the responsible 
medical officer and discussed with the Senior Manager previously. This 
would form part of routine searching of a person and the safeguards 
identified earlier must be in place. 


 
c) Where the patient poses an immediate and serious risk to themselves or 


others. The nurse in charge may authorize a search but must inform the 
senior manager and responsible medical officer as soon as possible. 


 
11.  DOCUMENTING THE SEARCH PROCEDURE 
 


- All patient searches will be documented and recorded in the patients care 
record 


 
- In the case of visitors, the search consent form (See Appendix 1) and 


incident form will act as the written record. 
 


- A search consent form will be completed prior to the commencement of any 
search of a person or their belongings. The consent form should become 
part of the service users care record. 


 
- A completed Trust Incident form is also required if an untoward incident 


occurs as part of the search procedure AND in the rare circumstances 
where voluntary patients and/or those who lack capacity are searched 
without consent due to the reasons defined in 8.9.5 


 
12.  REVIEWING THE USE OF SEARCHING 
  


- The clinical team will carry out a review of each search incident identifying 
interventions and actions used to try and avoid the use of the procedure, the 
reasons for the search and outcomes in terms of a reviewed risk plan for the 
person concerned and the team 


- If the search procedure is part of a patients care plan then the review should 
take place as directed by the care plan and the Mental Health Act code of 
Practice. 


 
 
13.  REMOVAL & STORAGE OF PROPERTY ARISING FROM THE OUTCOME  


OF A SEARCH 
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- An outcome of the search may be that items belonging to a patient found 
will have to be removed for reasons of safety 


 
- Any item of personal property removed from the patient will be stored safely 


and securely as per local policy 
 


- The patient should be informed where the property is being stored and 
under what circumstances it will be returned. Some of these circumstances 
may relate to purely clinical risk concerns. Items such as belts, mobile 
phone charges and other materials that could be used to construct ligatures 
and self harming aids may be returned as a result of the patients improving 
mental health state and decreasing risk to self and/or others. Where this 
circumstance exists it is the domain of clinical risk management and clinical 
team risk assessment that informs the decision to return the property to the 
person 


 
- A record of the property retained and where it is stored should be recorded 


on the Trust Incident Form and a receipt given to the patient. 
 


- In the case of illicit substances, there may be a requirement to dispose of 
these and document as directed in the Trusts’ Handling of Illicit Substances 
Policy 


 
- Where a weapon is found the nurse in charge, responsible medical officer 


and senior manager should be involved to discuss the potential involvement 
of the Police. Refer to the Offensive Weapons Policy. The Local Security 
Management Specialist should also be involved. 


 
 
14. COMPLAINTS 
 


- The person concerned must be given access to Pennine Care NHS Trust 
Complaints Procedure Information Leaflet and be given full opportunity to 
complain about the treatment they have received 


 
15. POLICY IMPLEMENTATION, TRAINING & COMPETENCIES FOR THE USE  


OF SEARCH PROCEDURES 
 


Implementation of the policy will be achieved through a half-day training course 
for identified staff. This will be managed through the Trusts Training 
Department.  
 
- Only staff trained in the use of search procedures shall undertake searching 


tasks above the level of a general communal area search. 
 
- A half day MVA Level 5 Course (Specialist Interventions: Searching) 


provides staff with the following competencies: 
 


a) Search Policy Awareness & Implementation 
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b) Risk Assessment, Values and Diversity information with respect to 
Searching 


c) Legal Considerations and Searching 
d) Passive (Consensual) Searching: Search Pattern & Technique 
e) Supervised (Self directed) Searching: Search Pattern & Technique 
f) Personal Safety, Infection Control and Searching 
g) Non Co-operative Searching: (Use of Team Physical Intervention, 


minimum force, seated search, prone search and vital sign 
monitoring) 


h) Search Pattern and Issues concerning enabling devices 
(Wheelchairs, prostheses etc) 


i) Area Searching 
j) Use of Search Equipment* (still being considered) 
k) Documentation and Related Policies 


 
16. AUDIT 
 


- The Management of Violence and Aggression Coordinators will audit the 
policy annually based on: 


 
a) Trust Incident Documentation 
b) Search Consent Documentation 
c) Patients Care Records 


 
17. REVIEW 
  


The Management of Violence and Aggression Coordinators will review this 
Policy annually. 
 
 


18. APPENDICES 
1) Search Policy Authorisation and Consent Form  
2) Search Policy Outcome Form 
3) Appendix 3: Protocol for Unit Shutdown and search 
4) Appendix 4: Search Procedure Flowchart 
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Appendix 1: Search Policy Authorisation and Consent Form 
 
Part 1 
To be completed prior to the Search Procedure being implemented. 
 
I have been asked to consent to a search of my property and/or my person. 
 
It has been explained to me that the search will involve: ________________________ 
 
 
 
 
 
I  do  /  do not   consent to the search taking place. 
 
CONSENT 
 
Signed ___________________________________(Name of Person being Searched) 
 
Print Name: _______________________________ 
 
 
Ward/Department: __________________________  Date: _____________________ 
 
 
Borough: __________________________________ 
 
 
Witnessed by: ________________________________________________________ 
 
 
And   _________________________________________________________ 
 
REASON FOR SEARCH 
 
I confirm that the search of : _____________________________ (Name of Person 
being Searched) 
 
Was necessary because: ______________________________________________ 
 
___________________________________________________________________ 
 
___________________________________________________________________ 
 
___________________________________________________________________ 
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___________________________________________________________________ 
 
and the reasons for the search were fully explained to the person. 
 
Signed: _________________________________(Name of Person giving explanation) 
 
Print Name: _____________________________  Date: ________________ (P.T.O.) 
 
CONSULTATION/REPORTING 
 
Signature of Senior Manager consulted : ____________________________________ 
 
 
Print Name: _____________________________  
 
 
Date: _________________  
 
 
The Responsible Clinician, Dr ________________________________ was 
 
 
consulted prior to the search being implemented. 
 
 
Time: _________________________________   
 
 
Date: __________________ 
 
 
OR 
 
It was not possible/necessary to consult the RMO because: 
 
 
 
 
 
 
 
 
 
Signature of RMO consulted: _____________________________________________ 
 
 
Print Name _____________________________   
 
 
Date: ________________________ 
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Appendix 2: Search Policy Outcome Form 
 


To be completed immediately following the search being implemented. 
 
 
Name of Nurse Conducting Search: __________________________________ (Print) 
 
Signature: ______________________________________________________ 
 
 
Name of Supporting Nurse: _________________________________________ (Print) 
 
Signature: _______________________________________________________ 
 
 
Time Search Started: ______________________________________________ 
 
Time Search Ended: ________________________________  Date _________ 
 
Outcome of search: 
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Appendix 3: PROTOCOL FOR UNIT SHUT DOWN AND SEARCH 
 
A unit shut down can either be planned, or as results of a crisis, when there is 
reasonable fear that there may be something on the unit that could cause a risk to an 
individual or others.   
 
The decision to commence a unit shut down should be made jointly with the senior 
member of staff on the unit. 
 
Procedure 
 
In a discrete manner [so patients are not alerted to pending shutdown] search T.V. 
lounge prior to shutdown.  Search other areas not in use and lock these rooms off. 
 
All clients should be taken to the TV lounge and informed of the shut down. The 
designated Fire Warden should ensure the external door is double locked and place a 
notice on the door stating the unit is shut down. 
 
All leave to be suspended until search is completed. 
 
Creating a Sterile Area 
 
A group of staff should be deployed to search the smoking lounge; dining room and rear 
garden area so as to ensure it is safe.  The disabled toilet in the hall opposite the kitchen 
should also be searched.  An array of activities (i.e. board games or videos) should be 
placed to relieve boredom during the search. 
 
If possible all other areas [apart from bedrooms] should be searched and locked off. 
 
Staff Deployment 
 
Staff should be divided into 3 task groups: - 


 
Group 1 - Remain in the TV lounge with clients and provide board games  
   Etc. to relieve boredom.  At the end, this group search the  
   TV lounge. 
 
Group 2 - Stay in the dining area (sterile area) and accept clients  
   Once they have been searched. 
 
Group 3 - Consists of two person teams that take an individual client to  
   His/her room provide a pat down search and search room  
   As per policy. 
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If a patient wishes to use the toilet during the search, they should be observed whilst 
doing so.  [Toilet in bedroom, or allocated one at the side of the T.V. lounge]. 
 


 
 
Groups 1 and 3 will search the remaining toilets and corridors at the end of the shut 
down, and any other rooms not previously searched and locked off. 
 
Any contraband items found should be recorded in C.T.F. 
 
A discussion involving patient and team should occur to decide whether they can be: 
 


1) Stored in store-room – documented on property sheet 
 
2) Sent home to relatives for storage 


 
Or 
 
3) Destroyed 


 
If illicit drugs are found they should be placed in controlled drugs cupboard – logged in 
controlled drugs book (witnessed by two staff).  Police should be notified and asked to 
dispose of them.  Document Police Constable’s details etc., in book when drugs are 
taken by the police or alternatively, destroy with their permission. 
 
All relevant details should be logged in C.T.F. and controlled drugs book. 
 
The shut down will end when the senior nurse on duty is confident that the initial risk has 
been reduced. 
 
Documentation regarding the search should be in each patient’s CTF, incident form and 
day/night report. 
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Appendix 4: SEARCH PROCEDURE FLOWCHART 


 
  
 
 NO   
 
 
 
 YES 
. 
 
 
 
 
NO 
 
 
 
 
 
 
 
 
 
 
 
 
      YES  


                       YES 
 
NO                          


1.Have reasons to search been 
established by the clinical team/nurse 
in charge using the criteria set out in 
Section 5 of the Search Policy?  


2.What type of Search is required? 


Patient Patients Property and 
Personal Space 


Visitor Communal Ward, 
Department & Surrounding 
Areas: 
Inform Patients, Proceed 
with Search and Document 


3. Have Alternative Interventions been explored? (See Policy) 


4. What Level of Search is Required? Personal: Supervised, Observational or Tactile 


5. Has Consent been given by the Patient and 
Documented using Search Policy Authorisation & 
Consent form? Prompts: Capacity, Withdrawal, 
Interpretation Needs and Witnessed by 2nd Staff Member  


CONSENT MUST 
BE OBTAINED 
FROM VISITORS 
(Section 6.4) 
Otherwise Alternative 
Interventions 


CHILD VISITORS 
MANAGED BY VISITING 
MANAGEMENT PLAN 
(Section 6.5) 


Detained Patients : Document Patient Objection 
Contact RMO & Document Agreement or Objection 
Contact Senior Manager for Service in relation to 
Patient and/or Consultant Objection 
If Nurse in Charge still believes NECESSARY & 
PROPORTIONATE to proceed with Search the 
contact MEDICAL DIRECTOR for a decision (See 
Section 8.8.1) 


Restricted Patients: If Specified as part of their 
restrictions then treat as part of the patients failure 
to comply with the terms of the order. Clinical review 
and referral back to the Home Office 


Voluntary Patients: If the patient refuses to give 
consent then consider asking the patient to leave 
the premises, contacting the Police (suspicion of 
breach of the peace or crime/possession of a 
weapon) 


6. Has CAPACITY to 
give consent been 
established? (Refer to 
Policies CL2 & CL13) 
& Child Policies 
regarding capacity for 
Minors. 


7. IF THE NURSE IN CHARGE 
BELIEVES THE SITUATION IS 
SO SERIOUS THAT DELAY 
BEFORE RECEIVING 
AUTHORISATION FROM THE 
MEDICAL DIRECTOR WOULD 
BE AN UNACCEPTABLE RISK 
THEY MAY AUTHORISE A 
SEARCH WITHOUT CONSENT 
(VOLUNTARY PATIENTS in 
RARE Situations  See 8.9.5).   
Extra reporting post search 
required 
This does not include VISITORS 
(Consider Exclusion, Denial of 
Entry or Removal) . 


Specialist Services: 
Do Unit Shut down 
and Search Protocols 
need to be activated? 


8. Undertake search to training competency & 
capability standards 


9. Document Search Outcomes as per Policy 


Discuss with Multi Disciplinary Team and 
confirm reasons unless Point 7 applies 
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