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Learning Objectives 
 
Tairawhiti District Health (TDH) has a requirement to and is committed to comply with 

the Health and Disability Services Restraint Minimisation and Safe Practice Standard 

((RMSP NZS 8134:2008).  The main aim of this standard is to reduce the use of 

restraint in all its forms and to encourage the use of the least restrictive 

practices.  

 

Practice is guided by ethical principles that include:  

 

Acting for the patient‟s good  

Avoiding harm to the patient  

Avoiding harm to self or others  

Respecting the dignity of the patient and the patient‟s human rights 

 

When you have completed this learning resource you should have a better understanding 

of Restraint Minimisation and Safe Practice, the importance of de-escalation and 

alternatives restraints and the types of approved enablers. You will be able to assess, 

monitor and review restraint requirements and use the required documentation. 

 

TDH provides De escalation training throughout the year.  This training is recommended 

for all staff with option to review annually at the time of appraisal as per individual need 

or requirement. 

 

What does Restraint mean to you? 
 
Restraint is the implementation of any forcible control by a service provider that: 

a) Limits the actions of a consumer in circumstances in which the consumer is at risk 

of injury or of injuring another person: or 

b) The intentional removal of their normal right to freedom. 

 

Restraint can be divided up into categories: 

 

Personal -            intentional use of your body to stop consumer/patient doing what       

                            they want to do or going where they want to go 

Physical -             use of equipment and furniture to prevent a patients freedom 

Environmental -   Manipulation of an environment to prevent patients from harming  

                             themselves, others or property. 

Seclusion -            can only be used within the Mental Health Act 1992 or the  

                              Intellectual Disability Act 2003 

 

What is an enabler? 
 
Equipment, devices or furniture, voluntarily used by a consumer following appropriate 

assessment that limits normal freedom of movement, with the intent of promoting 

independence, comfort and/or safety(RMSP NZS 8134:2008).  

 

Example 1.  A consumer voluntarily uses bed rails to assist their mobility in bed, to aid in 

the positioning of pillows for comfort or to prevent them falling from bed (RMSP NZS 

8134:2008) 

 

Example 2. A customer voluntarily uses a fixed tray in front of their chair to assist them 

to have a meal independently (RMSP NZS 8134:2008) 

 

Example 3. Equipment, devices or furniture is used, following appropriate assessment, to 

assist in the physical positioning of a consumer without limiting their normal freedom of 

movement.  These interventions are not considered a form of restraint, but rather a 

normal component of the consumer‟s day to day life (RMSP NZS 8134:2008) 
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Assessment for use of Enabler 

Assessment for the use of an enabler can be carried out while completing the Admission 

and Care Plan where an enabler may be required as part of falls prevention,  it may be a 

request from the patient or a decision by a registered health professional following 

assessment and discussion with the patient and or family/Whanau.  The type of enabler 

and reason for it will then be recorded in the patient‟s Care Plan. Evaluation of its use will 

be ongoing during the patient‟s stay and any changes recorded daily in the Care Plan.  

An enabler should be the least restrictive option and only used when all other 

alternatives have been considered.  All associated risks should be explained to 

the patient and family/whanau. 

 

Enablers used within Tairawhiti District Health  
 
Enablers used within TDH include but not limited to: 

Paediatric Splints 

Mittens / Boxing Glove bandaging 

IV splints 
Stuckey straps (see guideline) 

Bedrails/ Cot sides  

Specialist Chair 

Personal Hold Adult 

Procedural Hold Child (Reference „Safe Hold Guideline) 

Leg Straps 

 
Intent 

Both enablers and restraint limit the normal freedom of movement for a person. It is not 

the properties of the equipment or furniture that determines what the use should be 

defined as but the intent. Therefore the use of enablers needs to be clearly 

documented. The intent should be explained along with a risk assessment to 

ensure the enabler is the least restrictive option that safely meets the needs of 

the patient.  

 

Assessment for Use of Restraint 

A comprehensive assessment recognises the needs and risks for the consumer and 

identifies proactive de-escalation interventions or strategies that ensure restraint is used 

only where it is clinically indicated and justified.   

 

Assessment of the patient should start at admission and care plans completed as 

appropriate to meet the needs of the patient. Forms available at TDH are: 

 

 Nursing assessment Plan 

 Care plan 

 Falls risk assessment and care plan 

 Restraint Care plan  

 Use of Restraint Form 

 

Reducing the risks of restraint 
 
The best way to avoid risks is to avoid the restraint. Use the skills taught in this booklet 

and the De escalation teaching sessions, follow the TDH policies and guidelines and 

practice within the Restraint Minimisation and Safe Practice Standard.  A thorough 

assessment on admission and an up to date care plan ensures that you know your 

patient. Be aware of their likes and dislikes and the best ways of communicating with 

them. Be aware of your own limitations and use appropriate specialist services, family 

and the multi disciplinary team to ensure the person‟s needs are met in a culturally safe 

way. This should help reduce agitation and frustration that may result in aggressive 

episodes. 
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SPPEEC ASSESSMENT TOOL- a holistic assessment tool 
 

 
Social 

 Context of the restraint situation, including escalation and de-escalation 

 Social environment (other people) 

 Social stresses 

 Spiritual / religious beliefs 

 Family/whanau witnessing restraint 

 

Physical 

 Airway, breathing, circulation 

 Pulse, skin colour 

 Bleeding - physical injury 

 Neurological observations 

 Age, gender  

 Medical history/current diagnosis and treatment  

 

Psychological  

 Mental state including orientation, alertness, affect, content of thought and level 

of insight 

 Response to restraint intervention 

 Mental disabilities 

 Learning disabilities 

 

Emotional 

 Emotional states may include fear, anger, elevation or agitation 

 Be aware of the inter-relationship between emotional state and response to 

restraint 

 

Environmental 

 Physical environment and safety 

 Stressors such as TV, loud music etc. 

 Other clients / staff / visitors 
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 Potentially harmful objects - broken glass, spectacles, ties etc 

 Avoid stairs, narrow doors and cluttered rooms 

 

Cultural 

 Employees of TDH are expected to have completed Tikanga Best Practice and Te 

Kete Kawerua training.   

 And to be aware of cultural differences in the health care setting. Specifically 

related to Maori patients is the need to be aware of the head being tapu and the 

possession of taonga. 

 Also be aware of support services available and lines of communication are to be 

established with family/whanau, significant others and maintained at all times 

where this is appropriate and necessary. 

 
Aggression 
 

Staff and other patients can be targets of aggression in hospital.  Nurses are often 

involved because of their central role in delivering care to patients. 

 

Aggression can be the result of an interaction between individuals in a variety of 

situations with multiple factors involved.  It is rarely attributable to a single factor, event, 

person or cause.  

 

Any or several of the following may be a factor; 

Loss of personal power - need to show they are still in control and an individual, no 

part in care planning 

Need to maintain self esteem - “save face” 

Fear- not knowing what is happening, or knowing it will be unpleasant 

Failure- falling short of a goal 

Poor communication - not understanding what is happening, staff not communicating 

and not developing therapeutic relationships 

Displaced anger - outside factors causing anger 

Psychological causes - drugs, mental health, psychological disorders 

Physiological causes - pain, lack of sleep, drugs, anaesthesia and sedation, major 

surgery and metabolic imbalances 

Unmet needs - need for autonomy and respect, support and comfort 

Environmental factors - too crowded, no privacy, inactivity 

Attention seeking – be aware and consider background information of patient 

 

Aggressive Behaviour 
Behaviour cues are important predictors of potential for or impending aggression. 

It can be characterised by: 

 anxiety 

 breathlessness  

 rigid posture 

 clenching of fists and jaws 

 hyperactivity 

 pacing up and down 

 verbal profanities 

 abusive and derogatory remarks 

 changes in verbal content 

 pressured speech 

 loudness 

 over-reaction to a situation or event 

 threatening stance 

 increased agitation 

 withdrawal 

 individual behaviour cues 
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Aggression and violence do not just occur; they are caused by a series of events. Usually 

this occurs as a progression from relative calm, to an increasing agitation, peak 

escalation, culminating in an abrupt and violent or aggressive behaviour.  When reviewed 

afterwards it is usually possible to identify the warning signs and stressors that led to the 

incident. 

 

Through understanding the cycle of aggression, a team member can accurately assess 

the individual‟s immediate potential for violence and intervene appropriately, i.e. 

successful assessment will result in the early identification of the need to intervene.   

However when such intervention does not occur at an early stage, the situation can 

quickly escalate to out of control, violent behaviour. 

 

Repetitive interactions that are not effective may themselves become escalating triggers.  

Therefore while using de-escalation skills it is important to assess the patient‟s response 

and adapt accordingly.  It will be more productive to personalise your interventions and 

establish a relationship with the client, rather than maintain an inflexible approach that 

may lead to further escalation of the situation. 
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De-Escalation 
 
The RMSP Standard defines De-escalation as: 

A complex interactive process in which the highly aroused individual is re-directed from 

an unsafe course of action towards a supported and calmer emotional state, This usually 

occurs through timely, appropriate and effective interventions and is achieved by service 

providers using skills and practical alternatives (RMSP NZS 8134:2008) 

 

Another comprehensive definition is: 

• “Refers to a set of verbal and non-verbal responses which if used selectively and 

appropriately reduces the level of a persons hostility by reducing anger and the 

predisposition to assaultive behaviour” 

     (Turnbull et al 1990) 

 

Staff need to have and develop a wide range of interpersonal skills and strategies and be 

flexible in their use.  De-escalation skills require a high level of interpersonal 

communication and a commitment to a non-threatening supportive approach to patients 

who are often afraid, disempowered and desperate. 

 

Effective de-escalation stems from 
 knowing the patient 

 good communication skills 

 having an awareness of ones self 

 acknowledging the patient‟s distress 

 recognising verbal and non-verbal cues 

 understanding the cycle of aggression 

 early intervention 

 regular and ongoing assessment of the individual‟s needs 

 

Communication 
There are three aspects to communication: verbal, para verbal and non-verbal. It is how 

well the communicator understands these aspects and their effects that will determine 

how effective the communication will be. 

 

Verbal response 
The words that you use during the conversation 

 At onset, personalise your interaction, clearly identifying yourself and your role, 

as well as your relationship to the person. 

 Concentrate on basic simple communication and communicate clearly.     

 Ask open ended questions.   Use how and when questions.  Don‟t overload - ask 

 one question at a time 

 Give clear instructions and communicate expectations and limits where 

appropriate in a clear non-threatening way. 

 Encourage feedback about what you are saying or doing. 

 Identify unmet needs; negotiate meeting these where this is possible. 

 Acknowledge concerns and their importance to the individual. 

 Encourage awareness of the present situation, concentration on the “here and 

now” 

 Encourage attention to you 

 Encourage thought 

 Be respectful 
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Para verbal 
Your tone of voice, rate and volume. 

 Modulate your tone of voice – calming and low pitch 

 Avoid impatience, condescension 

 Deliver your message using an even rhythm and rate 

 Show concern and give evidence that you are listening. 

 Support verbal expression of feelings and thoughts, encouraging with neutral 

feedback such as “Mm”, “Go on”. 

 

Body Language 
The process of communication through conscious or unconscious gestures and poses.   

 Awareness of self, relaxed body posture 

 Stand at a non-threatening angle and allow personal space  

 Encourage face to face communication 

 Where appropriate encourage eye contact (be aware of cultural differences) 

 Listen attentively, i.e. nod your head etc 

 Eye contact (as appropriate) 

 When it is necessary to move – move slowly 

 Respond to physical signs of relaxation, i.e. mirror relaxing postures 

 Where possible encourage the patient to sit with you 

 Appropriate therapeutic use of touch 

 

Other De-escalation Points 
 

Be Clear Maintain Self Control 

Direct Signal non aggression 

Precise Request the behaviour to stop 

Specific Acknowledge message received 

Positive Express Concern 

Assertive Divert – Distract 

Confident Consider Humour 

A Manager of one‟s anxieties Sit Down 
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Alternative Strategies to Restraint 
 

Alternatives to restraint are any strategy or approach that reduces the need for a patient 

to feel frustrated or agitated. It can also be a solution or intervention that ensures the 

least restrictive option is applied when a person is at risk of harm to self, others or 

property. 

 

Confused Patients  

Confusion related to Delirium and Dementia may lead to unnecessary frustration and 

aggression.  

 

• You cannot orientate this type of patient to time place and situation 

 

• Arguing will only frustrate them further 

 

• You must get into their world. 

 

• Careful assessment: physical, social, family history, nutritional and alcohol use 

may help to identify triggers for aggression. 

 

Alternative strategies include but are not limited to:  

 Identifying the behaviour that is problematic and the cause 

 Making appropriate modifications to the environment to maximise functional 

abilities and reduce frustration.  

 Personalise environment clock, photos etc 

 Use TV or Radio 

 Ensure glasses and hearing aid are worn 

 Encourage self care, do not force care 

 Distraction therapy –  folding, cleaning, untying knots  

 Individualised daily routines, sleep patterns, activity, toileting programmes 

 Rehabilitation and exercise programme  

 Lower bed, bed against the wall etc 

 Family involvement, Companionship, visitors, staff / patient interaction 

 Pain management, relaxation activities 

 Activities and Programs 

 Toileting and Continence 

 Seating and Position Support 

 Psychosocial / Physiological Alternatives 

 Alarms; sensor mats, sensor beams 

 Encourage mobilisation 

 Rummage box – magazines, cards, puzzles etc,  

 

 

  
 

This list is not exhaustive and patient preference must be assessed. 
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Safety Watch/Special 

If all attempts at alternative strategies fail a safety watch/special can be considered.  

The following definition of a safety watch/special is taken form the TDH observation 

form.  

  

A Health Care Assistant/EN/RN, orderly or security personnel allocated to provide 

constant observation for an individual or group in a ward environment. Security 

personnel do not provide any direct health care to the patient. Refer to TDH Care 

Delivery-Observing Patients Guideline. 

The TDH observation form should be kept with the confused patient‟s observations charts 

and completed for each 24hr period.  This form will give the safety watch pertinent 

information about the patient and make clear the responsibilities expected of each safety 

watch while observing the patient.  There is also a 24hr form which allows for 

documentation of main care points which include toileting and sleeping.  

 

Maintaining Safety of yourself, your colleagues and 
others 
 

If all attempts of de-escalation and clinical intervention have failed, and you are 

genuinely concerned about the safety and welfare of yourself and/or others then leave 

the patient. 

 

Call for back-up by dialling security – 777  

If also required, or if security is not available call the police (1)111 

 

Factors to Consider  
 The patient‟s physical condition and psychological health 

 What interventions have previously been used 

 Awareness of the patient‟s gender i.e. is it desirable to have members of the 

same gender undertake the restraint? 

 The degree of risk to the individual, others and the environment. 

 Personal objects of significance are not to be removed unless for safety reasons, 

and are then to be returned at the earliest possible opportunity. 

 If you place a potentially dangerous patient in a room remove all objects that can 

be used as weapons or can be thrown at people. This includes drip poles. 

 Remove any jewellery or stethoscopes from your neck before trying de-escalation 

attempts. 

 Be willing to negotiate on some points. 

 

Restraint Leader: Nominated Nurse or Doctor 
Restraint leader during an event is preferably the nominated nurse for the patient being 

restrained. He/she is responsible for monitoring the patient during the time of restraint in 

order to ensure safety of the patient. The Restraint Leader must be a health professional 

and therefore could be a doctor. The Restraint Leader can delegate another health 

professional to monitor the patient for conscious level, clear airway, skin colour, 

breathing and limb positioning. The Restraint Leader should be the one to decide when to 

restrain or release the patient.  

 

Role of Security 
Security guards are trained in the safe use of restraint. If security are involved in 

restraint the security guard at the head of the patient (No.1 guard) during the restraint 

is not recorded on the Use of Restraint Form as the Restraint Leader.  

 

Please remember only one person should be talking to the patient during the de-

escalation or restraint. Too many people talking is very distracting for the patient and 

reduces the chance of the patient hearing the correct information.  
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Security guard or Nurse acting as „No.1‟ should, usually, be the only person talking at the 

time of restraint unless there is someone with whom the patient has built up a rapport 

with. 

The Risks Associated with Using Restraint 
 

Restraint should only be used when all other options have been exhausted and 

can only be used with the approval of a Registered Health Professional. 

It is likely that the application of restraint without due assessment process could be 

considered abuse, assault or illegal detainment. Restraint is a serious intervention that 

requires a clinical rationale.  It must not be undertaken lightly and should only be applied 

to improve or maintain the safety of the patient. 

 

There are risks involved in restraining a person and these risks must be assessed and 

considered to determine the best course of action in all events.  

 

When the use of restraint would threaten to compromise the physical wellbeing of the 

individual or others, consideration must be given to the comparative risks of using 

restraint or not using restraint. 

 

Distress 

Being restrained is a traumatic experience and affects the person emotionally. It can 

have damaging effects on the therapeutic relationship between the service provider and 

the person.  

 

Loss of independence 

Elderly may, very quickly, lose their ability to mobilise if confined to an area or restricted 

to a piece of furniture. Being restrained may make the person feel as if they have no 

power or autonomy. 

 

Injury  

 Injuries have been identified as a result of: 

 Limb restraints – impaired circulation, bruising and displacement of invasive lines 

 Personal holds – bruising, skin tears 

 Bed rails – bed rails can cause skin tears, bruising, falls (patients climbing 

over them) and have caused asphyxiation in some cases where the patient has 

become trapped between the mattress and bed rail.  If patients attempt to 

climb over bed rails then they should be lowered and the bed placed at its 

lowest height. Consider use of sensor mats, sensor beams or safety 

watch/special 
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Full Restraint or Partial restraint 
 
Full restraint is when a patient is completely immobilised in a planned manoeuvre by 3 or 

4 staff who are trained in the safe techniques of personal restraint.  The person being 

restrained will be either on the floor or the bed/trolley. 
 

Partial restraint is when the person being restrained is held by their arms only and is still 

able to walk.  

 
Restraint related asphyxia (during full restraint) 
 

This can occur when the person cannot breathe properly as a result of the restraint. This 

type of restraint would usually be described as full restraint. 

  

Any health problems heighten the risks however obesity, breathing problems, heart 

disease and the use of alcohol and drugs puts people at more risk. Extreme physical 

exertion and struggling prior to the restraint event and during also put the patient at 

more risk. A person can go from struggling to not breathing in a very short period of 

time and the result can be fatal. 
 
 

Positions most likely to cause restraint related asphyxia are: 

 Lying face down 

 Body bent over at the waist  

 Any pressure by staff member on arms, legs, chest or back (lower and upper) 

 Any forcefully maintained position that hinders both chest and abdomen 

movement.  

During a full restraint the patient must be closely monitored to ensure their safety (see  

section on Observation and Monitoring During a Restraint. Page 15) 

 

Indications for Restraint Use 
 
Restraint could be appropriate when an individual‟s behaviour indicates that s/he is 

seriously at risk to self or others or property. Additionally restraint could be appropriate 

when it is necessary to give a planned prescribed essential treatment to an individual 

who is resisting and there is legal justification. See TDH Informed Consent Policy. 

 

Who Can Decide to Use Restraint? 

Restraint can only be applied under the direction of a Registered Health Professional, 

the decision being made in conjunction with the information obtained from the 

appropriate assessments. 

 

Staff carrying out the approved restraint should be trained, in the use of the particular 

restraint.  Only those who have undertaken training in Personal Restraint may use these 

techniques in their workplace.   (Security, Orderlies and key resource staff receive 

specific training.   
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Documentation Requirements  
    

All restraint usage has to be documented in;                 

 Clinical Notes 

 Restraint Use Form  

 Care Plan 

 Incident Reporting  

 Restraint Register (Mental Health) 

 

Audit of Restraint Usage and Outcomes 

 

There is an ongoing monitoring and review process of all restraint procedures and 

outcomes, using data supplied by the Inpatient Mental Health Unit and internal Incident 

Reporting System.  The responsibility for this sits with the Restraint Minimisation and 

Safe Practice Committee. This group is also responsible for the approval and review of all 

forms of restraint and restraint equipment and reports to the Clinical Board.  

 

Inpatient Mental Health Unit meets regularly and has review processes in place to meet 

their obligations under the Mental Health Act. 

 

Restraint Use Forms 

Use of restraint requires to be documented on a Use of Restraint Form.  This form is 

located on the TDH Clinical Intranet.  

 
Documentation needs to include the following:    

 Reason for Restraint 

 De-escalation / alternatives attempted 

 The time and duration of the restraint 

 Cultural considerations 

 The type of restraint used, including documentation of restraint equipment used 

 Risks associated with the use of restraint and the strategies to minimise these 

 Patients response to the restraint 

 Monitoring and review details 

 Names of all staff, patients and others involved 

 Notification of family/whanau, significant others 

 All patient assessments, treatment provided and outcomes relating to the 

restraint usage 
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Observation and Monitoring during restraint 
  

Restraint Lead 

The Restraint Lead is the registered health professional who decides that the patient 

requires restraining. The name and designation of the restraint lead needs to be 

documented on the Use of Restraint Form 

 

Restraint Lead during a full restraint  

Restraint leader during a full restraint event is preferably the nominated nurse for the 

patient being restrained. He/she is responsible for monitoring the patient during the time 

of restraint in order to ensure safety of the patient. The Restraint Leader must be a 

health professional and therefore could be an RN, RM or doctor. The Restraint Leader can 

delegate another health professional to continually monitor the patient for:   

 
 conscious level,  

 clear airway,  

 skin colour,  

 breathing  

 Limb positioning. 

The Restraint Leader should be the one to decide when to restrain or release the patient 

ensuring the Termination Process is followed and documented accordingly. 

 
Medication 
The term chemical restraint is often used to imply that rather than using physical 

methods to restrain a consumer at risk of harm to their self or others, various 

medications are used to ensure compliance and to render the person incapable of 

resistance.  Use of medications in this manner as a form of “chemical restraint” has been 

a hall mark of abuse and is not supported by the Standards.  

  

All medications should be prescribed and used for valid therapeutic indications.  

Appropriate health professional advice is important to ensure that the relevant 

intervention is appropriately used for therapeutic purposes only (RMSP NZS 

8134:2008) 

 

Appropriate use of medication should not be referred to as “chemical restraint”.  

The term “chemical restraint” refers to the inappropriate use of medication and 

is in breach of (RMSP NZS 8134:2008) 

 

It is reasonable practice to provide emergency sedation to relieve or reduce target 

symptoms (e.g. anxiety, agitation) if the intended purpose is to enable clinicians to 

provide necessary assessment and/or treatment, and if it is perceived that a patient  

with impaired competence would consent, if competent. This does not constitute 

chemical restraint. 

 

Defusing / Review / Evaluation 
Defusing is defined as “Assistance to release the tension of a stressful incident by 

allowing someone to talk about their reactions and feelings, and owning their emotions 

following a highly stressful event.” 

 

It is important to provide an opportunity for defusing to occur if needed following any 

restraint situation.  This may be required for any or all of those involved - staff, patient, 

family/whanau.      
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Additionally the restraint incident will be reviewed and the Use of Restraint Form 

completed to ascertain and document if:  

 the patient‟s care plan was followed 

 alternatives / de-escalation techniques were attempted 

 the least restrictive / intrusive intervention was used 

 restraint was correctly initiated and effective 

 policy / procedure was followed 

 what impact the restraint episode may have on patient, staff and others 

 adequate advocacy / support was provided to those involved 

 any new learning or change to practice required                                            
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The Law – Relevant Legislation   

 
You are covered by the law in relation to using appropriate force 

to protect yourself, others or property 
 

Health and Safety in Employment Act 1992 
The aim of the Act is to prevent harm to employees while at work.  Under the Act 

everyone (employee and employer) is responsible for the health and safety of colleagues 

in the work environment. 

 
Code of Health & Disability Services Consumer Rights 1996 
This code is a regulation under the Health & Disability Commission.  Healthcare providers 

should have knowledge of the code and comply with its obligations (see below).  

 

Patients Rights 
 

In accordance with the Health and Disability Services Consumers‟ Rights, all patients 

regardless if they pay for services or not have the following rights: 

 

1. Respect – You should always be treated with respect.  This includes respect for 

your culture, values and beliefs, as well as your right to personal privacy. 

 

2. Fair Treatment – No-one should discriminate against you, pressure you into 

something you do not want or take advantage of you in any way. 

 

3. Dignity and Independence – Services should support you to live a dignified, 

independent life. 

 

4. Appropriate Standards – You have the right to be treated with care and skill, and 

to receive services that reflect your needs.  All those involved in your care should 

work together for you. 

 

5. Communication – You have the right to be listened to, understand and receive 

information in whatever way you need.  When it is necessary and practicable an 

interpreter should be available. 

 

6. Information – You have the right to have your condition explained and be told 

what your choices are.  This includes how long you may have to wait, an estimate 

of any costs and likely benefits and side effects.  You can ask any questions to help 

you be fully informed. 

 

7. It’s Your Decision – It‟s up to you to decide.  You can say no or change your 

mind at any time. 

 

8. Support – You have the right to have someone with you to give support in most 

circumstances. 

 

9. Teaching and Research – All these rights also apply when taking part in teaching 

and research. 

 

10. Complaints – It is OK to complain. Your complaints help improve services.  It 

must be easy for you to make a complaint, and it should not have an adverse effect 

on the way you are treated. 
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Human Rights Act 1993 

The Human Rights Commission: an independent statutory body which administers the 

Human Rights Act 1993. The Commission's primary functions are to: 

 Advocate and promote respect for, and an understanding and appreciation of, 

human rights in New Zealand society; and  

 Encourage the maintenance and development of harmonious relations between 

individuals and among the diverse groups in New Zealand society.  

 
 

Crimes Act 1961 
 
Section 41 
Everyone is justified in using such force as may be reasonably necessary in order to 

prevent the commission of suicide, or the commission of an offence which would be likely 

to cause immediate and serious injury to the person or property of anyone, or in order to 

prevent any act being done which she / he believes on reasonable grounds, would, if 

committed, amount to suicide or to any such offence. 

 

Section 48  
Self defence and defence of another. 

Everyone is justified in using, in the defence of her/him/self or another, such force as, in 

the circumstances as she/he believes them to be, it is reasonable to use. 
 
 

Section 62 
Everyone authorised by law to use force is criminally responsible for any excess, 

according to the nature and quality of the act that constitutes the excess. 

 

Mental Health (Compulsory Assessment and Treatment) Act 

The following sections may be relevant to the use of restraint. 

Section 59.  Treatment while subject to a compulsory treatment order (C.T.O.) 

Section 62.  Urgent Treatment 

Section 75.   Complaint of breach of rights 

Section 111.  Powers of a nurse where urgent assessment is required 

This section can be invoked in respect of any person brought to, or admitted to, a 

hospital (who is not already subject to the Act), and acting in a manner that gives rise to 

a reasonable belief that they may be mentally disordered. 

And the patient is not co-operative with the request to stay and be assessed 

The responsible RN thinks that an urgent assessment is in the patient‟s best interest. 

 

The nurse may: 

Detain the person where they are, or arrange for them to be taken somewhere else and 

detained for the purposes of a psychiatric assessment 

This section allows for detention of up to 6 hours 

There is no official paperwork involved 

 

This practically means: 

 Assessing the patient.  

 Ascertaining that you believe the patient may be mentally unwell (look for signs 

of disorder and risk to self/others 

 Patient is unwilling/unable to engage in a plan to stay in the department whilst 

psychiatric staff arrive 

 Liaise with ED staff to generate a plan for safe containment and further 

assessment 
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 Call security and/or police 

 Call MHS for advice 

 Mental Health Liaison CNS 

 Out-of-hours Crisis team      

 

When everyone‟s physical safety is ensured, approach the patient and tell them clearly 

that they are required to stay under section 111 of the Mental Health Act until they have 

been seen by the Mental Health Staff. 

You may do what is necessary to contain the patient  

 

Document clearly in your notes that you have applied Sec 111; the time and reasons for 

this; the measures that you have taken to detain the patient; and what you have done to 

ensure that Mental Health staff are on their way. 

It is implicit in the MHA that the nurse who applies a Sec 111 will be prepared to 

complete a Sec 8a (application for assessment).  MH staff will assist with this when they 

arrive. (Mental Health Compulsory Assessment and Treatment) Act 1992) 

 

Mental Health input into the decision making process should be sought as appropriate.  
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