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Workshop Outline

• What is data? 

• Values Base of Data in Healthcare.

• What do we have to measure?

• How should we use what we measure?

• Current Regulatory and Statutory Issues in the data oversight of 
Restrictive Intervention Use : Use of Force Act

• Some pitfalls : Normalised Deviance : why people don’t do what 
they are supposed to do.

• Practice exercise – restraint reduction review and learning debrief 
– do you have the data you need?



My Background

• Health and Social care – 23 years

• Consultant Clinical and Forensic Psychologist

• Always worked in tertiary care systems (MH / LD/Forensic)

• Approved Clinician

• Family member with severe learning disability

• Early personal experiences of witnessing institutional 
abuse

• Interested in social psychology of care systems (particularly 
hierarchies)

• (Constructively and pragmatically) pessimistic about the 
behaviour of people in groups when one group is more 
powerful than another.



Introduction

• Huge cultural shift needed in MH services – support from NHS, 
DoH.

• 2010 on – scandal (Winterbourne), perception of inadequate 
focus on human rights for detained patients.

• Balance between risk management and rights assessed as skewed 
away from patient.

• Recovery movement

• PBS

• CQC – Safe, Effective, Responsive, Caring, Well Led services.

• 2018 – Use of Force (Mental Health Units) Act

• You need data to make decisions.



2014 on…



Positive and Proactive Care (2014)









Use of Force Act (2018)



Use of Force Act (2018)





Wales – 2016 - 2019





BUT….. (2018-2019)…..



But we have many human problems in 
the mental health system……

51. Regrettably, many parts of mental 
health-care systems, such as residential 
institutions and psychiatric hospitals, too 
often themselves breed cultures of violence, 
stigmatization and helplessness. 

The models that have reinforced the legacy 
of discrimination, coercion and 
overmedicalization in mental health care 
should be abandoned. 

Efforts should be refocused towards non-
coercive alternatives that respect the rights 
of persons with a lived experience of mental 
health conditions and mental health-care 
services. 

Such alternatives should address holistic 
well-being, and place individuals and their 
definition of their experiences, and their 
decisions, at the centre. 





Sector Challenges
• Cultural

• Clinical

• Operational

• Regulatory / Statutory

• DATA!

Unclear stop/risk signals. Numbers are not 
people. People are not numbers.

Integration with governance tools (eg Risk 
Registers)

Seen as “Managers’ business”

Staff : ‘High Level’ or ‘Governance’ = ‘Not About 
Me’

EHRs / Incident reporting systems are typically 
not designed by LD/MH clinicians with clinical 
purposes in mind



Data Management in MH / LD

Multiple Purpose

1. Requirement for incident data for regulation / commissioning 
(Corporate)

2. Requirement for incident data for CTP (Clinical Outcomes / 
Effectiveness / EBP)

3. Requirement for incident data to monitor quality and patient 
safety (Governance)

4. Requirement for functional behavioural analysis and evaluating            
outcomes of interventions prescribed in BSPs

5. And ………should be used to evaluate things other than 
behaviour of service users or others….



Regulatory / Statutory

Current framework (England):

• Restrictive Practice Reduction strategy 
mandatory

• A board Level lead for RI Reduction and 
Recovery Principles

• Mandatory Process for restrictive practice 
review

• Recovery principles now effectively statutory

• MHA review and changes in Wales cement 
this.

• But…….delivery lags policy



Normalised Deviance –Issues for 
Healthcare Leadership and 
Restraint Reduction



Why It’s Important…

• We often know what works

• Policy, guidance, strategy and legislation is driven by research and 
outcomes

• In the area of restraint reduction we know the impact of….

• Clinical Supervision

• Debrief

• Positive Behaviour Support

• Practice leadership

• Data driven practice

• Recovery / human rights focused care

• But just having a (PBS?) plan doesn’t do the job…….



Factors that account for the 
normalisation of deviance…
• The rules are stupid and inefficient!

• “Compliance makes my job harder!”

• Knowledge is imperfect and uneven.

• “I wasn’t told that’s how we should do that” 
“(senior staff member) doesn’t do it so why 
do I need to?”

• I’m breaking the rule for the good of my patient!

• “If I (follow that part of a care plan) then s/he 
will be upset with me”. “This plan will make 
him/her worse”

• The rules don’t apply to me/You can trust me

• “I’ve got (the patient’s) best interests at 
heart. Even if I don’t follow the plan, that’s 
what’s important”



Factors that account for the 
normalisation of deviance…
• Workers are afraid to speak up.

• “X has been a (senior clinician) for 20 years, 
surely they know what they are doing. I will 
upset him if I challenge this plan.”

• The work itself, along with new technology, can disrupt work 
behaviours and rule compliance

• “ I know that we are supposed to have a PBS 
plan for restraint but I do a violence and 
aggression plan as well, just in case.”

• Leadership withholding or diluting findings on system problems

• “If we tell head office / governance / board / 
quality  about this then we’ll be on another 
improvement plan”



Responses to Normalised Deviance 
: “A Fundamental Commitment to 
Patient Safety”

1. Pay attention to weak signals

Notice and act when you see deviation from safe practice / 
failure to apply required interventions, before deviation 
becomes entrenched in the culture.

“It therefore behooves healthcare organizations to educate 
employees that 

(1) practice deviations are common occurrences in most work 
environments and that 

(2) deviators rarely intend harm but rather are probably trying to 
achieve efficiency and secure better outcomes, 

although (3) these deviations must be identified, examined, and 
halted whenever they jeopardize patient care (Vaughan et al., 2005)”



Responses to Normalised Deviance 
: “A Fundamental Commitment to 
Patient Safety”

2. Resist the urge to be unreasonably optimistic

Don’t assume the worst, but don’t behave as if it will all turn 
out OK.

“For instance, even though most people have never had their home 
go up in flames, most wouldn’t think of forgoing a home owner’s 
insurance policy. That many health professionals resist making and 
acting on this benefits/burdens calculation as it involves preventable 
harm to patients seems remarkable, which only makes the case 
stronger for the formidability of psychological barriers to speaking 
up.”



Responses to Normalised Deviance 
: “A Fundamental Commitment to 
Patient Safety”

3. Teach employees how to conduct emotionally 
uncomfortable conversations.

Emotionally difficult conversations are fundamental to patient 
safety given that deviation and rule non-compliance are so 
common. We will all have had them. All staff need to be 
supported to have them

“The longer a rule violator is left to his wayward practices, the more 
he will perceive them as organizationally acceptable (Ashforth & 
Anand, 2003).”



Responses to Normalised Deviance 
: “A Fundamental Commitment to 
Patient Safety”

4. People need to feel safe in speaking up

Balance ‘blame free’ culture with pragmatics, but don’t send 
signals that you don’t want to know.

“Articulating a policy of blameless and nonpunitive responses to error 
is not without its own difficulties, however. For example, should all 
errors or practice deviations go unblamed and unpunished, even the 
brazenly reckless ones? 

Conversely, organizations that reflexively punish rule violators or 
personnel who call attention to such violations are often effectively 
silencing information crucial to patient safety (Green, 2004).”



Responses to Normalised Deviance 
: “A Fundamental Commitment to 
Patient Safety”

5. Realize that oversight and monitoring for rule 
compliance are never-ending

It’s OK to never be ‘on top’ of it. We will never be ‘on top’ of it.

“Cook (1998) has pointed out that complex systems such as 
healthcare are intrinsically hazardous in that they invariably contain 
changing mixtures of failures, weaknesses, and expertise, and always 
run in a “degraded” mode. 

A health system’s defenses are never running perfectly, and 
technological change inevitably introduces new forms of failure 
(Woolf et al.,2004). Complicating this is the notion of an “acceptable” 
risk that seems to permeate organizational thinking.”



Restrictive Practice…?
• Failures to implement evidence based approaches that improve 

quality of life and reduce restraint are legion in the mental health 
system.

• The high levels of restraint in the system are probably the result of 
many years of normalised deviance.

• The system cannot change its mind on what is good practice and 
expect compliance without tackling this history. Strategy, policy, 
paperwork and technical clinical practice guidance isn’t enough.

• Training on values and human rights, data and implementation of 
paperwork don’t on their own reduce use of restraint.

• Strategy, policy and law may have some immediate effect but are 
vulnerable to ‘lip service’ – compliance without values change.

• User experience may not change as a result.



Exercise

Please consider first Section 3 : Factors that 
account for the normalization of deviance.

For ease of reference here are the headings:

The rules are stupid and inefficient!

Knowledge is imperfect and uneven

I’m breaking the rule for the good of my 
patient!

The rules don’t apply to me/You can trust me

Workers are afraid to speak up

The work itself, along with new technology, can 
disrupt work behaviours and rule compliance

Leadership withholding or diluting findings on 
system problems

Under each of the headings : 3.1 – 3.7 please 
can you think about and jot some notes down 
on:

Where you may have experienced these 
situations in your career.

Times where you may have ‘normalised 
deviance’ in your own practice – in particular 
thinking about why you think this happened.

Then please consider Section 4 : 
Recommendations: A fundamental 
commitment to patient safety

Again, here they are:

Pay attention to weak signals

Resist the urge to be unreasonably optimistic

Teach employees how to conduct emotionally 
uncomfortable conversations

System operators need to feel safe in speaking 
up

Realize that oversight and monitoring for rule 
compliance are never-ending

For each of the recommendations, consider 
your workplace and think about:

How the existing systems of governance 
and supervision where you work meet 
those recommendations…. 

and jot down some ideas about how 
things might need to be improved.



Two Processes for Continuous 
Learning….

1. Debrief – Required by Guidance 
Documents

1. Service User debrief

2. Supportive Debrief (Staff / optional components)

3. Learning Debrief (Staff / mandatory)

2. Complex Restrictive Practice Review
1. Not required in guidance

2. But helpful when debrief does not allow sufficient detail to 
learn and revise.

3. More comprehensive use of data

Helpful to Have both Processes in Policy



Debrief – what is it?

• A question or series of questions about an event

• The process of reviewing an event in order to process aspects of the 
experience and learn from it. 

• 2 key aims:

• Review/ask questions to emotionally process the event

• Process of learning (cognitive)



Who says we have to do it?

• NICE Guidelines on Violence and Aggression. Quality Statement 5: 
Immediate post-incident debrief

• Mental Health Units (Use of Force) Act 2018

• Positive and Proactive Care

• Winterborne View / Whorlton Hall / Muckamore Abbey

• LSH organisational strategy and Promoting Positive Behaviour Policy. 



Debrief – Increasing wellbeing

Benefits of Debrief

- For Staff

• Increased employee wellbeing

• Increased feeling of support

• Reduced work stress

• Reduced work related injury

• Reduced incidents

• More positive work 
environment

- For Service Users

• Improved understanding of 
needs

• Opportunity for sharing ideas

• Increase in secure attachment

• Increased sense of safety



Debrief  - links to restraint reduction and 
quality improvement

• Debrief alone isn’t effective in reducing restraint

• BUT

• When done properly it forms part of quality improvement through 
learning process. 

• Debrief is a critical part of many quality improvement studies of 
restraint reduction where change at organisational level is 
successfully achieved. 



Debrief – how can we get it wrong?

• Not do it/avoid

• Use it to justify our actions – we had to do it because……

• Focus on only one element e.g. blame the patient or environment

• Attention to only the “patient” or only to “the setting” ignores this
multi-dimensional relationship and the variables that inter-relate to
lead to conflict/violence

• Use it to “blame” service user or try to “make them learn” from their
actions.

• Deliver debrief without consideration of Trauma



The 3 Rs of Debrief:

• Restore – the emotional wellbeing of everyone involved in the incident. 
Support the repair of relationships between staff and service users after an 
incident of restraint.

• Reflect – on the immediate and distant causes of the incident. How did the 
behaviour of staff, service user and the environment all combine to result in 
an incident where restraint was used.

• Revise – based on what we have learned from the first two R’s, how should 
we change the person’s support plan, or our overall treatment approach? 
How should we change our behaviour in the way we support them? How can 
we support them to make different choices around their behaviour? What in 
the environment might need to change to reduce the risk of an incident 
happening again?







Jenny – case
Would you rather work in A or B?
A
• See Jenny as attention seeking and manipulative

• Respond by trying to control her and stop self harm. Initially by 
ignoring her and then giving PRN under pressure ‘if you don’t take 
this then….’

• Get annoyed when distress continues. 

• Try to stop her cutting by placing hands on  resulting in her hitting 
out  - restraint occurs 

• Don’t talk about it afterwards – ignore it, its normal

• If debrief offered but not prioritised. Doesn’t matter if she declines.  
If she agreed staff tell her why we had to do it – next time ask for 
PRN earlier – its all her ‘fault’ problem is with her/her illness 

• Staff don’t hand over incident as its normal practice 

• Staff get limited trauma informed training and supervision 

• Staff feel anxious and burnt out in work but don’t talk about it –
that’s normal 

• High sickness – high agency  

B
• Staff are aware of Jenny’s trauma and signs of distress

• Team recognise self harm as a sign of pain and distress and ways of 
coping

• They recognise why she wants to hurt herself and offer talk time 
and coach skills to avoid this behaviour. This includes validating 
distress, reminding her of her safety.

• Restraint occurs to prevent self harm. 

• NIC/UM review incident and ensure safety of Jenny and staff.

• Info handed over to next shift.

• Debrief offered to Jenny in evening. Staff highlight need and desire 
to understand what happened, validate her distress and work 
together to  try to avoid this in future. May offer explanation and 
staff perspective but grounded in desire to support and maintain 
her sense of safety and power. 

• Formal staff debrief conducted when possible – MDT review Jenny’s 
debrief information consider other approaches working with Jenny  
– offer different staff., consider different treatment options. 

• Staff have training and supervision to help them understand Jenny 



Exercise

Based on vignette / personal experience, complete learning debrief 
form.

Feedback to room:

• How might this be helpful?

What might be the barriers to its use in different settings?

• Mental Health?

• Learning Disability?

• Older People’s services?



Exercise : Do you have the data you need?

• We piloted a template to undertake formal 
reviews of restrictive practice. When any hold =/> 
frequency 3/calendar month

• Goes beyond requirements of positive and 
proactive care

• Promotes culture of learning

• Compulsory, and monitored as a requirement 
through local and corporate governance

• Can’t be completed without good quality data.



Exercise : Do you have the data you need?

1 
 

 

Restrictive Practice Review Individual 
Name of Service User  

LSH Number  

Site / Ward / Unit  

Name of Allocated Reviewer  
 

Discipline of Reviewer:  

  

Nursing  
 

Medical   
 

Psychology  
 

Occupational Therapy  
 

  

Referral Source:  

  

Service User or Service User’s representative 
 

 
 

Speak Up Guardian  
 

Governance  
 

Ethics Group  
 

Director (Name of Director) 
……………………………………………………… 

 
 

Clinician (Name) 
…………………………………………………….. 

 
 

Other (Please provide name, designation, organisation) 
…………………………………………………………………………………… 

 
 

 

Reason for Special Review Referral  

  

Safeguarding concern  
 

Automatic (frequency threshold breached / repeated severe incident)  
 

Clinical Consultation Request Form LSHG MDT  
 

Commissioner / Regulator Request  
 



Exercise

• Based on a current / past  client / service,  work through the RI 
review format

• Feedback to room:

• How might this be helpful?

• Is there any data you don’t have?

• What might be the barriers to its use in different settings?

• Mental Health?

• Learning Disability?

• Older People’s services?



Summary

• Issues of restrictive practice will NOT be solved by “data”

• They will not be solved without data

• Data is experiential as well as numerical

• People generally don’t (and won’t, and never will) care about 
quantitative or qualitative  data when undertaking their day to day 
work

• It is about how you put it all together

• Systems have to enforce the incorporation of data into the 
everyday clinical operation of the system.

• Data needs to result in tangible products.

• Products must be used to improve care

• People are not products

• People’s safety and human rights depend on this process working 
well.



Thanks

andrew.hider@lshealthcare.co.uk
@ahider @lshealthcare

IT Queries : 
andrew.mason@lshealthcare.co.uk

mailto:andrew.hider@lshealthcare.co.uk
mailto:andrew.mason@lshealthcare.co.uk




Total Of All Incidents by SU (5 yrs), showing 
distribution

We can take a 
data driven 
approach to 
supporting 
people – high 
use of RI over 
time occurs in a 
small number of 
people –
therefore need 
for clinical 
responsivity re: 
resource and 
intervene 
(proactively and 
reactively)


