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FOI Ref: 6162
Category(ies):Trust – Complaints/Patient Experience 
Subject: Sexual Harassment
Date Received: 21/12/2021

	[bookmark: _Hlk66456130]Your request:

	Our response:


	The definition of third-party sexual harassment is when a staff member is harassed by a patient. The harassment can constitute inappropriate language, inappropriate touching, unwanted sexual advances, and sharing or sending of lewd images on social media. 


	Please confirm how many reports of third-party sexual harassment your Trust has received from staff members between 31 October 2013 and 31 October 2021. 
		 
	6162 FOI - Sexual Harassment

	Year
	2013
	2014
	2015
	2016
	2017
	2018
	2019
	2020
	2021

	Number
	0
	1
	4
	4
	1
	5
	1
	8
	8





	Does your Trust have a policy to manage third-party sexual harassment?

	The trust does not have a specific policy relating to harassment of a staff member by a patient. However, we can provide a summary of our Bullying and Harassment policy which covers harassment of staff by staff members. Refer to appendix 1. We have also attached a copy of the violence prevention and reduction policy which we provide to staff members to help identify these incidences and how to manage them (4.4 Reporting Incidence of Violence and Aggression.)





	If your Trust has a policy on third-party sexual harassment, what were the outcomes of any complaints made to you by staff members? 

If it does not push the request over the cost limit please provide a summary of the allegation (such as inappropriate touching, inappropriate messages or rape) and the outcome, including what disciplinary action, if any, was taken. 

Additionally, if it does not push the request over the cost limit, please provide the race and gender of both the person making the allegation and who the allegation was against.
	[bookmark: _GoBack]There is no specific policy and there is no log of any reports being made via the Call it Out, Work it Out scheme therefore we are unable to give a further breakdown.
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1. INTRODUCTION 


The Trust is responsible for and committed to providing a safe non-
violent/non-threatening environment for all its employees, patients and 
visitors and will take reasonable steps to secure the health & safety of staff 
that may be exposed to the risk of aggression, violence or abuse in the 
workplace. The Trust will not tolerate any form of violence or aggression, 
including verbal abuse against its staff, visitors, or patients. In order to deal 
with the problem effectively, it is vital that all incidents are reported and 
formally recorded. The Trust response starts from the principle that 
prevention is better than cure. A three-tier approach will be used, which 
recognises that there are opportunities to be preventative even after a 
problem has emerged: 


• primary prevention is preventing the problem occurring in the first 
place; 


• secondary prevention is intervening early when the problem starts to 
emerge to resolve it; and  


• tertiary prevention is making sure an ongoing problem is well 
managed to avoid crises and reduce its harmful consequences. Any 
resulting action taken by the Trust will vary according to individual 
circumstances. This may range from immediate removal and arrest of 
offenders by the Police, to the issuing of verbal warnings, or in 
extreme cases may include the issuing of warning or exclusion 
notices. 


 
1.1 What the law requires 


The Health and Safety at Work etc Act 1974 (HSW Act) 
Employers have a legal duty under this Act to ensure, so far as is 
reasonably practicable, the health, safety and welfare at work of their 
employees. 


The Management of Health and Safety at Work Regulations 1999 
Employers must assess the risks to employees and make arrangements for 
their health and safety by effective: 


• planning; 


• organisation; 


• control; 


• monitoring and review. 


The risks covered should, where appropriate, include the need to protect 
employees from exposure to reasonably foreseeable violence. 


 
The Reporting of Injuries, Diseases and Dangerous Occurrences 
Regulations 2013 (RIDDOR) 
Employers must notify their enforcing authority in the event of an accident at 
work to any employee resulting in death, major injury or incapacity for 
normal work for three or more consecutive days. This includes any act of 
non-consensual physical violence done to a person at work. 
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(a) Safety Representatives and Safety Committees Regulations 1977 
and (b) The Health and Safety (Consultation with Employees) 
Regulations 1996 
Employers must inform, and consult with, employees in good time on 
matters relating to their health and safety. Employee representatives, either 
appointed by recognised trade unions under (a) or elected under (b) may 
make representations to their employer on matters affecting the health and 
safety. 


Health and Social Care Act 2008 
This policy contributes to the Trust’s compliance with the following 
regulations of the Health and Social Care Act 2008 (Regulated Activities) 
Regulations 2014: 


Regulation 15: Safety and Sustainability of premises. 


Care Quality Commission Fundamental Standards: 
The Trust recognises and accepts the responsibilities outlined by the Care 
Quality Commission Fundamental Standards and this policy will contribute 
to compliance with required standards set by the Regulator in respect its key 
Questions and Key Lines of Enquiry (KLOE). 


NHS Premises Assurance Model (NHS PAM) – Safety Domain - 
Compliance 
The Trust recognises and accepts the responsibilities and requirements set 
out within the NHS PAM – Safety Domain Self- Assessment Question SAQ 
SS6 – Security; this policy will contribute to compliance with these 
requirements. 


Role of Secretary of State 
Historically, NHS bodies were required to put in place arrangements to 
tackle fraud and manage security under Secretary of State Directions. 
Provisions introduced under the Health and Social Care Act 2012 (Factsheet 
C5) mean that, for providers of NHS services, such arrangements are now 
set out in the NHS standard commissioning contract. 


Violence prevention and reduction standard 
The violence prevention and reduction standard provides a risk-based 
framework that supports a safe and secure working environment for NHS 
staff, safeguarding them against abuse, aggression and violence-December 
2020. 


 
2. PURPOSE & SCOPE 
 
2.1 Purpose 


The purpose of this policy is to provide policy direction and procedural 
guidance in respect of the reporting and recording of instances of Violence 
and Aggression; identifying clear ‘lines of responsibility’. It is important that 
all Ward, Department and Service Managers are fully aware of the Trust’s 
statutory responsibilities, and of their own, in relation to the reporting and 
recording of instances of Violence & Aggression. 



https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/138270/C5.-The-role-of-the-SofS-300512.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/138270/C5.-The-role-of-the-SofS-300512.pdf
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The policy details how the Trust will ensure that staff have the right to work, 
and patients the right to be treated, free from fear of assault and abuse in an 
environment that is safe and secure. The policy will outline behaviours which 
are unacceptable and the sanctions available to deal with them. These 
sanctions include a process whereby patients, parents, guardians or visitors 
who are extreme or persistent in their unacceptable behaviour can, as a last 
resort, be excluded from treatment. 


The policy outlines procedures for; 


• dealing with physical and non-physical assaults and includes 
preventative measures for tackling Violence and Aggression. 


• reporting incidents of physical assaults and non-physical assaults. 
 
2.2 Scope 


2.2.1 The policy covers all staff, contractors, volunteers and agency staff in 
respect of the reporting and recording of instances of Violence & Aggression 
at all premises owned or occupied by the Trust, as well as, premises where 
healthcare is provided by Trust staff within a private dwelling in the local 
community which is not owned, occupied or managed by the Trust. 


2.2.2 The use of this policy applies to violent or abusive patients aged 16 or over, 
including their parents, guardians or visitors. (In applying this policy, it 
should be borne in mind that, legally, individuals under the age of 18 are 
minors, and that referrals to Social Services may be made in respect to 
individuals aged up to 18 years.) In situations where the parents or 
guardians of a minor are the perpetrators of such behaviour, the overriding 
principle should be that treatment, in the child’s best interests, should be 
continued. The policy outlines measures to protect staff, and applies to 
patients, parents, guardians, friends or relatives in Trust premises, 
community premises and private residences visited by community staff. 


2.2.3 This Rotherham NHS Foundation Trust policy, and in the absence of a 
compatible third party policy document, will apply to any premises 
maintained by the Rotherham NHS Foundation Trust by a Service Level 
Agreement on behalf of other organisations. It must remain clear that whilst 
this policy and its procedures may apply to properties covered by a Service 
Level Agreement the duty holder or employer cannot devolve their own 
respective duty holder responsibility for Managing Violence & Aggression. 


2.2.4 All staff have a responsibility to ensure that security measures and 
procedures are observed at all times. Managers must take a lead role in 
promoting and developing a security conscious environment. All Trust 
employees are to adhere to this Violence Prevention and Reduction policy 
document and the procedures and guidance as set out in its Appendices. 


 
2.3 Key Principles 


• The Patient’s clinical care should not be compromised in any way. 


• The Trust recognises the diversity of its patients and people who 
access treatment. It is important to provide communication support 
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where this is required to prevent misunderstandings escalating into 
aggression. 


• The Trust has a range of processes and support to meet individuals’ 
needs, including Patient Experience Team, Interpreter Services, 
Learning Disability Liaison Nurse, Chaplaincy Team, and Mental 
Capacity Advocacy. 


• Where substance abuse has been identified, appropriate assistance 
and referral will be provided by the Lead Clinician responsible for the 
patient’s care. 


• A record of the action/decision will be held centrally in the Patient 
Relations Department and a copy will also be kept in the patient’s 
notes and on the Page 4 of 13 patient’s electronic record for a period 
of 12 months, as set out within Appendix 8. 


• The Trust will fully investigate all valid concerns raised by the patient. 


• Patients will be given appropriate warning before a decision to 
withdraw treatment is made. 


• There must be clear documentary evidence of the process followed in 
the patient’s records. 


• The decision must be clearly communicated to the patient and their 
GP in a format that is clear and in a language that they can 
understand. There may be an occasion (e.g., visual impairment) 
when it is deemed necessary to meet the patient in a safe 
environment to advise of the Trust’s decision. 


• Failure by the patient, visitor, parent or guardian to comply with the 
policy will, at the request of the relevant Directorate Manager and the 
Clinical Director (or their nominated deputies), result in exclusion from 
treatment. 


• Any patient, visitor, parent or guardian behaving unlawfully will be 
reported to the Police and the Trust will seek the application of the 
maximum penalties available in law. The Trust will prosecute all 
perpetrators of crime on or against Trust property, assets, and staff. 


 
3. ROLES & RESPONSIBILITIES 
 


Roles Responsibilities 


Board of Directors The management of security rests initially with the Board 
of Directors (Health & Safety at Work Act 1974). 


The Trust Board has a corporate responsibility for the 
implementation of reporting and recording of instances of 
violence and aggression across the Trust. 
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Roles Responsibilities 


Chief Executive The Chief Executive has overall responsibility for health 
and safety in the Trust and for ensuring a policy is 
available which addresses these issues and for overall 
responsibility for the implementation of this policy 
throughout Trust premises. 


The Chief Executive’s responsibilities include: 


• Ensuring that the implementation of this policy is 
appropriately delegated. 


• Ensuring that the prevention of violence and 
aggression is given adequate consideration prior to 
any significant changes in the Trust’s activities. 


• Ensuring that a suitable and adequate system of risk 
assessment, recording and reporting is in place to 
address incidents of violence and aggression. 


• Ensuring risks arising from incidents of violence and 
aggression are adequately risk assessed in respect 
of the Trust’s activities and that a sufficient and 
adequate planned structure of response is in place. 


Chief Operating 
Officer 


The Chief Operating Officer is nominated by the Chief 
Executive and is responsible for adequate security 
management provision within the Trust. 
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Roles Responsibilities 


Operational Security 
Director 


Director of Estates and 
Facilities 


The Operational Security Director is responsible for the 
overseeing, on a day-to-day basis, the implementation 
and monitoring of this policy at an operational level.  
Responsibilities of the Operational Security Director will 
include: 


• The nomination and appointment of Local Security 
Management Specialists (LSMS) and through 
continued liaison to ensure that security management 
work (including the reporting and recording of 
instances of Violence and Aggression) is being 
undertaken to the highest standard. 


• Raising the profile of security management work at 
board level and getting their support and backing for 
important security management strategies and 
initiatives. 


• Ensuring that appropriate security management 
provisions are made within the NHS organisation to 
manage and reduce instances of violence and 
aggression. 


• The performance of the Security Management 
Specialist’s role. 


• Ensuring the Trust complies with and achieves the 
appropriate objectives to the highest standard. 


• Ensure that measures that are in place to protect 
against violence and aggression comply with NHS 
guidance. 


• Seeking assurance that policies, procedures and 
systems that are in place to manage violence and 
aggression are implemented within the Security 
Management Department as well as Trust wide. 


• Having in place appropriate risk reporting, assessing 
and managing processes in respect of violence and 
aggression.  Where there are foreseeable risks, the 
Operational Security Director should gain assurance 
that all steps have been taken to avoid or control the 
risks. 
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Roles Responsibilities 


Trust Executive 
Committee 


Members of the Trust Executive Committee will act in 
support of the Chief Executive and the Operational 
Security Director (nominated as being responsible for the 
day to day security management including violence and 
aggression matters), by contributing to the development 
of this policy. 


Trust Executive Committee will: 


• Fully support the implementation of this policy and be 
responsible for proper consideration on matters to do 
with security and crime prevention as part of the 
Trust’s business and operation plan. 


• Ensure that all managers and staff under their control 
are fully aware of their responsibilities and are 
enacting this policy on a day to day basis as far as is 
reasonably practicable within the operational 
constraints of the Trust. 


• Review the development of this policy as referred to 
them by the Chief Executive. 


Security Manager 
(Local Security 
Management 
Specialist)(LSMS) 


The Security Manager is the Local Security Management 
Specialist. 


The Security Manager is responsible for: 


• Providing a specialist security service in accordance 
with the NHS standard commissioning contract, which 
includes tackling violence against staff. 


• Ensuring that incidents of violence and aggression are 
investigated and that the appropriate sanctions are 
exercised following investigations. This will include a 
combination of procedural, disciplinary, civil and 
criminal actions to be carried out in a fair, objective 
and professional manner. 


• Ensuring the provision of training, guidance, and 
support to Line Managers in the operation of this 
policy. 


• Developing and reviewing an organisational wide 
security plan covering premises, assets and people. 


• Ensuring that full co-operation is given to the Police in 
respect of an investigation and any subsequent action, 
including ensuring access to personnel, premises and 
records whether electronic or otherwise which may be 
considered relevant to the investigation. 


• Determine and record compliance figures in respect of 
Conflict Resolution Training (and Refresher training). 
Provide annual figures to Learning & Development 
and included in Annual report to Health & Safety 
Committee. 
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Roles Responsibilities 


Security Staff Security staff will assist with the reporting and recording 
of instances of Violence & Aggression as documented in 
assignment instructions & contractual agreement. 


Medical Records 
Manager 


On the occasions when information is passed from the 
Trust Security Manager, or other external agencies, 
during normal working hours, in relation to prolific and 
other priority Violence & Aggression offenders then the 
Medical Records Manager will utilise alert system to 
cascade information to system owners, including the 
Urgent & Emergency Care Centre, in accordance with 
Appendix 9. 


The Medical Records Manager will place an alert on the 
electronic patient record. Information will be recorded in 
the data alert sheet in the patient’s clinical record and the 
system owners will be informed. 


The Medical Records Manager is responsible for 
reviewing such alerts every 2 years and where 
appropriate after consultation with the LSMS removing 
such alerts. 


Clinical Site Manager 
(221 Bleep) 


When notified of a serious incident by Security staff the 
Clinical Site Manager (221 Bleep) will inform the Senior 
Manager on call. 


On the occasions when information is passed from the 
Trust Security Manager, or other external agencies, out of 
normal working hours, in relation to prolific and other 
priority Violence & Aggression offenders then the Clinical 
Site Manager (221 Bleep) will utilise alert system to 
cascade information to system owners, including the 
Urgent & Emergency Care Centre, in accordance with 
Appendix 9. 


Ward / Department / 
Service Managers 


Department, Service and Ward managers have direct 
accountability for the reporting and recording of instances 
of violence and aggression in their area of responsibility. 
They must: 


• Ensure that violence and aggression risk 
assessments are completed in order to identify areas 
or situations where violent / aggressive behaviour 
from patients, visitors, staff, volunteers and 
contractors may occur. 


• Ensure that actions resulting from risk assessments 
are completed. 


• Determine, as a result of risk assessment, the 
training needs for their employees and ensure that 
such training is put in place. This information must be 
communicated to employees to ensure that everyone 







 


Version 8                         VIOLENCE PREVENTION & REDUCTION POLICY                        Page 14 of 55 


Please check the intranet to ensure you have the latest version 


Roles Responsibilities 


is aware of their own training needs. 


• Ensure, for instances of violence & aggression from 
patients, that the actions set out on the flow chart at 
Appendix 1 are followed and that all such instances 
are reported in accordance with the Trust’s Incident 
and Serious Incident Management Policy and via the 
Datix incident reporting system. 


• Ensure, for all other instances of violence & 
aggression (visitors, staff, volunteers & contractors) 
that they are all reported via the Datix incident 
reporting system. 


Ward, Department, 
Service General Risk 
Assessors 


Trust Wide General Risk Assessors identify, assess and 
review risk assessments in accordance with the training 
they have received. 


Trust Employees All Trust employees have a duty of care to ensure the 
safety of persons receiving treatment provided by the 
Trust.  Trust employees must: 


• Be aware of their own behaviour in dealing with 
violence and acts of aggression. 


• Interact with clients in a professional manner, which 
minimises the likelihood of an aggressive incident 
occurring. 


• Report all instances of violence & aggression to their 
line manager and ensure that incidents in which they 
are involved with regards to violence and aggression 
of patients, contractors, volunteers, visitors or staff 
are reported on Datix, the Trust’s incident reporting 
system. 


• Ensure that they have attended the appropriate level 
of training, in respect of their role within the Trust, and 
in accordance with the training needs analysis in the 
Policy for Mandatory and Statutory Training. 


Multi-Agency Public 
Protection 
Agreement (MAPPA) 


Information regarding Multi-Agency Public Protection 
Agreement (MAPPA) offenders will be received by the 
Caldicott Guardian, or safeguarding team who will where 
appropriate disseminate internally, in accordance with 
Management of Multi-Agency Public Protection 
Arrangements Process (MAPPA) SOP (SOP 548). 



http://datix/datix/live/index.php

http://datix/datix/live/index.php

http://datix/datix/live/index.php

http://datix/datix/live/index.php

https://thehub.rothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/211%20Mandatory%20and%20statutory%20training.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/548%20Multi-agency%20public%20protection%20arrangements.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/548%20Multi-agency%20public%20protection%20arrangements.docx





 


Version 8                         VIOLENCE PREVENTION & REDUCTION POLICY                        Page 15 of 55 


Please check the intranet to ensure you have the latest version 


Roles Responsibilities 


Head of Health & 
Safety and 
Compliance (Estates) 


The Head of Health & Safety and Compliance (Estates) 
will be responsible for: 


• Monitoring the incidents that involve Violence & 
Aggression and escalate any concerns to the Health 
and Safety Committee – LSMS responsibility, Security 
Department. 


• Development of an Integrated Quarterly Report for the 
Health and Safety Committee which would include 
Violence & Aggression incidents- if a trend is identified 
this will be discussed at the Health and Safety 
Committee. 


• Ascertaining that risk assessments have been 
completed via the quality assurance of risk 
assessments and the departmental self-audit 
programme. 


Assisting, as necessary, the LSMS in the investigation of 
any violent incident, particularly where a member of staff 
is absent from work for 7 days following the event, in 
order that lessons are learned and controls implemented. 


Health & Safety 
Committee 


The Trust’s Health & Safety Committee will be responsible 
for: 


• Receiving and reviewing the Integrated Quarterly 
Health & Safety report from the Head of Health & 
Safety and Compliance (Estates). 


• Reviewing any incidents raised by the Trust Health 
and Safety Lead or the Trust LSMS/Security Manager. 


• Reviewing any health and safety legislative changes 
that may compromise the Violence & Aggression 
policy. 


• Appraising and selecting any additional safe working 
practises, equipment or software that may be brought 
to the attention of the Committee. 


Members of the Trust’s Health and Safety Committee will 
be responsible for reviewing and scrutinising the policy 
document providing a Trust perspective and direction in 
respect of its Health & Safety content; approving the 
document before its submission to the Trust’s Document 
Ratification Group. 


The Health and Safety Committee is responsible for the 
management of issues that have been escalated by the 
Trust LSMS/Security Manager or Security Management 
Director. Where the responsibility falls out of the 
committee remit the issue is to be escalated to the 
appropriate Committee. 
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Roles Responsibilities 


Patient Safety Team The patient safety team will review, following agreement 
with the LSMS the wording and sending of warning and 
banning letters. 


Complaints, Claims 
and Incident Review 
Group 


This Group meets monthly to triangulate information from 
complaints, claims and incidents (including serious 
incidents) to identify any practice or service themes and 
to seek assurance that the actions detailed in action plans 
have been taken and can be evidenced. Any themes in 
relation to violence and aggression incidents, complaints 
or claims would be discussed within this forum and 
escalated to the Clinical Governance Committee as 
necessary. 


 
4. PROCEDURAL INFORMATION 
 
4.1 Risk Assessments for the Prevention, Reporting and Recording on 


Instances of Violence and Aggression 


The Security department will, when requested, undertake a risk assessment 
of the hospital site/departments and community premises/locations for the 
prevention, reporting and recording of instances of violence and aggression.  
The assessment will be undertaken in accordance with the Trust’s standard 
risk assessment methodology. See the Risk Management Policy. 


Risk Assessors are required to consult with staff groups to ensure that all 
situations are identified where staff are likely to be exposed to violence, 
evaluate the level of risk involved and identify measures to control the risks. 


• Staff at Risk of Violence at Work 
Identifying possible groups of staff at risk e.g. UECC. The risk 
assessment must systematically identify where violence may occur 
and clearly specify effective control measures/safe working 
procedures to avoid or reduce the level of risk including the 
development of action plans where appropriate. 


• Safe Working Procedures 
Managers should initiate effective safe working procedures, which 
enable them to be aware of the locations of their staff e.g. lone 
workers, those working in the community or visiting in the home; 
where appropriate Managers should put in place written local 
protocols for shift workers. The risk assessment will identify the 
necessary precautions required to safeguard staff at risk in their 
workplace. 


• Training 
The manager should ensure that staff attend training as outlined in 
the Mandatory Training Policy and that additional support is given 
when required. Risk Assessment will help identify the appropriate 
level of training requirements within the Dept / Directorate. 



https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/609%20Risk%20management%20policy.docx
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• Critical Incident Evaluation 
After an incident has occurred Managers and staff should evaluate 
the event and if necessary modify existing procedures and control 
measures, ensuring that all staff are aware of any changes. 
Managers should consider excluding the aggressor from treatment 
following any incident of aggression and offer support to staff and 
direct them to Occupational Health counselling or Medtrim services 
where required. 


The risk assessment will be entered on Datix and will be reviewed following 
a serious incident unless the risk grade is increased before the review is 
due. 


The Health and Safety Committee will be informed of violence and 
aggression risks. 


 
4.1.1 Factors to Consider 


• Unpredictable and unremitting workloads, which often lead to fatigue 
and a diminished ability, both to identify at an early stage and to 
subsequently cope with potentially violent situations. 


• The need to provide adequate cover for nights, weekends and 
changeover periods between shifts. 


• The patient group the staff care for. 


• The training needs of staff especially in high risk areas where there is 
a history of violence and ensure that all staff are appropriately trained 
in Conflict Resolution. 


 
4.1.2 Consideration of Lone Workers 


Individuals must not be left isolated for long periods, nor should junior or 
inexperienced staff have to cope alone, especially in situations where there 
is a recognised potential for violence, or where patients may take advantage. 
Where there is a well-established risk, an agreed minimum number of 
appropriately qualified staff should be on duty at any one time.  Managers 
and employees of the Trust who work alone or in the community, who are 
required to undertake domiciliary visits, should also refer to the Trust’s Lone 
Worker Policy. 


 
4.1.3 Individual Patient Issues 


If the risk is presented by a patient, a Psychiatric/Psychological opinion 
should be professionally obtained at the earliest possible stage where 
appropriate. Attention should be taken in relation to any reduction/cessation 
of anti-psychotic drugs or alcohol withdrawal and an appropriate psychiatric 
opinion sought; where appropriate, nursing staff will be designated to a 
patient who requires ‘special observation’. 


 
4.2 Action Plans Developed as a Result of Risk Assessments 


If additional actions or control measures are required as a result of the risk 
assessment, then an action plan must be developed in accordance with the 
Risk Management Policy. 



http://datix/datix/live/index.php

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/163%20Lone%20worker%20policy.doc

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/163%20Lone%20worker%20policy.doc

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/609%20Risk%20management%20policy.docx





 


Version 8                         VIOLENCE PREVENTION & REDUCTION POLICY                        Page 18 of 55 


Please check the intranet to ensure you have the latest version 


Department/service leads of areas identified as high risk must develop an 
action plan to manage and minimise the risks within 3 months of the risk 
assessment being completed. Advice can be sought from the Security 
Manager as necessary. 


Department/service leads of high risk areas are required to ensure actions 
are implemented and provide the Health and Safety Committee with 
quarterly updates. Progress with action plans will be monitored by the 
Health and Safety Committee who will address any unsatisfactory progress. 


Ultimately, accountability for ensuring that action has been taken on Board 
Assurance Framework (BAF) risks lies with Audit and Assurance Committee 
who will re-assure the Board by means of the Assurance Framework and 
action plans. 


A risk register incorporating all 12+ violence and aggression risks will be 
presented to the Health and Safety Committee bi-monthly by the Head of 
Health & Safety and Compliance (Estates). Risks scoring 16 or more are 
presented to the Risk Management Committee and Trust Executive 
Committee for approval. 


An Annual Health and Safety Report will be submitted to the Trust Health 
and Safety Committee and the Trust Board which will include statistics and 
performance involving incidents relating to violence and aggression and 
actions taken. 


 
4.3 The Legal Position 


Patients under the care of the hospital or other clinical service, have a right 
to be on the premises, as, by law, do lawful visitors. “Lawful visitors” are 
defined as those persons with express or implied authority to enter the 
premises. Implied authority will vary depending on the circumstances and 
whether the person will have a valid reason to be in a particular location. 


If a patient becomes threatening and violent to staff and a decision by the 
Medical Team is that they need to be removed from the Trust Premises; 
this judgment must be based on the medical condition of the patient and 
must be authorised by the Senior Clinician that the patient is medically fit to 
be discharged and removed from the site. 


If the decision is made that the patient is medically fit and they refuse to 
leave the premises assistance can be obtained by contacting the Security 
Department on extension 4393/7999. 


If a patient, relative, friend or visitor becomes threatening during a visit to 
their residence staff should remove themselves from the situation and 
immediately make their line manager aware, who will assess the risk to the 
patient/staff in conjunction with the security manager and safeguarding. 


 
4.4 Reporting Incidents of Violence and Aggression 


All incidents must be reported in accordance with the Incident and Serious 
Incident Management Policy. 


Reporting incidents which may seem minor or incidents which are deemed 
to be clinically induced is equally important as these can often escalate into 



https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/25%20Incident%20and%20serious%20incident%20management%20policy.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/25%20Incident%20and%20serious%20incident%20management%20policy.docx
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more serious behaviour.  By reporting these incidents, a profile or case 
history can be built which is not only vital for any potential future legal 
action but also enables the Security Management Specialist to determine 
whether an individual is assaulting staff on a regular basis and in different 
parts of the health service. Without such a profile, both staff safety and the 
potential for future legal action may be jeopardised. 


The presence of a mental illness for example should not automatically be 
used as a reason not to report the assault. Whilst the presence of a mental 
illness is one of the factors taken into account when considering 
prosecution, it is not the only factor. Each case should be judged on its own 
merit, and it is important to note that decisions on intent and subsequent 
legal action rest with the investigative body and ultimately with the courts, 
not the Trust. If a matter is reported to the police, they should be given 
basic information about the assailant’s clinical condition if this could be 
seen as a relevant factor to the assault-taking place. 


All staff are reminded that inappropriate and/or abusive telephone calls and 
e-mails are covered by this policy document and all instances of such 
behaviour are to be documented, recorded and reported in accordance with 
the policy. 


It is important to note that failure to report an assault to the Security 
Management Specialist/Police could put other staff and patients at risk as 
well as adversely affecting any claim for compensation under the Criminal 
Injuries Compensation Authority Scheme. 


 
4.4.1 Examples of Non-Physical abuse 


It is difficult to provide a comprehensive list of types of incident that are 
covered under this definition; however, some examples are provided below: 


• Offensive language, verbal abuse and swearing. 


• Discriminatory language that constitutes hate crime. 


• Loud and intrusive conversation. 


• Unwanted or abusive remarks. 


• Negative, malicious or stereotypical comments. 


• Invasion of personal space - Brandishing of objects or weapons. 


• Near misses (e.g., unsuccessful physical assaults). 


• Offensive gestures. 


• Threats or risk of serious injury to NHS staff. 


• Intimidation. 


• Stalking. 


• Alcohol or drug-fuelled abuse. 


• Incitement of others and/or disruptive behaviour. 


• Unreasonable behaviour and non-cooperation such as repeated 
disregard of hospital policies. 
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Any of the above linked to destruction of or damage to property. 
 
4.4.2 Examples of Physical abuse. 


It is difficult to provide a comprehensive list of types of incident that are 
covered under this definition; however, some examples are provided below: 


• Spitting on/at staff. 


• Pushing. 


• Shoving. 


• Poking or jabbing. 


• Scratching and pinching. 


• Throwing objects, substances or liquids onto, or at, a person. 


• Punching and kicking. 


• Hitting and slapping. 


• Sexual assault. 


• Incidents where reckless behaviour results in physical harm to others. 


• Incidents where attempts are made to cause physical harm to others 
and fail. 


 
4.4.3 Abusive behaviour based on a Protected Characteristic 


Abuse of any member of NHS staff based on a protected characteristic is 
completely unacceptable and will not be tolerated. The Rotherham NHS 
Foundation Trust takes a zero-tolerance approach to dealing with abuse 
whenever it arises. No patient or relative is entitled to choose the person 
providing their healthcare on the basis of an intolerance towards a protected 
characteristic. Any such requests should not be accommodated and the 
behaviour reported to the manager of the department who should follow the 
flow chart in Appendix 1. 


 
4.4.4 Use of Abusive Behaviour Flowchart and Checklist 


At the point where a patient’s behaviour is deemed to be unacceptable, 
actions are to be taken as set out at Appendix 1, the flow chart for dealing 
with patients who are violent and abusive.  All such actions, as set out on 
the flowchart, are to be recorded and evidenced on the Violence & 
Aggression – Abusive Behaviour Checklist at Appendix 2.  Sections on this 
checklist are to be completed as appropriate, as the situation requires. 


 
4.4.5 Use of Patient Management Plan 


Patients with a history of violence and aggression may have a management 
plan developed – see Appendix 3. This must include specific information on 
how the patient should be managed whilst receiving care within the Trust 
including the support required from specific staff and/or external agencies. 
This management plan should be kept within the patient’s clinical record and 
the information contained within this must be handed over to all members of 
the multidisciplinary team who need to provide care for the patient. 
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To ensure that all staff are aware of patients with a history of violence and 
aggression the Medical Records Manager must be informed of the patient’s 
details so that this can be entered on to the electronic patient record system 
in the alert section. 


 
4.4.6 Dealing with abusive Emails 


If a member of Staff receives an abusive-mail, they should not respond to it 
and should complete a Datix incident report, (adding the e-mail to the 
report). 


 
The Line Manager should report the incident to the Trust’s Local Security 
Management Specialist who will, in conjunction with the Line Manager and 
the member of staff, agree what further action will be taken. 


 
The Datix incident report form should be completed with as much 
information as possible, including how the e-mail affected the recipient. 


 
These actions should be undertaken in all circumstances, including those 
instances where the caller might be a fellow healthcare professional. 


 
4.4.7 Dealing with Abusive Telephone Calls 


If a member of staff receives an abusive telephone call, they should warn 
the caller that they will terminate the call, report the incident to their manager 
and complete an incident report if they do not modify their behaviour.  


If the caller continues to be abusive the member of staff has the authority to 
terminate the call. They should notify their line manager immediately and 
complete a Datix incident report form. The Line Manager should report the 
incident to the Trust’s Local Security Management Specialist who will, in 
conjunction with the Line Manager and the member of staff, agree what 
further action will be taken. 


The Datix incident report form should be completed with regards to the call 
with as much information as possible, including how loud, the caller’s tone 
and any threats made; a mention should be made as to how the call affected 
the recipient following the telephone call. All calls received by the care co-
ordination centre are recorded and can be added to the Datix report. 


These actions should be undertaken in all circumstances, including those 
instances where the caller might be a fellow healthcare professional. 


 
4.4.8 Procedures for reporting physical and non-physical assaults 


Where assaults take place that cannot be safely controlled by the 
department the Trust’s security officers and/or the police must be involved 
with the incident either by protecting the person being attacked, restraining 
the assailant and/or by arresting the individual. 


It is primarily the responsibility of the person/persons involved in an incident 
as soon as practicable (including weekends) to: 


• Inform their Line Manager/Team leader. 



http://datix/datix/live/index.php

http://datix/datix/live/index.php

http://datix/datix/live/index.php

http://datix/datix/live/index.php

http://datix/datix/live/index.php
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• Complete appropriate section of Abusive Behaviour Checklist as 
detailed at Appendix 2. 


• Report the incident via Datix, remembering to complete the violence 
and aggression section of the Datix form in accordance with the 
Incident and Serious Incident Management Policy. 


• After consultation with the Trust’s Security Manager, where it is 
deemed appropriate the Police will be informed. Staff can also call 
the police direct in an emergency and to report a crime, something on 
which security would give advice. 


• All serious violent incidents where injuries have been sustained will 
be dealt with in the same way as accidents at work involving injury as 
such may be reportable to the Health and Safety Executive under the 
Reporting of Injuries, Diseases & Dangerous Occurrence Regulations 
(RIDDOR). Once notified, the Head of Health and Safety and 
Compliance (Estates) will report violent incidents that meet the 
criteria detailed in the RIDDOR, to the Health & Safety Executive. 


• When an employee is physically assaulted or subjected to serious 
threatening behaviour their manager will confirm with the individual 
concerned whether they wish to have the incident reported to the 
Police and will act accordingly. Should the incident be of a serious 
enough nature, a decision to involve the Police may need to be taken 
even if not supported by the staff involved. 


Exception - Some incidents do not necessarily have to be reported to the 
Police, i.e. when the assault was due to the patient’s clinical condition. 


• This should be a victim led decision as failure to notify the police may 
prevent compensation being awarded via the Criminal Injuries 
Compensation Authority. Any decision should be made by a senior 
manager after consultation with the LSMS. This may include 
occasions when the assault was due to the patient’s clinical 
condition. 


The Head of Health & Safety and Compliance (Estates) and the Security 
Department will receive notifications of the report via Datix. 


 
4.4.9 Treatment and Support Following an Incident 


The Trust acknowledges that its staff may be affected physically or 
emotionally following a violent incident. Managers therefore need to be 
aware that individuals will need active support and counselling, especially 
after the incident and on resuming or returning to work. This is particularly 
important given the potential impact of stress on the employee’s current or 
future health. 


It is therefore essential that the line manager conduct a full debriefing of all 
staff involved in a violent episode. This should include the arrangement of 
professional counselling, via Occupational Health Services or Medtrim 
support for all those who wish to avail themselves of it. Staff can also 
contact Victim Support. 



http://datix/datix/live/index.php

http://datix/datix/live/index.php

http://datix/datix/live/index.php
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Detailed guidance can be sought in the Rotherham NHS Foundation Trust 
Policy for the Management of Work Related Stress and the Supporting 
employee involved in an Incident, Claim or Complaint policy. 


 
4.4.10 Where an employee has sustained a more serious physical injury, as soon 


as possible they should be referred to the Urgent & Emergency Care 
Centre. 


 
4.4.11 Following a violent incident; the Manager should make arrangements to 


enable the employee to take “time out” from the workplace if required.  If 
after this time normal duties cannot be resumed, suitable alternative duties 
should be offered. This may be away from their normal duties or work 
location. This action should be considered by the Department Manager, in 
conjunction with the Divisional Manager and HR Advisor. 


 
4.4.12 Absence resulting from violence or aggression sustained at work that 


requires counselling treatment will be regarded as sickness absence. If the 
employee concerned is unable to return permanently to their original duties 
it may be necessary to re-deploy them with guidance from their HR Advisor. 


 
4.4.13 All employees must be given the opportunity to discuss their concerns in 


confidence with their Line Manager, their HR Advisor and Trade Union 
Representative. They should also be encouraged to discuss the incident 
with their immediate colleagues to help the team consider effective and 
alternative ways of handling the situation in the future. 


 
4.4.14 In the event of a serious incident, e.g. victim suffering serious injury 


the following procedures will be followed: 


• During normal office hours (0900-1700 Mon-Fri): The Trust Security 
Manager/LSMS will ensure that the police have been informed and 
will inform the Director of Estates and Facilities (Operational Security 
Director) of the incident. The victim or line manager should report the 
incident via Datix as soon as practicable. 


The incident should be identified on Datix if the incident is RIDDOR 
reportable (guidance regarding these is available on Datix). If the 
member of staff has been absent from work for over 7 days as a 
result of the incident, this should be ticked and will automatically be 
reported to the Head of Health & Safety and Compliance (Estates). 


• Out of hours (1700-0900 including weekends): Security staff will 
inform the Clinical Site Management Team (221 bleep holder) and 
the LSMS of the serious incident, the LSMS/ Clinical Site 
Management Team (221 bleep holder) will inform the Senior Manager 
on call. 


 
4.4.15 Investigation 


Following a Physical or Non-Physical Assault against a member of staff, the 
Trust Security Manager/LSMS will liaise with the manager of the relevant 
area. 



https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/170%20Stress%20at%20work%20policy.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/249%20Supporting%20staff%20policy.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/249%20Supporting%20staff%20policy.docx

http://datix/datix/live/index.php

http://datix/datix/live/index.php

http://datix/datix/live/index.php
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• In all instances (whether a Police prosecution is in process or not), 
support an appropriate level of investigation in accordance with the 
Incident and Serious Incident Management Policy and consider, in 
conjunction with the relevant staff and representatives, what 
preventative action, if any, must be taken to reduce further or related 
incidents. 


• Keep the victim fully informed of the progress of any investigation or 
action taken and offer full support and counselling. 


The manager of the relevant area must take statements from the staff 
present at the time of the incident.  Where security is called to an incident, 
the Security Manager will support the manager in conducting an 
investigation. Where security is not called to an incident, it is the 
responsibility of the Ward / Department / Service Manager to determine the 
reason for this and ensure individuals/departments know what to do in case 
of any future incidents. 


 
4.5 Actions to be taken by the Trust following Report of Non-Physical 


Assault by a Visitor (i.e. non-patient or non-staff member) 


Visitors who use abusive or threatening behaviour will be asked to desist 
and offered the opportunity to explain their actions. 


 
4.5.1 Continued failure to comply with the required standard of behaviour 


will result in Security Staff being called to remove the offending 
individuals from Trust property. 


 
Section 119 CJIA 


A person commits an offence if the person causes without reasonable 
excuse and while on NHS premises, a nuisance or disturbance to an NHS 
staff member who is working there or is otherwise there in connection with 
their work, and the person refuses, without reasonable excuse, to leave the 
NHS premises when asked to do so by a Police constable or an NHS staff 
member, and the person is NOT on the NHS premises for the purpose of 
obtaining medical advice, treatment or care for himself or herself. 


 
Section 120 CJIA 


If a constable reasonably suspects that a person is committing or has 
committed an offence under section 119, the constable may remove the 
person from the NHS premises concerned or if an authorised officer 
reasonably suspects that a person is committing or has committed an 
offence under section 119, the authorised officer may: 


(A) Remove the person from the NHS premises concerned or 


(B) Authorise an appropriate NHS staff member to do so. 


• Any person(s) acting unlawfully will be reported to the Police. 


• Any person acting unlawfully or exhibiting any aggressive, 
threatening or other unacceptable behaviour may be subject to one or 
more of the available actions as recorded below in relation to adverse 
‘patient’ conduct. 
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4.6 Specific Actions Following Report of Physical Assault 


If the Police attend an incident it is important to obtain the investigating 
officers details, ascertain what action is to be taken against the assailant, 
and inform the LSMS. The member of staff involved must record this under 
the section violence & aggression incidents. 


Where an alleged incident has been reported to the Police or is being 
investigated by the LSMS, all relevant evidential material must be disclosed 
to the LSMS including any material that may also undermine the prosecution 
case. (No clinical patient information will be disclosed without either the 
patient’s consent or authorisation from the Caldicott Guardian). Please refer 
to the Trust’s Data Protection Policy and also the Use of Protection of 
Patient Information Policy, where on page 11, it covers “out of hours” 
requests. If the victim has stated that they do not wish for the incident to be 
either reported or pursued by the Police, the Security Manager will advise 
the victim that their decision may affect the possibility of obtaining 
compensation from the Criminal Injuries Compensation Authority (CICA). 
Whilst a conviction is not essential in order for the CICA to pay 
compensation, the victim should be encouraged to take appropriate action. 


Where the Police decline to pursue the case, the LSMS should obtain full 
reasons (in writing unless impracticable) from the Police or Crown 
Prosecution Service for their discontinuance. A detailed report will then be 
prepared by the LSMS highlighting any identified concerns relating to the 
discontinuance decision, along with any recommendations relating to further 
legal process. 


Where the victim does not wish to pursue the matter, the LSMS must 
consider whether it would be in the wider interest of the Trust to take action, 
as failure to do so could compromise the safety of personnel, if there was a 
recurrence. The decision to take action without the support of the victim 
should only be taken after considering all available evidence and the advice 
of the Police and Crown Prosecution Service (CPS). 


Any identified risks contributing to the cause of the incident, and/or policy 
changes recommended as a result, must be forwarded to the Trust’s LSMS 
and the Director of Estates and Facilities; managed in accordance with the 
Trust’s Risk Management Strategy so that preventative action can be 
considered and taken in accordance with the Incident and Serious Incident 
Management Policy. 


 
4.7 Actions to be Taken by the Trust Following Report of Assault by a 


Patient 


There is a range of sanctions which can be taken against those who abuse 
Trust staff or property. Whilst these sanctions are described as a sequential 
process, the policy can be initiated at any stage if, in the judgment of the 
staff investigating the severity of the behaviour, warrants that level of 
intervention. 


In situations where parents or guardians of a minor are the perpetrators of 
such behaviour, the overriding principle should be that treatment, in the 



https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/108%20Data%20protection%20policy.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/90%20Use%20and%20protection%20of%20patient%20information.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/90%20Use%20and%20protection%20of%20patient%20information.docx
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child’s best interest, should be continued. It may be appropriate to seek 
advice from the named or designated doctor for safeguarding children to 
facilitate this, particularly in the situation of an acute presentation. In an 
outpatient or community setting, parents or guardians of children behaving in 
a violent or abusive fashion should be advised that such behaviour is not 
acceptable. If this behaviour continues, despite such warning, they should be 
advised that the Trust will offer treatment to their child but that they will 
potentially be excluded. Should parents or guardians continue to behave in a 
violent or abusive fashion despite this, they should be handled in accordance 
with the procedures for adult patients outlined below. Should they indicate 
their intention to leave and to remove their child, thereby depriving the child 
of what the Trust considers to be necessary medical treatment, they should 
be advised that the Trust will regard this as a Safeguarding Children issue 
and will inform Social Services of their behaviour. 


A range of measures are available depending on the severity of the 
behaviour, these include: 


• verbal warnings. 


• written Notice of Investigation. 


• written warning notice/ Anti-social Behaviour Contracts. 


• written exclusion notice /withholding treatment. 


• civil injunctions and Criminal Behaviour Orders(CBO’s). 


• Restraining Orders. 


• Criminal prosecution. 


A ‘Verbal Warning’ would precede a ‘Notice of Investigation and warning 
notice’, and this would precede the ‘Withholding of Treatment’, although 
there is no requirement to escalate the response in any particular order 
should the situation warrant immediate action. 


Depending on the individual circumstances and seriousness of each case, 
the options outlined above can be taken in conjunction with one another or 
in isolation. 


Actions are to be carried out in accordance with Appendix 1 and recorded in 
accordance with Appendix 2. 
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4.7.1 The following patients are exempted from the application of 
withholding treatment 


• Patients who, in the expert judgment of the relevant clinician, are not 
competent to take responsibility for their actions (e.g. an individual 
who becomes abusive as a result of illness or injury). Patients who 
are mentally ill or do not have mental capacity are also excluded. 


• Patients who because of condition or disability which impacts on 
ability to control behaviour, may manifest physical or non-physical 
behaviour that would normally be deemed as unacceptable. 


• Patients who, in the expert judgment of a relevant clinician, require 
urgent emergency treatment. 


• Other than in exceptional circumstances, any patient under the age of 
16. (Advice should be sought initially from a consultant paediatrician 
and, if necessary, also from the on-call member of the Medical 
Director’s team before withdrawing treatment from any patient under 
the age of 16). 


• Patients who because of a medical condition may exhibit behaviour 
that can be perceived by some to be inappropriate (e.g. Tourette’s) 
and therefore need those behaviours to be accommodated on an 
individual basis. 


 
4.7.2 Reminding patients about unacceptable behaviour 


If the behaviour of a patient is unacceptable, the member of staff dealing 
with that patient and/or manager for that area will inform the patient that their 
behaviour is unacceptable and explain the expected standards that must be 
observed in the future, and the consequences to the patient of any further 
misconduct. 


Details of such an incident MUST BE documented on the Abusive Behaviour 
Checklist (Appendix 2), and be reported on Datix.  The checklist, once 
completed to the appropriate level, must then be scanned into Meditech or 
filed in the patient’s clinical records with the incident reference number. 


 
4.7.3 Giving a verbal warning – Informal Warning 


If the unacceptable behaviour continues, a verbal warning will be given 
stating that abusive, aggressive or violent behaviour is unacceptable and if it 
continues, treatment could be withheld from the patient.  The warning can 
be given by: 


• a senior member of the medical team. 


• the person responsible for the management of the area (e.g. ward / 
department manager). 


• the member of staff in charge of the shift (senior nurse on duty). 


Details of such an incident MUST BE documented on the Abusive Behaviour 
Checklist (Appendix 2), and be reported on Datix.  The checklist, once 
completed to the appropriate level, must then be filed in the patient’s clinical 
records with the incident reference number. 



http://datix/datix/live/index.php

http://datix/datix/live/index.php





 


Version 8                         VIOLENCE PREVENTION & REDUCTION POLICY                        Page 28 of 55 


Please check the intranet to ensure you have the latest version 


 
4.7.4 Issuing a letter of investigation (Appendix 4) 


A letter (Appendix 4) informing the patient that an investigation is being 
conducted, in accordance with the Trust’s Incident and Serious Incident 
Management Policy, into their behaviour will be sent to the patient where, 
despite verbal warnings, a patient has continued to behave inappropriately. 
The letter will give the patient an opportunity to provide their account. 


The letter should be issued and signed by the Divisional Director/ Head of 
Department/Service following agreement and support from the LSMS. 
Details of such an incident MUST BE documented on the Abusive Behaviour 
Checklist (Appendix 2), and be reported on Datix. 


 
4.7.5 Issuing a Warning Notice- Formal Warning (Appendix 5) 


A warning notice (Appendix 5) will be sent to the patient where, despite 
verbal warnings, and after an investigation has concluded that the patient 
has continued to behave inappropriately. The patient will be given the 
opportunity to sign an Anti-social Behaviour Contract (ABC), as detailed at 
Appendix 6, which will outline their behaviour and acknowledge the fact their 
behaviour is causing harassment/alarm and distress. 


The warning letter should be issued and signed by the Clinical Director/ 
Head of Department/Service following agreement and support from the 
Patient Safety Team and endorsed by each within the appropriate Datix 
submission. The letter informs the patient that if they behave in this way 
again, consideration will be given to their exclusion from the premises thus 
preventing access to hospital services and the withholding of treatment from 
them in the future (see Appendix 4). A copy of the warning letter will be sent 
to the patient’s General Practitioner, Security Manager and Medical Records 
Manager. 


Details of such an incident MUST BE documented on the Abusive Behaviour 
Checklist (Appendix 2), and be reported on Datix.  The checklist, once 
completed to the appropriate level, must then be filed in the patient’s clinical 
records with the incident reference number together with a copy of the letter 
to the patient. 


The Medical Records Manager or when there is concern that a delay may 
endanger staff or patient the division will place an alert on the electronic 
patient record. Information will be recorded in the data alert sheet in the 
patient’s clinical record and the system owners will be informed. This 
information will be reviewed after 2 years by the Trust LSMS, Patient Safety 
team and appropriate division. 


 
4.7.6 Recording the Warning 


Details of all such incidents MUST BE documented on the Abusive 
Behaviour Checklist (Appendix 2), and be reported on Datix.  The checklist, 
once completed to the appropriate level, must then be filed in the patient’s 
clinical records with the incident reference number together with a copy of 
the letter to the patient. 


If the incident meets the criteria for possible exclusion, this too should be 
documented. This will enable staff to identify specific risks associated with 
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an individual patient and make informed decisions as to how they manage 
their subsequent episodes of care whilst within the hospital.  All incident 
report forms must be reviewed by the Matron / Deputy or Head of 
Department once completed. 


The information which will need to be exchanged to support the process is 
as follows: 


Patient Details: 


• First name and surname 


• Alias 


• Address 


• Criteria under which inclusion to the database has been determined 


• Incident details, date, end and review dates 


• Physical description 


Note: For those incidents which require formal investigation all staff 
statements and all associated correspondence MUST NOT be filed in 
the patient’s clinical records.  These documents must be scanned and 
attached to the appropriate Datix incident record. 


 
4.7.7 Removal or Exclusion from the Premises 


Removing someone from the premises may be necessary in exceptional 
circumstances, as an immediate response to a critical situation, where the 
individual patient or visitor is being violent or abusive.  This can be because 
of the threat of serious and imminent danger or the serious nature of an 
actual incident. Removing a patient in these circumstances would result in 
the immediate withholding of treatment or care. 


 
4.7.8 Who decides when a Patient must be Removed 


The management of any such situation should be based upon the concept 
that the safety of other patients, staff and anyone else caught up in the 
incident is paramount. Each occurrence will need to be considered 
individually and the response based upon an assessment of all the relevant 
information available at the time.  Any decision to remove a patient must be 
based on a proper clinical assessment by the most senior clinician available 
within the department at the time. It is advisable that tests for 
hypoglycaemia, hypoxia and infection should be carried out before refusing 
treatment. 


Contact with Security staff must be made. 


The Trust has a standard procedure to be followed – Must be signed off by 
senior clinician and documented in the patient’s records in accordance with 
reference to tackling nuisance or disturbance behaviour on your hospital 
premises. In line with Criminal Justice and Immigration Act (CJIA) 2008 
sections 119-120, security staff, and where necessary police officers, will 
undertake the actual removal of the person from the hospital premises. 
Partnership working arrangements are in place with South Yorkshire Police 
to prevent or deal with any such occurrences. 
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4.7.9 Withholding Treatment 
Withholding treatment i.e. preventing access to the hospital premises and its 
services may be considered as a consequence of a serious single 
occurrence where a patient has had to be removed from the premises or, as 
a response to persistent unacceptable violent or abusive behaviour over a 
period of time. Each set of circumstances will be considered individually. 


Any proposal to withhold treatment should involve very careful consideration 
of all the pertinent facts by relevant senior clinical, professional and 
managerial staff responsible for the particular service. 


Senior clinical and professional staff involved, are expected to ensure that 
any requirements arising from professional codes of conduct and national 
guidance are incorporated into the decision. 


National guidance indicates that refusal to provide or to continue to provide 
treatment will only be appropriate where violent or abusive behaviour is 
likely to: 


• prejudice any benefit the patient might receive from care or treatment; 


• prejudice the safety of those involved in giving the care or treatment; 


• lead the member of staff offering care to believe that they are no 
longer able to undertake their duties properly or safely; 


• prejudice the safety of other staff/patients present at the time; 


• result in damage to property inflicted by the patient or as a result of 
containing them. 


National guidance also indicates that removing a patient from the premises 
may not be appropriate for: 


• patients who, in the expert judgement of a relevant clinician, are not 
competent to take responsibility for their action e.g. an individual who 
becomes violent and aggressive as result of illness or injury; 


• patients who are mentally ill; 


• patients who in the expert judgement of a relevant clinician require 
urgent emergency treatment; 


• other than in exceptional circumstances any patient under the age of 
16; 


• because of the behaviour of another person accompanying or visiting 
the patient. 


 
4.7.10 Immediate Withholding of Treatment 


Treatment can be withheld from a patient without a warning letter having 
been sent where there is: 


• Significant threat or risk of serious injury to a member of staff, fellow 
patients or visitors. 


• Serious destruction of hospital property. 


• Actual violence towards a member of staff, fellow patients or visitors. 
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An incident report form must be completed and agreement sought from the 
Patent Safety Team regarding the possible withholding of treatment. A letter 
should be issued and signed by the Clinical Director / Head of Department / 
Service informing the patient of the possible withholding of future treatment.  
See Appendix 5. 


Details of such an incident MUST BE documented on the Abusive Behaviour 
Checklist (Appendix 2), and be reported on Datix.  The checklist, once 
completed to the appropriate level, must then be filed in the patient’s clinical 
records with the incident reference number together with a copy of the letter 
to the patient. 


 
4.7.11 Planned Withholding of Treatment 


The Chief Executive, Executive Medical Director and or Executive Chief 
Nurse must be involved. This is to provide consistency in the application of 
the policy and to ensure co-ordination of the outcome of any such decision, 
within the hospital and with any relevant external organisation or agencies.  
The decision of whether or not to withhold treatment will be made within two 
working days. The application should be made in person or via teams and 
followed up by an email outlining the full circumstances 


Depending on the seriousness of the behaviour treatment should not be 
withheld unless the patient has been issued, within the previous two years, 
with a warning letter informing them that if they behave inappropriately 
again, consideration will be given to withholding treatment from them in 
future. 


A written explanation of a decision to exclude the person from the premises, 
including the period of time over which the exclusion is to apply must be 
provided to the patient, they must also be informed that they may challenge 
exclusion via the established complaints procedure.  This will be issued by 
the Patient Safety Team, signed by the Chief Executive. Executive Medical 
director or Executive Chief Nurse (Refer to Appendix 7). 


The Divisional Senior Manager will facilitate the dispatch of a written 
confirmation from the Chief Executive/Executive Director to the patient’s 
home and ensure that a record is made of the warning being in place. 


A detailed record of the rationale for exclusion and of the alternate 
arrangements for care must be kept in the patient’s medical and nursing 
documentation. 


If an excluded individual returns in any circumstances other than a medical 
emergency, security staff should be called immediately. 


In the event of an excluded individual presenting at the Trust’s Urgent & 
Emergency Care Centre for emergency treatment, that individual will be 
treated and stabilised with, if necessary, security staff in attendance. Where 
possible, they will then be transferred immediately. However, if admission is 
unavoidable, security staff will, if necessary, remain in attendance. The need 
for security attendance will be determined by an appropriate member of 
staff, in consultation with the Security Manager. 


The exclusion will be reviewed after 12 months.  Apart from occasions when 
lifesaving treatment is required in which instance treatment will be provided, 
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decisions related to further treatment and care will be discussed by the 
patient’s General Practitioner and consultant.  A copy of any letter excluding 
attendance as a patient will be sent to the patient’s General Practitioner and 
the Security Manager.  Any appeal against any of these decisions would be 
made through the Trust’s Complaints Procedure. 


Where it is warranted, the Trust will use the provisions of the Protection from 
Harassment Act 1997 to obtain an injunction through the Courts to prevent 
an individual accessing the hospital site or services. 


Incidents and decisions must be recorded in the patient’s medical record 
and on Datix incident reporting module. 


 
4.7.12 Criteria for Inclusion onto the Database and Cascade alert system 


To ensure the safety of all staff that may treat this patient in the future, it is 
important to communicate potential problems effectively. Incidents of 
violence and abuse will be recorded against the individual patient’s record. A 
cascade system has been established to ensure effective communication. 
Incidents that meet the criteria include: 


• Physical assault or violence. 


• Threatening behaviour or intimidation. 


• Non-Physical Assault: i.e. The use of inappropriate words or 
behaviour causing distress and / or constituting harassment. 


• Harassment involving racist or sexist remarks or behaviour. 


• Malicious allegations about members of staff. 


• Wilful damage to property. 


• Dangerous animal (home visits). 


• Abusing alcohol or drugs in hospital. 


Information will be transferred across organisational boundaries e.g. 
informing the patient’s GP, where the nature of the incidents meets the 
criteria set out in Paragraph 4.4.4 and one or more of the following applies: 


• There is a joint duty of care; 


• The patient is known to be actively receiving services from a partner 
organisation and the nature of the incident may put employees of the 
partner organisation at risk; 


• The patient has made a specific threat as part of the incident to an 
employee of a partner organisation. 


The information exchanged across organisational boundaries should 
include: 


Patient Details: 


• First name and surname; 


• Alias; 


• Address; 


• Criteria under which inclusion to the database has been determined 
Incident details, date, end and review dates; 
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• Physical description. 


Organisational details: 


• Name of source organisation; 


• Name and contact details of disclosing officer. Disclosures across 
organisational boundaries can only be made and received by 
designated officers (as determined within each organization’s policy) 
or their nominated representative. 


It is recommended that the information exchange is made by email, then 
refer to the Safe Haven Policy.  The organisation making the disclosure to 
partner agencies will record the following information: 


• Name of recipient organisation(s); 


• Name of officer receiving disclosure; 


• Date disclosure made. 
 
4.8 Receiving information from External Agencies 


On occasions, information may be passed from South Yorkshire Police in 
relation to prolific and other priority offenders.  The point of contact for such 
referral would be the Security Manager who would take appropriate action 
as set out in Appendix 9.  Where such information is received directly by the 
Medical Records Manager and/or the Clinical Site Manager then they will 
take appropriate action as set out at Appendix 9. 


 
4.9 Link with Safeguarding 


It is recognised that there may be a link between a person who is violent and 
aggressive towards staff members and a person who may be violent and 
aggressive towards a child or vulnerable adult. If concerns are identified 
reference is to be made to the Safeguarding Vulnerable People Policy. 


 
5. DEFINITIONS AND ABBREVIATIONS 
 
5.1 Definitions 


Definitions of violence at work 


• The World Health Organization defines violence as: “the intentional 
use of physical force or power, threatened or actual, against oneself, 
another person, or against a group or community, that either result in 
or has a high likelihood of resulting in injury, death, psychological 
harm, maldevelopment, or deprivation” (Global status report on 
violence prevention 2014). 


• Physical Violence - “The intentional application of a force without 
lawful justification, resulting in physical injury, personal discomfort or 
loss 


• Assault - “An assault is committed when a person intentionally or 
recklessly causes another to apprehend the immediate infliction of 
unlawful force” 
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• Battery - “A battery is committed when a person intentionally and 
recklessly applies unlawful force to another” 


• Serious Assault - “Any assault where the resulting injury causes skin 
or bone to break, loss of consciousness, internal injury or where any 
stitching or surgery is necessary.” 


• Non-Physical Violence - “The use of inappropriate words or 
behaviour causing distress and/or constituting harassment.” 


Physical Assault 
Physical Assault is the intentional application of force to the person of 
another without lawful justification, resulting in physical injury or personal 
discomfort. 


Non-Physical Assault 
Non-Physical Assault is the use of inappropriate words or behaviour causing 
distress and/or constituting harassment. These definitions are to assist in 
clarifying precisely what actions constitute physical and non-physical 
assault. 


 
5.2 Abbreviations 


ABC   Anti-social Behaviour Contract 
BAF   Board Assurance Framework 
CBO   Criminal Behaviour Order 
CFSMS  Counter Fraud and Security Management Service 
CICA   Criminal Injuries Compensation Authority  
CJIA  Criminal Justice and Immigration Act 2008 
CPS   Crown Prosecution Service 
CRT   Conflict Resolution Training 
DOB   Date of Birth 
EIA   Equality Impact Assessment 
GP   General Practitioner  
HOD   Head of Department 
HR   Human Resources 
HSW  Health & Safety at Work 
IT   Information Technology 
KLOE  Key Line of Enquiry 
L&D   Learning & Development 
LSMS  Local Security Management Specialist 
MAPPA  Multi-Agency Public Protection Agreement 
MaST  Mandatory and Statutory Training 
MD   Medical Director 
NHS   National Health Service 
NHS PAM  NHS Premises Assurance Model 
NHSLA  NHS Litigation Authority 
PDR   Personal Development Record 
RIDDOR Reporting of Injuries, Diseases and Dangerous 


Occurrences Regulations. 
RIPA 2000  Regulation of Investigatory Powers Act 2000 
RU   Rotherham Unit 
SAQ SS  Self-Assessment Question – Safety Soft 
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SIRS  Security Incident Reporting System 
SMS   Security Management Service 
UECC  Urgent & Emergency Care Centre 


 
6. REFERENCES 


• Assaults on Emergency Workers (Offences) Act 2018 


• Criminal Justice Act 1988 


• Criminal Justice and Immigration Act 2008 


• Criminal Law Act 1977 (powers of arrest) 


• Corporate Manslaughter and Corporate Homicide Act 2007 


• Data Protection Act 2018 


• Equality Act 2010 


• Health and Safety at Work etc Act 1974 


• Human Rights Act 1998 


• NHS England’s Serious Incident Framework document (April 2015) 


• Police and Criminal Evidence Act 1984 


• Protection from Harassment Act 1997 


• Regulation of Investigatory Powers Act (RIPA) 2000 


• Violence prevention and reduction standard – December 2020 
 
7. ASSOCIATED DOCUMENTATION 


• Trust Health & Safety Policy 


• Trust Policy for Managing Security of Lone Workers 


• Trust Policy for the Management of Stress at Work 


• Trust Policy for Mandatory and Statutory Training (Document for 
ensuring a Systematic Approach to Risk Management Training) 


• Trust Policy for Consent to Examination or Treatment 


• Trust Supporting Staff involved in an Incident, Claim or Complaint 
Policy. 


• Trust Policy for Safeguarding Children Supervision 


• Trust Safeguarding Vulnerable People Policy 


• Trust Data Protection Policy 


• Trust Policy for Safe Haven 


• Trust Risk Management Policy 


• Trust Incident and Serious Incident Management Policy 


• Management of Multi-Agency Public Protection Arrangements 
Process (MAPPA) SOP (SOP 548) 
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https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/04/serious-incidnt-framwrk-upd2.pdf
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https://www.legislation.gov.uk/ukpga/1997/40/contents
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https://www.england.nhs.uk/wp-content/uploads/2020/12/B0319-Violence-Prevention-Reduction-Standards.pdf
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https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/163%20Lone%20worker%20policy.doc

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/170%20Stress%20at%20work%20policy.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/211%20Mandatory%20and%20statutory%20training.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/75%20Consent%20to%20examination%20or%20treatment.doc

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/249%20Supporting%20staff%20policy.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/249%20Supporting%20staff%20policy.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/165%20Safeguarding%20children%20supervision%20policy.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/574%20Safeguarding%20Vulnerable%20People%20Policy.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/108%20Data%20protection%20policy.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/134%20Policy%20for%20safe%20haven.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/609%20Risk%20management%20policy.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/25%20Incident%20and%20serious%20incident%20management%20policy.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/548%20Multi-agency%20public%20protection%20arrangements.docx

https://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/548%20Multi-agency%20public%20protection%20arrangements.docx
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FLOW CHART FOR DEALING WITH PATIENTS WHO ARE VIOLENT AND 
ABUSIVE 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Incident Occurs 


Verbal Warning issued 
to Patient  


Raise Datix incident? 


Call Security/Police, as 
appropriate & Update 


Datix incident 


Datix incident 
viewed by Security 


Manager 


Investigation (by 
appropriate Manger) into 


incident Investigation 
letter sent; Reviewed by 


Security Manager as 
required 


Continue to treat 


Send report to Patient 
Safety Team agreement 
and support, complete 


the entry on Datix 


Clinical Director /Head of 
Department/Service 


issues /warning letter, 
ABC copied to Patient 


Safety and Risk, Medical 
Records Manager, 


Security Manager and 
GP. If Withholding 


treatment is considered 
escalate to Chief Exec, 


MD and Chief Nurse 


Medical Records 
Manager enters details 
onto Electronic Patient 


Record 


Senior Health Professional 
advises patient of possible 


removal from premises 


Request removal from 
premises 


Update Datix incident 


YES 


Subsequent 
Support Actions 


NO 


NO 


YES 


NO 


 


YES Security/Police 
attend incident 


Ensure Datix incident 
raised quoting  


Violence & Aggression 


Subsequent 
Investigation 


required? 


No further 
action 


NO 


Behaviour 
Controlled? 


Carry out 
Competency 
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Is the patient 
competent? 


 


Continue to treat YES Is patient 
compliant? 


Continue to treat 



http://datix/datix/live/index.php

http://datix/datix/live/index.php

http://datix/datix/live/index.php

http://datix/datix/live/index.php

http://datix/datix/live/index.php

http://datix/datix/live/index.php





 


Version 8                         VIOLENCE PREVENTION & REDUCTION POLICY                        Page 37 of 55 


Please check the intranet to ensure you have the latest version 


SECTION 1 
APPENDIX 2 


 
 
 
 


VIOLENCE AND AGGRESSION – ABUSIVE BEHAVIOUR CHECKLIST 
 


NAME:  DOB:  UECC/RU:  


CHECKLIST Comments Date 


Patient’s behaviour documented and evidence that a verbal reminder was 
issued to the patient by a healthcare professional directly involved in the 
patients care is recorded on Datix and / or the UECC/RU record. 


  


Datix completed:   


Evidence that the patient continued to behave in an abusive manner and that a 
verbal warning was issued is recorded on Datix and / or in the UECC/RU 
record. 


  


Security (Police) called. Time:   


Datix completed:   


Statements retrieved from Staff involved and incident investigated by Matron/ 
Clinical Governance Facilitator. 


Signed: 
Date:  


Evidence reviewed by Security Manager (or Deputy) Signed   
Date:  


Evidence and checklist reported to Patient Safety Team. 
Approval received date: Date sent: 


Letter approved and signed by Clinical Director: (Dr ………………………………) Signed: 
Date: 


Letter copied to Patient’s own GP  
Date sent: 


Letter copied to Healthcare Records Manager and Security Manager.  Date sent: 


Datix details filed in UECC/RU record. Signed: Date: 


 







 


Version 8                         VIOLENCE PREVENTION & REDUCTION POLICY                        Page 38 of 55 


Please check the intranet to ensure you have the latest version 


SECTION 1 
APPENDIX 3 


 
 
 


VIOLENCE AND AGGRESSION 
PATIENT MANAGEMENT PLAN 


Name: 


 


UECC/RU:  
DOB: 


Plan devised by: Date: 


Background information: 


Management plan: 


This plan should be filed in the patient’s clinical record. 
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Division of 


 
Director of Services: 
Divisional Governance Lead: 
 
Direct Line: Rotherham (01709) 42xxxx 


Email: xxxxxxxx@nhs.net 


 
Date  
 
 
Dear insert person’s name], 
 
I am writing to you following your recent contact with our (add details of team). In order to introduce 
myself, I am the (describe role). 
 
Unfortunately, I have received a report and supportive evidence where it is alleged that on the (add 
date & describe behaviour) and this is the reason why I am writing to you today. 
 
As you will be aware, the NHS and this Trust operates a Zero tolerance policy in response to 
behaviour such as this in order to protect NHS staff from abusive and violent behaviour and NHS 
resources from misuse. I regret to inform you therefore that such behaviour cannot be tolerated 
particularly as the impact of such behaviour has a direct influence on workplace stress related 
illnesses and the ongoing wellbeing of our staff. 
 
This in turn has a direct impact on the ability of our services to provide timely assessments for other 
patients who may have to wait longer  to be seen /or for appointments (delete as appropriate) whilst 
staff are absent from the workplace. 
 
In order to support the investigation, and before we make any final decisions regarding action which 
may need to be taken, we would like to offer you the opportunity to provide information from your 
perspective; therefore I invite you to discuss the incident with a representative from our service prior 
to any decision being made regarding the outcome of the investigation and I may be contacted at the 
above address or by email. 
 
If I have not heard back from you within 28 days of the date of this letter, we will conclude that you do 
not wish to provide an account of the incident and further consideration will be given to the following 
possible actions being taken: 


• A copy of this letter will be sent to your GP/Therapist. 


• A copy of the letter will also be placed on your records and a marker will be placed on your 


electronic records. This warning will be reviewed in two years. You will be advised in writing 


should this period be extended and the reference or marker remain on your records.  


 
 
Yours sincerely, 
 
 
 
 


 
 
Rotherham Hospital 
Moorgate Road 
Oakwood 
Rotherham 
S60 2UD 
 
Telephone 01709 820000 
www.therotherhamft.nhs.uk 



http://www.therotherhamft.nhs.uk/
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SECTION 1 
APPENDIX 5 


 
 
 
 
 
 
 
Division of 


 
Director of Services: 
Divisional Governance Lead: 
 
Direct Line: Rotherham (01709) 42xxxx 


Email: xxxxxxxx@nhs.net 


 
Date  
 
 
Dear [insert person’s name], 
 
Warning letter – unacceptable behaviour 
 
I am [insert your name] and I am the [insert role/position in organisation] for the [insert name of 
organisation]. One of my roles is to protect NHS staff from abusive and violent behaviour and NHS 
resources from misuse and it is in connection with this that I am writing to you. 


As you are aware from our initial letter informing you I had received a report where it is alleged that on 
[insert date(s) of incident(s) and a brief description of behaviour]. The investigation has now 
concluded [insert details of any previous action taken if appropriate]. Behaviour such as this in 
unacceptable and will not be tolerated. 


The Trust is firmly of the view that all those who work in or provide services to the NHS have the right 
to do so without fear of violence or abuse. Such behaviour also [insert details of impact of behaviour 
e.g. deprives health bodies of staff time/resources/makes other patients wait longer/deprives the 
community of life saving ambulance service etc.]. 


Should there be any repetition of this type of behaviour consideration will be given to taking action 
against you. Such action may include the following: 
• Excluding you from premises 
• Seeking an Acceptable Behaviour Contract 
• Reporting to the police where your behaviour constitutes a criminal offence and fully 


supporting any prosecution they may pursue. 


A copy of this letter has been sent to your GP / Consultant [and others who may be copied in]. 


A copy of the letter will also be placed on your records and a marker will be placed on your electronic 
records. This warning will be reviewed in 2 years.  You will be advised in writing should this period be 
extended and the reference or marker remain on your records. 


If you do not agree with what has been set out in this letter or have any comments to make please 
[complaints process.] 
 
 
Yours sincerely, 
 
 
 
 


 
 
Rotherham Hospital 
Moorgate Road 
Oakwood 
Rotherham 
S60 2UD 
 
Telephone 01709 820000 
www.therotherhamft.nhs.uk 



http://www.therotherhamft.nhs.uk/





 


Version 8                         VIOLENCE PREVENTION & REDUCTION POLICY                        Page 41 of 55 


Please check the intranet to ensure you have the latest version 


SECTION 1 
APPENDIX 6 


 
 
 
 
 
 
 
Division of 


 
Director of Services: 
Divisional Governance Lead: 
 
Direct Line: Rotherham (01709) 42xxxx 


Email: xxxxxxxx@nhs.net 


 
Date 
 
 
Working in Partnership- South Yorkshire Police 
 
 
ACCEPTABLE BEHAVIOUR CONTRACT 
 
1. This contract is between The Rotherham NHS Foundation Trust, South Yorkshire Police and:  
 


Individual’s name: 


………………………………………………………………………………………………… 


 


Individual’s Home address…………………………………………………………………. 


..………………………………………………………………………….............................. 


………………………………………………………………………………………………… 


Postcode……………………………………………………………………………………... 


Hospital No. or NHS No. …………………………………………………………………… 
 
2. I agree to the following in respect of my future behaviour: 


• Not to annoy, harass, or intimidate, or use abusive or offensive language to any 
member of staff and/or patient(s). 


• Not to act in a manner which will cause alarm or distress to any person. 


• Not to cause wilful damage to any property belonging to the hospital Trust. 


• Not to act in a manner which will disrupt the ability of staff to treat other patients. 
 
3. In addition, I/we…………….……………………………enter into an agreement with The 


Rotherham NHS foundation Trust and South Yorkshire Police to exercise proper parental 
control over………………………………………………, not allowing him/her to act in a manner, 
which causes, or is likely to cause harassment, alarm or distress to any person, or damage 
any property belonging to the Trust.  


 


 
 
Rotherham Hospital 
Moorgate Road 
Oakwood 
Rotherham 
S60 2UD 
 
Telephone 01709 820000 
www.therotherhamft.nhs.uk 



http://www.therotherhamft.nhs.uk/
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ACTIONS ARISING FROM BREACH OF CONTRACT 


4. Should ……………………………….do anything which he/she has agreed not to do under this 
agreement, which amounts to anti-social behaviour, The Rotherham NHS foundation Trust 
and South Yorkshire Police will consider taking action necessary to prohibit this behaviour. 
This may involve an application for a criminal sanction and/or other legal process to withdraw 
treatment at this Trust.  


5. I fully understand the meaning of this contract and am aware that if I breach this contract then 
the Trust and/or the Police will consider further civil or criminal action. 


6. This agreement will remain in force for twelve months from the date of signing this agreement 
when it will be reviewed. 


7. If there is an extension of the length of this contract the Trust will issue written notification. 
 
 


Signed:  _________________________________ Date:  _______________________ 


Witnessed: 


Signed: __________________________________ Date: ________________________ 


Trust representative (print name)  ___________________________________________ 


Signed: _________________________________ Date:   ________________________ 


Police or Security Officer (print name): _______________________________________ 


The original of this document is to be retained by the Security Department 
 
Additional copies or usage:  
Clinicians may attach a copy of the ABC to patient’s notes (if so, treat it as a Confidential part of 
patient’s notes). Clinicians may also offer a copy of the ABC to the Patient to retain for their own use 
and records (NOTE: the patient does not have to agree to, sign, or accept a copy of the ABC, yet it is 
still valid if witnessed by at least one Trust representative and one police or Security Officer). 
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SECTION 1 
APPENDIX 7 


 
 
 
 
 
 
 
Division of 


 
Director of Services: 
Divisional Governance Lead: 
 
Direct Line: Rotherham (01709) 42xxxx 


Email: xxxxxxxx@nhs.net 


 
Date 
 
 
Dear [insert person’s name], 
 
Unacceptable behaviour – Restriction on Attending NHS Premises 
 
I am [insert your name] and I am the [insert role/position in organisation] for the [insert name of 
organisation]. One of my roles is to protect NHS staff from abusive and violent behaviour and NHS 
resources from misuse and it is in connection with this that I am writing to you. 
 
I have received a report where it is alleged that on [insert date(s) of incident(s) and a brief description 
of behaviour]. 
 
As you are aware [insert details of any previous action taken if appropriate]. Behaviour such as this in 
unacceptable and will not be tolerated. 
 
The Trust is firmly of the view that all those who work in or provide services to the NHS have the right 
to do so without fear of violence or abuse. Such behaviour also [insert details of impact of behaviour 
e.g. deprives health bodies of staff time/resources/makes other patients wait longer/deprives the 
community of life saving ambulance service etc.]. 
 
It has been decided that you will no longer be permitted to attend [insert details of location involved 
and refer to enclosed map and/or entry/exit routes if appropriate] except in accordance with the 
following conditions [insert appropriate conditions, those below are examples, in exceptional cases all 
further attendances can be prohibited]. 
 
1. where you (or a member of your immediate family) require urgent or emergency medical treatment, 
2. to attend, (or to accompany a member of your immediate family), at a pre- arranged appointment, 
3. to attend as an in-patient (or to visit a member of your immediate family who is an in-patient), 
4. to attend for non-medical purposes any meeting previously arranged in writing. 
[Amend as appropriate]  
 
If you attend at any other time without good cause, you may be asked to leave the premises 
immediately. If you refuse to leave security or the police may be called to remove you. 
If there are any unauthorised attendances or any further incidents of unacceptable behaviour 
consideration will be given to taking further action against you. Such action may include the following: 
 
• Completely excluding you from premises  
• Seeking a Community protection notice/ Community protection order 
• Reporting to the police where your behaviour constitutes a criminal offence and fully supporting any 


prosecution they may pursue. 


 
 
Rotherham Hospital 
Moorgate Road 
Oakwood 
Rotherham 
S60 2UD 
 
Telephone 01709 820000 
www.therotherhamft.nhs.uk 



http://www.therotherhamft.nhs.uk/
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A copy of this letter has been sent to your GP / Consultant [and others who may be copied in].  
A copy of the letter will also be placed on your records and a marker will be placed on your electronic 
records. This exclusion notice will be reviewed in 12 months. You will be advised in writing of the 
outcome of this review should the reference or marker be removed from your records. 
 
If you do not agree with what has been set out in this letter or have any comments to make please 
[complaints process.] 
 
 
Yours sincerely, 
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SECTION 1 
APPENDIX 8 


 
 
 
 
 
 
 
Division of 


 
Director of Services: 
Divisional Governance Lead: 
 
Direct Line: Rotherham (01709) 42xxxx 


Email: xxxxxxxx@nhs.net 


 
Date 
 
 
Dear [insert person’s name], 
 
Unacceptable behaviour – two year review 
 
I am writing to inform you of the outcome of a review of the …………………. which was placed on 
your record two years ago. We have reviewed your case and come to a judgement that you should 
continue to be excluded / the order should be removed and that you should be permitted to come 
back into the hospital for treatment/ access community based services should you require it. 
 
As you are aware behaviour such as you have exhibited in the past is unacceptable and will not be 
tolerated. We hope that you have turned your back on such behaviour and are willing and able to 
behave in an acceptable manner from this point on.  
 
The Trust is firmly of the view that all those who work in or provide services to the NHS have the right 
to do so without fear of violence or abuse. Such behaviour also [insert details of impact of behaviour 
e.g. deprives health bodies of staff time/resources/makes other patients wait longer/deprives the 
community of life saving ambulance service etc.] 
 
Should there be any repetition of the type of behaviour originally shown then further action will be 
taken against you.   
 
Your GP / Consultant [and others who may have been originally notified will be informed of this 
decision. The reference or marker which was placed on your record will now be removed. 
 
 
Yours sincerely, 
 
 
 
 


 
 
Rotherham Hospital 
Moorgate Road 
Oakwood 
Rotherham 
S60 2UD 
 
Telephone 01709 820000 
www.therotherhamft.nhs.uk 



http://www.therotherhamft.nhs.uk/
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SECTION 1 
APPENDIX 9 


 
 
 
 
 


Receiving Information from External Agencies 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Alerts 
Received 
“In hours” 


 
 
 


Security contact 
Medical Records 


Manager 


Medical Records 
Manager will utilise 


alert system to 
cascade information 
to system owners, 
including Urgent & 
Emergency Care 


Centre. 


Security contact 
Clinical Site 


Manager (221 
Bleep) 


Clinical Site 
Manager (221 


Bleep) will 
immediately contact 


Urgent & 
Emergency Care 
Centre and any 


other relevant areas 


Alert received by 
Security/Division 


Alert received by 
Medical Records 


Manager from other 
agency 


Medical Records 
Manager will utilise 


alert system to 
cascade information 
to system owners, 
including Urgent & 
Emergency Care 


Centre and Security. 


Alerts 
Received 


“Out of hours” 
 
 
 Alert received by 


Security/Division 
Alert received by 


Clinical Site 
Manager (221 


Bleep) from other 
agency 


Clinical Site 
Manager (221 


Bleep) will 
immediately contact 


Urgent & 
Emergency Care 
Centre, and any 


other relevant areas 
including Security. 


Bleep Holder 
contacts Medical 
Records Manager 


via email 
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VIOLENCE AND AGGRESSION POLICY 
 
 


SECTION 2 
DOCUMENT DEVELOPMENT, COMMUNICATION, IMPLEMENTATION AND 


MONITORING 
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8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS 


The policy has been circulated to: 


Matrons 
Department and Services leads 
Health Records Manager 
Patient Safety Group 
Patient Safety Team 
Head of Health & Safety and Compliance (Estates) 
Information Governance Assurance and Data Security Manager 


 
9. APPROVAL OF THE DOCUMENT 


This document was approved by the Trust’s Health and Safety Committee 
 
10. RATIFICATION OF THE DOCUMENT 


This document was ratified by the Trust Document Ratification Group. 
 
11. EQUALITY IMPACT ASSESSMENT STATEMENT 


An Equality Impact Assessment has been carried out in relation to this 
document using the approved initial screening tool; the EIA statement is 
detailed at Appendix 1 to this section of the document. 


The manner in which this policy impacts upon equality and diversity will be 
monitored throughout the life of the policy and re-assessed as appropriate 
when the policy is reviewed. 


 
12. REVIEW AND REVISION ARRANGEMENTS 


This document will be reviewed every three years by the Trust’s Security 
Manager unless such changes occur as to require an earlier review. This 
may include audit results or the publication of new national guidance or 
standards. 


 
13. DISSEMINATION AND COMMUNICATION PLAN 
 


To be 
disseminated to 


Disseminated 
by 


How When Comments 


DRG Admin 
Support via “DRG 
Admin Support” 
email 


Estates & 
Facilities Policy 
& Compliance 
Officer 


Email Within 1 
week of 
ratification 


Remove watermark from ratified 
document and inform DRG 
Admin Support, if a revision, and 
which document it replaces and 
where it should be located on 
the intranet. Ensure all 
documents templates are 
uploaded as word documents. 


Communication 
Team 


(documents 
ratified by the 
document 
ratification group) 


Estates & 
Facilities Policy 
& Compliance 
Officer 


Email  Once 
document 
has been 
published 
to InSite 


Communication team to inform 
all email users of the location of 
the document.  
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To be 
disseminated to 


Disseminated 
by 


How When Comments 


All email users Communication 
Team 


Email Once 
document 
has been 
published 
to InSite 


Communication team will inform 
all email users of the policy and 
provide a link to the policy. 


Key individuals / 
staff with a role / 
responsibility 
within the 
document 


Heads of 
Departments / 
Matrons 


Estates & 
Facilities Policy 
& Compliance 
Officer 


Email Once 
document 
has been 
published 
to InSite 


Estates & Facilities Policy & 
Compliance Officer will inform 
staff of their duties in relation to 
the document.  


All staff within 
area of 
management 


Heads of 
Departments / 
Matrons 


Meeting / 
Email as 
appropriate 


Once 
document 
has been 
published 
to InSite 


Ensure evidence of 
dissemination to staff is 
maintained. Request removal of 
paper copies Instruct them to 
inform all staff of the policy 
including those without access to 
emails 


 
14. IMPLEMENTATION AND TRAINING PLAN 


Being an existing policy, functions covered by this document are already 
being carried out across the Trust; however re-implementation process will 
include: 


 
14.1 Implementation 
 


What (specific 


section of the 
document) 


How (e.g. 


production and 
completion of 
documentation) 


Associated action 
(e.g. where are forms kept, who 
restocks them?) 


Lead Timeframe 


Implementation 
Plan 


Development of 
an 8 week 
Implementation 
Plan 


Development of 
departmental action 
plans 


Estates & 
Facilities 
Policy & 
Compliance 
Officer 


Once the 
document has 
been ratified 


Document’s 
Roles and 
Responsibilities 


Highlighted as 
part of 
Departmental 
Action Plan 


Departments and 
appointments with roles 
and responsibilities will 
receive directed e-mail 
drawing their attention to 
roles & responsibilities 


Estates & 
Facilities 
Policy & 
Compliance 
Officer 


During 4 week 
implementation 
planning period 


Procedural 
Documents 


Production, 
where 
appropriate, of 
local procedural 
document(s). 


Line managers are 
required to determine 
what, if any, local 
procedures are required in 
their area of management 
to support the procedural 
requirements of this policy. 


Ward / 
Department 
/ Service 
Managers 


As soon as 
practicable 
after the 
document is 
published 







 


Version 8                         VIOLENCE PREVENTION & REDUCTION POLICY                        Page 50 of 55 


Please check the intranet to ensure you have the latest version 


What (specific 


section of the 
document) 


How (e.g. 


production and 
completion of 
documentation) 


Associated action 
(e.g. where are forms kept, who 
restocks them?) 


Lead Timeframe 


Risk 
Assessments 


Conduct Risk 
Assessment 


It is for managers, in 
conjunction with 
employees, to undertake 
risk assessments to 
identify levels of risk 
associated with the job 
role and the location to be 
visited.  


Ward / 
Department 
/ Service 
Managers 


As soon as 
practicable 
after the 
document is 
published 


 
14.2 Training Plan 


14.2.1 Training is in accordance with the training needs analysis set out in The 
Trust’s Policy for Mandatory and Statutory Training. 


 


What (specific 
section of the 
document) 


How (e.g. 
production and 
completion of 
documentation) 


Associated action (e.g. 
where are forms kept, 
who restocks them?) 


Lead Timeframe 


The DoH directions issued in December 2003, specified a need for all NHS staff to attend 
Conflict Resolution Training [CRT], Frontline staff are to be made a priority. On this basis it 


is possible to conduct a risk prioritisation of employees and their training requirements. 


Training 
requirements 


Local assessment Following risk assessment, 
Managers and Heads of 
Departments/Services must 
determine other training 
needs for their employees. 
This information must be 
communicated to 
employees to ensure that 
everyone is aware of their 
own training needs. 
Employees must be 
allocated to appropriate 
training and records of 
attendance kept. The 
Rotherham NHS 
Foundation Trust has 
identified attendance at 
training designed to 
increase the personal 
safety and resources of 
employees is mandatory. 


Determine what local 
training requirements there 
are within area of 
management. 


All staff will undertake 
training in Conflict 
Resolution Training as 
identified in the training 
needs analysis contained 
within the Policy for 
Mandatory and Statutory 


Ward / 
Department / 
Service 


Managers 


As soon as 
practicable 
after the 
document is 
published 


 


On-going 
throughout 
the life of 
the 
document 
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What (specific 
section of the 
document) 


How (e.g. 
production and 
completion of 
documentation) 


Associated action (e.g. 
where are forms kept, 
who restocks them?) 


Lead Timeframe 


Training. 


Conflict 
Resolution 
Training 
Guidance 


Risk Assessment 


 


Training provision 


It is for managers, in 
conjunction with 
employees, to undertake 
risk assessments to identify 
levels of risk associated 
with the job role and the 
location to be visited.  


Where an employee and / 
or their role are identified as 
being low risk, the 
employee should, as a 
minimum: 


• Undertake training in 
personal safety – 
Conflict Resolution 
Training. 


• Be provided with Trust 
Policy, Local 
Procedures and 
Contact Information. 


Ward / 
Department / 
Service 
managers 


 


Security 
Manager 


 


Ward / 
Department / 
Service 
managers 


As soon as 
practicable 
after the 
document is 
published 


 


On-going 
throughout 
the life of 
the 
document 


Conflict 
Resolution 
Training 
Guidance 


Assessment 


 


Training provision 


Where an employee and / 
or their role are identified as 
being high risk, the 
employee should, as a 
minimum: 


• Be provided with Trust 
Policy, Local Procedures 
and Contact Information.  


• Undertake training in 
personal safety – 
Conflict Resolution 
Training that includes 
Breakaway techniques. 


• Risk Assessment 
training – assessing 
violent situations 


Ward / 
Department / 
Service 
managers 


 


Security 
Manager 


 


Ward / 
Department / 
Service 
managers 


As soon as 
practicable 
after the 
document is 
published 


 


On-going 
throughout 
the life of 
the 
document 


General 
Security 
Awareness 
Training 


Provided as part 
of the Mandatory 
and Statutory 
Training 
programme. 


All employees, including 
part-time and temporary 
workers, are required to 
undertake security 
awareness training which is 
a mandatory requirement 
for all new staff.  This 
applies to all staff without 
exception; senior medical 
and managerial staff must 
lead by example. 


Learning & 
Development 


 


Line 
managers  


As required 
as part of 
new starter 
induction 
programme 
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What (specific 
section of the 
document) 


How (e.g. 
production and 
completion of 
documentation) 


Associated action (e.g. 
where are forms kept, 
who restocks them?) 


Lead Timeframe 


Maintaining 
Training 
Records 


Individual’s undertaking Security Training on 
MAST induction days will be required to 
complete an attendance sheet, their attendance 
then being recorded on their Electronic Staff 
Record by the HR department (Learning & 
Development).   Providers of Security Training, 
undertaken at Ward/Department level, are to 
ensure that attendance sheets are completed 
and that these sheets are forwarded to L&D. 


Training 
Provider 


On-going 
throughout 
the life of 
the 
document 


Procedural 
Information 
Section 


Training 
programme 


If, and where, appropriate 
ensure that there is Trust 
wide training syllabus and 
delivery programme 
developed  


Trust 
Security 
Manager 


As soon as 
practicable 
after the 
document is 
published 


Procedural 
Information 
Section 


Local training 
packages 


Where local training 
requirements have been 
identified, develop and 
implement local training 
package to deliver training 
in accordance with a Trust 
wide training syllabus and 
programme  


Trust 
Security 
Manager 


As soon as 
practicable 
after the 
document is 
published 


Procedural 
Information 
Section 


New starter 
induction package 


Training package to be in 
place whereby all new 
starters to area of 
management receive 
sufficient and adequate 
training. 


Line 
managers 


As soon as 
practicable 
after the 
document is 
published 


Procedural 
Information 
Section 


Training 
documentation 
created 


Where a training 
requirement has been 
identified and a local 
training package put in 
place such training is to be 
adequately and 
comprehensively recorded. 


Line 
managers 


As soon as 
practicable 
after the 
document is 
published 


 
15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS 


OF THE TRUST DOCUMENT 
 
15.1 Process for Monitoring Compliance and Effectiveness 
 


Audit / 
Monitoring 
Criteria e.g. 


Process for 
monitoring e.g. 
audit/survey 


Audit / 
Monitoring 
performed by 


Audit / 
Monitoring 
frequency 


Audit / 
Monitoring 
reports 
distributed to 


Action plans 
approved and 
monitored by 


Duties PDR process Member of 
staff/line 
manager 


Annually Line manager Line manager 
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Audit / 
Monitoring 
Criteria e.g. 


Process for 
monitoring e.g. 
audit/survey 


Audit / 
Monitoring 
performed by 


Audit / 
Monitoring 
frequency 


Audit / 
Monitoring 
reports 
distributed to 


Action plans 
approved and 
monitored by 


How the 
organisation 
carries out risk 
assessment 
for the 
prevention, 
reporting and 
recording of 
instances of  
violence and 
aggression 


Access to the 
Datix Risk 
Register Module 


 


Qualified Risk 
Assessors carry 
out Risk 
Assessment 
Reviewed 
Annually or 
following any 
Incident 


Trust Wide 
General Risk 
Assessors’ 
Working 
Group 


Monthly  Line Managers 


 


Department 


 


Health & Safety 
Committee 


Complaints 
Claims and 
Incident 
Review Group 


Timescales for 
the review of 
risk 
assessments 


Highlighted by 
Datix  


Respective 
Department / 
Ward / Service 
Risk 
Assessors 


Quarterly Health & Safety 
Committee 


Complaints 
Claims and 
Incident 
Review Group 


How action 
plans are 
developed as 
a result of risk 
assessments 


Departmental 
Action Plans 
developed as 
part of Risk 
Assessment 


Departmental 
Managers 
review daily 
with significant 
incidents 
escalated to 
the Health & 
Safety 
Committee 
Security 
Management 


Quarterly Health & Safety 
Committee 


Complaints 
Claims and 
Incident 
Review Group 


How actions 
plans are 
followed up 


Significant 
Incidents that are 
escalated by 
Security 
Management will 
have action plans 
reviewed by 
Department and, 
where assistance 
is required, in 
conjunction with 
Security 
Management and 
Health & Safety 
Committee. 


Trust Wide 
General Risk 
Assessors’ 
Working 
Group 


Quarterly Health & Safety 
Committee 


Complaints 
Claims and 
Incident 
Review Group 


Conflict 
Resolution 
Training 
(CRT) and 
Refresher 
training  


Compilation of 
annual 
attendance 
figures 


Security 
Manager / 
Deputy 
Security 
manager 


Annually Health & Safety 
Committee 


Complaints 
Claims and 
Incident 
Review Group 


 







 


Version 8                         VIOLENCE PREVENTION & REDUCTION POLICY                        Page 54 of 55 


Please check the intranet to ensure you have the latest version 


15.2 Standards/Key Performance Indicators (KPIs) 


In April 2008 it became mandatory that all frontline NHS staff and 
professionals, whose work brings them into contact with members of the 
public, must attend a 3 yearly refresher course in conflict resolution. The 
forecast figure, set by NHS Protect, for staff requiring Conflict Resolution 
Training has been established at 1500; with 100% compliance. 
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SECTION 2 
APPENDIX 1 


 
 
 
 
 


EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL 


Document Name: Violence Prevention and Reduction Policy Date/Period of Document: July 2021-2024 


Lead Officer: Trust Security Manager Job title: Trust Security Manager 


     


  Function   Policy   Procedure   Strategy   Other: (State)________________ 


Describe the overall purpose / intended outcomes of the above: The purpose of this policy is to provide policy 
direction and procedural guidance to be adopted in respect of the reporting and recording of 
instances of Violence and Aggression; identifying clear ‘lines of responsibility’. It is important that all 
Ward, department, Service managers are fully aware of the Trust’s statutory responsibilities, and of 
their own, in relation to the reporting and recording of instances of Violence & Aggression. 
You must assess each of the 9 areas separately and consider how your policy may affect people of different groups within those areas. 


1. Assessment of possible adverse (negative)  impact against a protected characteristic 


Does this have a significant negative impact on 
equality in relation to each area? 


Response If yes, please state why and the evidence used in 
your assessment  Yes No 


1 Age    


2 Disability    


3 Gender reassignment    


4 Marriage and civil partnership    


5 Pregnancy and maternity    


6 Race    


7 Religion and belief    


8 Sex    


9 Sexual Orientation    


You need to ask yourself: 


• Will the policy create any problems or barriers to any community or group?  Yes  No 


• Will any group be excluded because of the policy?  Yes  No 


• Will the policy have a negative impact on community relations?  Yes  No 
If the answer to any of these questions is Yes, you must complete a full Equality Impact Assessment 


 


2. Positive impact: 


Could the policy have a significant positive impact on equality by 
reducing inequalities that already exist? 
Explain how will it meet our duty to: 


Response If yes, please state why and the 
evidence used in your assessment  


Yes No 


1 Eliminate discrimination, harassment and / or victimisation   Reduce/minimise harassment to staff 


2 Advance the equality of opportunity of different groups    


3 Foster good relationships between different groups    


 


3. Summary  
On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or negative 
adverse impact on equality?   


Positive  Negative 


HIGH  MEDIUM  LOW  NEUTRAL  LOW  MEDIUM  HIGH  


Date assessment completed:3 July 2021 
Is a full equality impact 
assessment required? 


 Yes    No 


Date EIA approved by Equality and Diversity Steering Group: Submitted 12 Aug 21 
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1. INTRODUCTION 
 


This policy sets out The Rotherham NHS Foundation Trust (‘the Trust’)’s firm 
commitment to creating and maintaining a working environment in which the 
dignity of all employees is respected. 


 
To this end the Trust will strive to create a working environment where all 
employees will have the right to be treated with consideration, dignity and 
respect and have access to a suitable avenue to address any concerns that 
may arise in relation to this. 


 
Bullying and harassment are examples of improper and inappropriate 
behaviour, which can cause stress and undermine the health and safety of 
people at work. As an employer, the Trust recognises that it has a duty to 
protect employees against inappropriate behaviour at work and such 
behaviours will not be tolerated. 


 
2. PURPOSE & SCOPE 


 


2.1 Purpose 
 


The purpose of this policy is to enable the right of all people to be treated 
with dignity and respect at work. The Trust is committed to providing a 
working environment free from all forms of harassment, bullying and 
intimidation and will work to ensure that where such incidences arise, they 
are dealt with quickly, proactively and positively. 


 
The Trust wishes to foster a culture of openness, fairness, equity and where 
diversity is valued. In such a culture employees should feel able to raise 
concerns in the knowledge they will be treated fairly and sympathetically. 


 
As an employer the Trust recognises that it has responsibility to take 
reasonable steps to protect and support employees against bullying and 
harassment at work. 


 
 


2.2 Scope 
 


This Policy applies to all employees of the Trust, including Medical and Dental 
employees, regardless of position or grade. 


 
This policy is to be used in all instances where the subject of complaint relates 
to the behaviours and conduct of others encountered through the workplace, 
which may amount to bullying and harassment. Other grounds for complaint 
are to be considered under the Policy for Managing Employee Grievances. 
Please refer to the section below giving some indicators of what bullying or 
harassment may look like in the workplace, or refer to a member 
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of the Employee Relations team, People & Organisational Development for 
advice. 


 
This Policy is not to be used to raise concerns already considered under this, 
or another Trust Policy or Procedure. 


 
This policy applies to current employees of the Trust. Where an ex- employee 
raises a complaint under this policy, or where an employee leaves 
employment part way through a process under this policy, the Trust will retain 
sole discretion to determine a suitable response and may or may not, apply 
the contents of this policy, as deemed appropriate in the circumstances. 


 


Should a matter raised under this policy highlight concerns relating to health, 
performance or conduct, the relevant policy (Managing Attendance, 
Managing Disciplinary Matters and/or Maintaining High Professional 
Standards) will be invoked. Depending on the circumstances, action under 
this policy may be suspended, or continue concurrently. 


 
The Trust recognises that its duty to protect employees from bullying or 
harassment extends to acts carried out by fellow employees, contractors, 
patients, relatives, members of the public and anyone whom an employee 
interacts with in the performance of their duties. This policy only applies to 
acts carried out by fellow employees. 


 
 


3. ROLES & RESPONSIBILITIES 
 


Roles Responsibilities 


Chief Executive Officer Ensures that all staff working in the Trust 
are aware of and operate within the 
policy. 


The Director of Human 
Resources (HR) 


Oversees the implementation and 
monitoring of this policy. They are 
responsible for ensuring that all 
managers and staff receive appropriate 
awareness / training in regard to the 
application of this policy. 


 


Ensures that the policy is reviewed in 
partnership with staff side 
representatives. 


Managers Managers will: 
 
• treat all colleagues with dignity and 
respect, act as role models for positive 
behaviour and ensure their own 
behaviour does not constitute bullying or 
harassment 
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 • have an awareness of and monitor 
what is happening in their own work 
area, and take appropriate action when 
standards are not met 


 


• be fully conversant with the contents of 
this policy and bring it to the attention of 
all staff for whom they are responsible, 
and ensure that staff know and 
understand the standards of behaviour 
expected of them 


 
• participate in relevant training 


 
• enable and encourage employees to 
raise any issues of concern in an 
appropriate manner and work with them 
to resolve problems 


 
• encourage staff who may have 
difficulty expressing themselves in 
writing to seek help, for example from a 
trade union representative or work 
colleague, or provide support for 
employees who may require it due to a 
disability. 


 
• ensure that a representative from HR 
is informed on receipt of a formal 
complaint. 


 
• respond promptly to complaints, 
whether formal or informal, and take 
reasonable steps to prevent harassment 
from occurring 


 
• treat all complaints seriously, being 
sensitive to personal feelings and 
different perceptions 


 


• ensure support is available for all 
parties 


 
• that steps are taken, after a complaint 
is dealt with, to ensure that there are no 
further instances of harassment or 
victimisation of any of the parties 
involved 


 
• act as a review manager or 
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 investigating officer as required, in a fair 
and transparent process. 


 


• treat all information pertaining to 
matters raised under this procedure in 
confidence, in line with the Policy. 


Employees Employees must: 
 
• treat all colleagues with dignity and 
respect, act as role models for positive 
behaviour and ensure their own 
behaviour does not constitute bullying or 
harassment 


 
• encourage and enable others to report 
any forms of bullying & harassment, 
seeking advice from HR , line manager 
or Trade Union representative as 
appropriate 


 
• report incidents of harassment they 
have witnessed 


 
Employees who feel they are being 
harassed or bullied should: 


 
• Report any incident of bullying or 
harassment in an appropriate and timely 
manner 


 
• Maintain records of incidents to enable 
an accurate recall of what has happened 
including dates, times and the name(s) 
of any witnesses 


 
• Make it clear to the alleged 
harasser/bully that their behaviour is 
unacceptable and unwelcome, if they 
feel able to do so. 


 
• Seek support and assistance as 
required. 


Employee relations team Treat all colleagues with dignity and 
respect, act as role models for positive 
behaviour and ensure their own 
behaviour does not constitute bullying or 
harassment 
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 Provide advice and guidance for all 
parties involved in the informal stages 
and facilitate a resolution without the 
need to enter the formal procedure 
wherever possible. 


 


Support and advise managers in the 
application of the formal procedure, 
including the investigation or a 
subsequent review. 


 
Wherever possible, facilitate a solution 
to the situation that is mutually 
acceptable to those involved. Where 
this is not possible, advise on the 
appropriate resolution in the 
circumstances. 


 
Where appropriate, make arrangements 
for mediation to be invoked and notify 
parties involved of the outcome of the 
mediation process. 


 
Provide appropriate learning 
interventions to employees and 
managers to ensure consistent 
application of the policy. 


 
Treat all information pertaining to 
matters raised under this procedure in 
confidence. 


 
Monitor and report cases of harassment 
and bullying as appropriate. 


Trade union representatives Treat all colleagues with dignity and 
respect, act as role models for positive 
behaviour and ensure their own 
behaviour does not constitute bullying or 
harassment. 


 


Provide support, advice and guidance to 
their members as appropriate. 


 
Treat all information pertaining to 
matters raised under this procedure in 
confidence. 


 


4. PROCEDURAL INFORMATION 
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4.1 General principles 
 


4.1.1 The effects of bullying and / or harassment 
 


Bullying and harassment can have a number of devastating effects on the 
individual, the team and the organisation. 


 
An individual who feels bullied or harassed is likely to feel demotivated and 
unhappy at work, and the situation can lead to stress, poor health and have a 
negative impact on confidence and esteem. 


 


Teams in which bullying and harassment is present are likely to see a 
reduction in productivity and fewer positive team working benefits and 
behaviours. In some cases inappropriate behaviours that are not properly 
addressed can reinforce similar behaviours and result in deeply ingrained and 
complex cultural problems that are difficult to resolve. The impact can spread 
much wider than a ‘recipient’ and ‘bully’. 


 
Organisations with problematic cultures of bullying or harassment can find it 
more challenging to recruit and retain staff, reductions in productivity and risks 
potential litigation. 


 
4.1.2 Support systems 


 
Where problems have been identified, it is important that action happens to 
ensure that those involve receive appropriate support. This may extend 
beyond the complainant to include the alleged bully or harasser and 
colleagues who have been witnesses to incidents, or involved in complaints. 


 
The support system is about considering the needs of that individual to 
minimise or remove some of the negative personal effects of the situation. This 
will be led by the individual and will vary in different cases but may include 
access to: 


• Line management / supervision meetings 


• Workplace Health and Wellbeing 


• Counselling services. 


 


In addition to the above systems of support, in each situation the Trust will 
need to give due regard to its duty to protect individuals, in particular to 
minimise the impact of stress and pressure and to remove the risk of further 
incidents or victimisation. In some cases consideration will need to be given 
to amending work duties, patterns and in exceptional cases, may include the 
suspension from work. 


 
4.1.3 Differences in perception 


 
It is recognised that different individuals may perceive the same act(s) in 
different ways and therefore may feel differently about them. Essentially it is the 
deed itself and the impact upon the recipient, rather than the intention of the 
perpetrator, which determines whether bullying harassment has taken 
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place. In other words, the intention is subordinate to (or less important than) 
the effect it has on the individual. 


 


If an act (or several acts) may be reasonably interpreted as one that could have 
caused offence, and it is believed to have had a negative impact on the 
recipient, that will generally be sufficient to uphold a complaint of harassment. 


 
It is acknowledged that, on some occasions, employees may be genuinely 
unaware that their behaviour causes offence, upset or distress. However, it is 
the duty of each individual to be sensitive to the impact they have on their 
colleagues and to recognise that some seemingly trivial incidents, when 
repeated over time, can create an unpleasant, intimidating or frightening 
atmosphere. Wherever possible, at any stage employees should highlight the 
behaviour / actions which they find unacceptable or offensive in the interest of 
immediately addressing the situation. 


 
4.1.4 Management or bullying? 


 
Line managers are responsible for ensuring that staff who report to them 
perform to an acceptable standard within a performance management 
framework. Legitimate, appropriately conducted monitoring of an employee’s 
behaviour or job performance, including the implementation of appropriate 
interventions, within good management practice does not constitute bullying or 
harassment. 


 
Whilst acknowledging that some staff may feel uncomfortable or anxious while 
some procedures are ongoing, it is reasonable to expect a manager to carry 
out these functions in a fair, firm and consistent manner. 


 
Firm but fair management may be perceived as bullying and harassment but a 
manager who is consistent and fair is not necessarily guilty of bullying and 
harassment. This management style, in itself, will not be sufficient to 
demonstrate a reasonable case for offence. A firm but fair management 
behavioural style is expected of managers in the Trust and is characterised by: 


 


• Determined to achieve the best results but acts reasonably and fairly 
towards their staff 


• Is clear about their own ideas but willing to listen to and consider the 
views of others before drawing up proposals 


• Insists on high standards, but does so across the board and provides the 
required environment to achieve them 


• Concerns with an individual’s performance or behaviour is addressed  in 
private with the opportunity to respond to these concerns and a shared 
plan to address them. 


 


4.2 Resolution options 
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Everyone has a duty to create the kind of environment we all want to work in – 
this includes monitoring one’s own behaviour and reporting and challenging 
behaviour in an appropriate way, either as a recipient or a witness. 


 
An individual can deal with harassment and bullying in various ways, ranging 
from directly asking the person to stop their inappropriate behaviour, or by 
making a formal complaint. 


 
Some people are unaware that their behaviour in some circumstances is 
perceived as bullying or harassing. If it is clearly pointed out to them that their 
behaviour is inappropriate the problem can sometimes be resolved very quickly. 
With this in mind, this procedure includes informal as well as formal action to 
deal with complaints 


 
Throughout this procedure, the complainant and the person against whom the 
complaint is made will have the right to be accompanied in meeting by a trade 
union representation or a work colleague. 


 
Employees shall be protected from intimidation, victimisation or discrimination 
for filing a complaint or assisting in an investigation. Any evidence of retaliation 
against an employee for complaining about or assisting in an investigation will 
be will be considered a serious disciplinary offence. 


 
4.2.1 Informal procedure 


 
Dealing with a complaint informally allows the matter to be dealt with quickly 
and effectively and with minimal disruption. When appropriate, every effort 
should be made to resolve the situation informally. 


 
Initially the recipient of any form of bullying or harassment should, if possible, 
raise the problem informally with the person creating the problem and make it 
clear that their behaviour is unwelcome and must stop immediately. 


 
Note the details of the incident and the names of any witnesses. Describe the 
behaviour/conduct which you find offensive, clearly explaining: 


• How the behaviour makes you feel 


• How it is interfering with your work, health, home life 


• And ask for the behaviour to stop 


 


If the complainant is unable or unwilling to do this, they should seek the 
assistance of a work colleague, trade union representative, member of the 
employee relations team, their manager or a senior manager. 
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4.2.2 Informal procedure flowchart 
 


 
 


4.2.3 Formal procedure 
 


The formal complaints procedure will be initiated if informal action does not 
result in the inappropriate behaviour ceasing, or if an employee wishes to 
make a formal complaint straight away, or if the behaviour is of a serious 
nature and constitutes a potential disciplinary offence. 


 
Throughout this procedure, the complainant and the person against whom the 
complaint is made will have the right to trade union representation or to be 
accompanied by a work colleague. 


 
An employee must formally report the alleged behaviour to their manager or, 
if the allegation is being made against their own line manager, the employee 
may raise the complaint with their manager’s manager or a member of the 
Employee Relations team in People & Organisational Development. This 


Pursue under 
formal 
procedure 


May seek 
external 
mediation 


Harassment stops 
and no further action 
required 


Harassment stops 
and no further action 
required 


Harassment continues 
or complainant 
dissatisfied with 
outcome 


Seeks support from 
colleagues / union / P&OD 
to raise the issue with the 
harasser on their behalf 


Recipient unable to 
personally approach 
harasser 


Recipient asks the 
harasser to stop and 
makes a written record of 
this 


Incident (s) 
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should be made in writing and include a summary of the allegation(s). The 
manager receiving the complaint will formally register this with a member of 
the Employee Relations Team, and seek advice about the appropriate way to 
deal with the complaint. 


 
At this time the appointment of an investigating manager will be identified. 
Usually the investigating manager will not be from the immediate work area. 


 


In cases where a counter complaint is received from the alleged bully or 
harasser, both complaints will usually be considered under the same 
investigation by the same investigating officer, unless it would be inappropriate 
or unfair to do so. 


 
When a formal complaint has been received, the nature and extent of the 
allegation may require the separation of the complainant and the alleged 
perpetrator. This may involve a temporary transfer of either party to an 
alternative work location or if deemed necessary, a temporary break from work 
(with pay) until such time as the investigation has been completed. In such 
cases the action taken is without prejudice and does not imply any 
responsibility or blame. Advice must be sought from the Director of People & 
Organisational Development, or their nominated deputy, regarding the 
appropriateness of the above options. 


 
All complaints will be handled sensitively and investigated in a timely and 
confidential manner. Confidentiality will be maintained in so far as is consistent 
with progressing the investigation of a complaint. Employees shall be 
guaranteed a fair and impartial hearing. 


 
The investigating manager will be responsible for ensuring a thorough 
investigation of the complaint. As a minimum, this manager will arrange to 
interview, separately, both the complainant and the alleged perpetrator with a 
representative if requested. Evidence may be supplemented from other 
witnesses or other available information to assist the investigation. 


 


If during the complaints process any party are unable to attend due to sickness 
they will be referred to Workplace Health & Wellbeing department to determine 
if attending the meeting would have a detrimental effect on their health. If 
Workplace Health & Wellbeing state they are fit to attend an investigation 
meeting the individual should make every effort to attend. 


 
If the individual fails to attend the arranged second investigation meeting then 
management are entitled to make a decision based upon the facts available 
to them. 


 
If the Workplace Health & Wellbeing department considers that for an 
employee to attend it would be detrimental to their health; the period of 
deferment must be no longer than two weeks. If the employee’s condition has 
not altered at the end of this period they will be asked to submit a written 
statement, or encouraged to provide a representative to present their case. 
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Consideration will be given as to whether or not any temporary period of 
suspension should be extended to accommodate any period of deferment. 


 
Where deemed appropriate by Workplace Health & Wellbeing, counselling will 
be offered to either party. This service will be strictly confidential between the 
counsellor and member of staff and is entirely separate to the complaint 
process. 


 
On conclusion of the investigation, a written report will be given to both the 
complainant and the alleged bully / harasser by the investigating manager. If 
either party is not satisfied with the way in which the complaint has been 
handled, he or she may ask for it to be reconsidered at a more senior level. 
Requests for reconsideration of the complaint should be made within fourteen 
calendar days of receipt of the decision, in writing, to the Director of People & 
Organisational Development. This request must include a detailed statement 
indicating the reason(s) for dissatisfaction with the handling of the complaint. 
The decision of this review will be sent, in writing, to both parties and will be 
final. 


 
If the investigation reveals that the complaint is upheld, prompt action will be 
taken. Where disciplinary action is considered necessary this will take place 
in accordance with the trust disciplinary procedure. 


 
Any complaints under this policy found to be false or malicious in nature by 
the investigating manager, or at a formal hearing may result in disciplinary 
action being taken against the complainant. 


 
4.2.4 Timescales 


 
The Trust will endeavour to ensure that complaints of bullying and / or 
harassment be resolved as quickly and as fairly as possible. Whilst timescales 
will vary depending on the particular nature of the case, the individuals 
involved and the complexity of the case, it is expected that most investigations 
will be resolved within a period of three months. In all cases the investigating 
manager will maintain communication with all parties on a monthly basis. 







Version 2 POLICY FOR MANAGING BULLYING AND HARASSMENT 
Please check the intranet to ensure you have the latest version 


Page 16 of 30 
 


4.2.5 Formal procedure flowchart 
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4.3 Mediation 
 


In some cases, the Trust may recommend internal or external mediation as 
the best way of resolving the problem. Mediation is a structured process and 
generally involves initial individual meetings of both parties with an impartial 
and trained mediator who will explore the issues raised. When appropriate and 
in agreement with both parties, joint meetings will take place to help  both 
parties to reach agreement about the best way the relationships can be 
managed. 


 
Mediation gives the parties an opportunity to work together in order to rebuild 
their relationship. All parties who agree to mediation agree to be bound by 
confidentiality. Mediation is not a one off event. It is a process which may take 
time to achieve a positive outcome. Both parties must agree to the choice of 
mediator. The trained mediator will agree guidelines with the parties at the 
outset. 


 
The complainant can reserve the right to withdraw from the process and 
initiate formal action if they feel that the meetings are not progressing by 
confirming their withdrawal in writing to the mediator. The mediator will contact 
the alleged perpetrator in writing to inform them of the decision to withdraw. 


 
Mediation needs to be conducted in a private room away from both parties 
normal work area. Ordinarily mediators are impartial and will not be used as 
witnesses, for either side, for future action, except in exceptional 
circumstances e.g. Witness to a violent act during mediation. 


 
4.4 The role of Trade Unions 


 
Trade union representatives are able to assist their members in handling 
complaints. The Trust encourages all staff who are members of a trade  union 
or professional organisation and who are concerned about issues to speak to 
their representative. 


 
The Trust will allow trade union representatives and members paid time off to 
attend union provided training courses on bullying and 
harassment/inappropriate behaviour and will support the unions in raising 
awareness and tackling these issues amongst their members. The Trust is 
committed to preventing any bullying, harassment or victimisation of trade 
union representatives or members because of their trade union activities. 


 
 


5. DEFINITIONS AND ABBREVIATIONS 
 


5.1 Definitions 
 


Bullying – Offensive, abusive, intimidating, malicious or insulting behaviour, 
usually of a persistent nature, abuse of power or unfair penal sanctions, 
which makes the recipient feel upset, threatened, humiliated or vulnerable, 
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which undermines their self-confidence and which may cause them to suffer 
stress 


 
Harassment - any conduct based on any grounds which has the effect of 
violating someone’s dignity or creates an environment that is hostile, 
intimidating, degrading or offensive to a person and which is unreciprocated 
or unwanted. 


 
Victimisation - where an individual is treated less favourably than another 
because he / she has brought proceedings under this or any other policy and 
procedures, e.g. Grievance Procedure, Whistleblowing Procedure etc. 


 


Protected Characteristic – characteristics that are set out in the Equality Act 
as having a particular status protecting individuals from discrimination, 
harassment and victimisation on their grounds. Currently: age, disability, 
gender reassignment, race, religion and belief, sexual orientation, sex, marital 
status and maternity and pregnancy. 


 
Associative Discrimination - direct discrimination against someone because 
they associate with another person who possesses one of the protected 
characteristics 


 
Perceptive Discrimination - direct discrimination against an individual because 
others think they possess one of the protected characteristics 


 
5.2 Abbreviations 


 


ACAS – Advisory, Conciliatory and Arbitration Service 


JPF – Joint Partnership Forum 


P&OD – People & Organisational Development 
 


6. REFERENCES 
 


Bullying at Work beyond Policies to a Culture of Respect – CIPD Guide 
(2004) 


 
Rights at Work – Equality and Discrimination ACAS (2010) 


 
7. ASSOCIATED DOCUMENTATION 


 
Health and Safety at Work Act 1974 


 
The Criminal Justice and Public Order Act 1994 


Protection from Harassment Act 1997 


Trust Disciplinary Procedure 
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Trust Capability Procedure 


Managing Employee Grievances 


Violence and Aggression Policy 


Human Rights Act 1998 


Employment Rights Act 1996 


Equality Act 2010 


Policy for Mandatory and Statutory Training (Document for ensuring a 
Systematic Approach to Risk Management Training) 


 
Maintaining High Professional Standards 


Managing Attendance at Work 


Trade Union Recognition and Facilities Agreement 
 


8. APPENDICES 
 


APPENDIX 1 Bullying and harassment: examples 
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Appendix 1 Bullying and harassment: examples 


What does Bullying look like? 


Bullying behaviour tends to have the following characteristics: 
 


• An accumulation of seemingly small incidents over a period of time 


• bullying can be subtle or insidious behaviour which may wear a 
person down over a period of time 


• each incident tends to be trivial on its own and out of context does 
not constitute a disciplinary offence 


• there are often no witnesses 


Forms of Bullying 


Bullying has many forms including: 
 


• constant nit picking, fault finding 


• refusal to acknowledge contributions, setting up to fail 


• exclusion, marginalisation, ignored, singled out 


• belittle, demean, patronise, ridicule, denigrate 


• shouting at someone to get things done 


• constantly changing deadlines 


What does harassment look like? 


Harassment is conduct which is: 


• Unwanted by the recipient 


• Considered objectionable by the recipient 


• Causes humiliation, offence or distress 


Harassment is a criminal offence. 


Harassment can constitute: 


• Persistent incidents or a single serious incident 


• Unwanted physical contact 


• Verbal abuse (jokes, name calling, rumours, propositions) 


• Written abuse (email, faxes, letters, posters) 


• Explicit or covert behaviour 


• Stalking 


Forms of harassment 


1 Race and Ethnicity 
 


Racial harassment can be a form of racial discrimination. It can be defined as 
any hostile act or expression on racial grounds by a person of one racial or 
ethnic origin to another, or incitement to commit such an act, where there is 
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an indication that the motivation is racial dislike or hatred. It exists in many 
forms, ranging from physical abuse to much more subtle ways of creating an 
uncomfortable and unpleasant environment. Examples include: 


 
• Verbal abuse 
• Racist jokes, insults and ridicule 
• Remarks about a person’s appearance 
• Physical attack or threats 
• Using offensive names 
• Racist graffiti 
• Offensive literature 
• Display of racist literature 
• Offensive e-mail/other communications 
• Excluding or restricting a person’s access to vocational training, access to 


employment, continued employment, promotion etc. 
 


The above list is an illustrative not an exhaustive list. 


2 Gender 


Sexual harassment can be a form of sex discrimination. Both women and men 
can be the victims of sexual harassment. It covers a wide range of behaviour. 
The essential characteristics of sexual harassment are that the behaviour is of 
a sexual nature, unreciprocated and unwelcome, deliberate and persistent. 


 
Examples include physical, verbal and visual harassment and persistent 
attention. However, even a single incident can also constitute sexual 
harassment. 


 
Actions which constitute and can amount to sexual harassment are: 


 
• Letters, telephone calls, e-mail or material of a sexual nature 
• Jeering, jokes, ridicule, unwelcome comments about dress or appearance, 


embarrassing sexual remarks, sexual teasing 
• Verbal abuse and name-calling 
• Unwanted physical contact, deliberate touching, leaning over or pinching 
• Sexually suggestive looks or gestures 
• Uninvited pressure for sexual favours 
• Pressure for dates 
• Sexual assault 
• Display or circulation of sexually suggestive material including posters and 


calendars 
 


The list of examples above should be regarded as illustrative rather than 
exhaustive. 


 
The Rotherham Foundation NHS Trust adopts the definition provided by the 
European Union where sexual harassment is defined as: 
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“Conduct of a sexual nature, or other conduct based on sex affecting the dignity 
of women and men at work, including conduct of superiors and colleagues, if: 


 
a) Such conduct is unwanted, unreasonable and offensive to the recipient; 
b) A person’s rejection of a submission to such conduct is used explicitly or 
implicitly as a basis for decision which affects that person’s access to vocational 
training, access to employment, continued employment, promotion, salary or 
any other employment decision; and/or 
c) Such conduct creates an intimidating, hostile or humiliating work 
environment for the recipient”. 


 


The Trust is committed to ensuring equality of opportunity for all male and 
female employees regarding all aspects of their employment with the Trust 
including pay, education and training, and any other benefits. 


 
3 Disability 


 
The term disabled is applied to a variety of people with many different 
characteristics. Many disabilities which can sometimes affect employment are 
not immediately obvious, for example, heart trouble or mental illness. The effect 
of disability can vary in its severity and affect people to a differing degree. 


 
The Equality Act defines disability as “A physical or mental impairment which 
has a substantial and long term adverse effect on a person's ability to carry out 
normal day to day activities”. 


 
Harassment of people with a disability includes action or behaviour that is 
unwanted by the recipient such as unnecessary touching or attention, jokes 
about people with disabilities or the use of offensive terms to describe them. 


 


Other examples include those illustrated above. 
 


All employees should accept disabled colleagues as readily as able-bodied 
colleagues and treat each other with consideration, dignity and respect. 


 
4 Sexual Orientation 


 
Sexual Orientation within this context refers to those employees, female or male 
whose sexuality can be termed as heterosexual (i.e. a person who is sexually 
and emotionally attracted only to people of the opposite sex), homosexual (i.e. 
a person who is sexually and emotionally attracted only to people of the same 
sex), bisexual (i.e. a person who is sexually and emotionally attracted to people 
of both sexes), transsexual (a person who tends to identify with the opposite 
sex), gender reassignment (a person who has undergone a sex change). 


 
Harassment can take the form of negative language, behaviour or attitudes, 
offensive jokes, remarks or physical abuse towards an individual or group 
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based on assumptions or knowledge of their sexuality. Abuse or maltreatment 
of staff on the basis of negative views or otherwise held towards any employee 
because of their sexuality will be deemed as harassment under this policy. 


 
5 Age 


 


It is unlawful to discriminate against workers, employees, job seekers and 
trainees because of their age. The regulations make it unlawful on the grounds 
of age to: 


 
• Discriminate directly against anyone – i.e. treat them less favourably than 


others because of their age – unless objectively justified 
• Discriminate indirectly against anyone – i.e. apply a criterion, provision or 


practice which disadvantages people of a particular age unless it can be 
objectively justified 


• Subject someone to harassment 
• Victimise someone because they have made or intend to make a complaint 


or allegation or have given or intend to give evidence in relation to a 
complaint of discrimination on the grounds of age 


• Discriminate against someone, in certain circumstances, after the working 
relationship has ended e.g. References - written/verbal 


 
6 Religion 


 
The Trust expects that everyone whatever their religion or belief, will treat their 
colleagues with respect, acknowledging their right to their religion or beliefs and 
not attempting to alter them. 


 
Religious harassment is unwanted behaviour based on religious beliefs or 
practices. This may take many forms including ridiculing items worn for religious 
reasons, denigrating cultural customs and dismissive treatment of requests for 
holidays for religious or cultural festivals, or derisory comments against an 
individual’s beliefs. It includes the incitement or persistent pressure through 
forms of evangelism and religious propaganda that suggests the answer no is 
unacceptable to the person trying to spread their ideas on religion or recruiting 
to their particular group. 


 
7 Bullying 


 
Bullying is a form of harassment and includes such actions as social exclusion, 
isolation, teasing, intimidation and being given demeaning tasks. 
Bullying can occur explicitly or subtly. Some examples of bullying are listed 
below: 


 
• Undermining someone’s competence by removing responsibilities and 


being given trivial tasks instead. 
• Deliberately ignoring or excluding individuals from activities. This can 


include social arrangements. 
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• Shouting at staff to get things done, using threats, abuse and even 
obscenities. 


• Subjecting an individual to constant humiliation or ridicule, belittling their 
efforts, often in front of others. 


• Instantaneous rages, often over trivial matters. 
• Refusal to delegate. 
• Withholding information. 
• Setting inappropriate tasks, in order to make them fail 
• Constantly undervaluing effort. 
• Unnecessary excessive supervision in order to undermine someone’s 


competence. 
 


Again this list is not exhaustive and there may be situations that arise not 
covered by the list. 


 
Harassment is normally perceived to be by a senior to a junior member of  staff 
because of their power base. However, it should be noted that harassment and 
bullying can occur between peers and, in some circumstances, by a junior to a 
senior member of staff. 
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8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS 
 


This document was developed in consultation with: 


Joint Partnership Forum 


9. APPROVAL OF THE DOCUMENT 
 


This document was approved by: 
 


Joint Partnership Forum 
 


10. RATIFICATION OF THE DOCUMENT 
 


This document was ratified by the Trust Document Ratification Group. 


 
 


11. EQUALITY IMPACT ASSESSMENT STATEMENT 
 


An Equality Impact Assessment has been carried out in relation to this 
document using the approved initial screening tool; the EIA statement is 
detailed at Appendix 1 to this section of the document. 


 
The manner in which this policy impacts upon equality and diversity will be 
monitored throughout the life of the policy and re-assessed as appropriate 
when the policy is reviewed. 


 
 


12. REVIEW AND REVISION ARRANGEMENTS 
 


This document will be reviewed every three years unless such changes 
occur as to require an earlier review. 


 


Insert job title is responsible for the review of this document. 
 


NB The cover sheet must contain the issue and review dates. 
 


13. DISSEMINATION AND COMMUNICATION PLAN 
 


To be disseminated 
to 


Disseminated 
by 


How When Comments 


Quality Governance Author Email Within 1 week Remove 
Team via policies   of ratification watermark from 
email    ratified document 


    and inform Quality 
    Governance Team 
    if a revision and 
    which document it 
    replaces and 
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    where it should be 
located on the 
intranet. Ensure all 
documents 
templates are 
uploaded as word 
documents. 


Communication Team Quality Email Within 1 week Communication 
(documents ratified by Governance  of ratification team to inform all 
the document Team   email users of the 
ratification group)    location of the 


    document. 


All email users Communication Email Within 1 week Communication 
 Team  of ratification team will inform all 
    email users of the 
    policy and provide 
    a link to the policy. 


Key individuals 
 
Staff with a 
role/responsibility 
within the document 


Author Meeting/E 
mail as 
appropriate 


When final 
version 
completed 


The author must 
inform staff of their 
duties in relation to 
the document. 


Heads of Departments 
/Matrons 


    


All staff within area of Heads of Meeting / As soon as Ensure evidence 
management Departments Email as received from of dissemination to 


 /Matrons appropriate the author staff is maintained. 
    Request removal 
    of paper copies 
    Instruct them to 
    inform all staff of 
    the policy including 
    those without 
    access to emails 


 
 
 


 


14. IMPLEMENTATION AND TRAINING PLAN 
 


 
What How Associated 


action 
Lead Timeframe 


Deliver Bullying 
and Harassment 
training to 
managers 


Management 
development 
programme 


n/a P&OD 2014 
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throughout the 
Trust 


    


     


     


 
 


15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS 
OF THE TRUST DOCUMENT 


 
15.1 Process for Monitoring Compliance and Effectiveness 


 
 
 
 


Audit/Monitoring 
Criteria 


Process for 
monitoring 
e.g. audit, 
survey 


Audit / 
Monitoring 
performed 
by 


Audit / 
Monitoring 
frequency 


Audit / 
Monitoring 
reports 
distributed 
to 


Action 
plans 
approved 
and 
monitored 
by 


Instances of formal 
B&H complaints 


ESR 
reporting 


P&OD Annual As required P&OD 


 
 
 


Instances of informal 
B&H complaint 


 


 
NHS Staff 
Survey 


 
 


P&OD 


 
 


Annual 


Board / 
SWC / 
Trust 
Governors 
/ 
Employees 
/ public 


 
 


P&OD 


      


      


      


      


 


15.2 Standards/Key Performance Indicators (KPIs) 
 
     None
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Section 2 
Appendix 1 


 
 


EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL 
 


Document Name: 
 


Policy for Managing Bullying and Harassment  Date/Period of Document: 2014 - 2017 


Lead Officer: Rosalind Sullivan Directorate: P&OD Reviewing Officers: Rosalind Sullivan 


❑ Function ❑ Policy ❑ Procedure ❑ Strategy ❑ Joint Document, with whom? 


Describe the main aim, objectives and intended outcomes of the above: 
Set out the Trust position on inappropriate behaviours and provide a mechanism for resolving problems. 


You must assess each of the 9 areas separately and consider how your policy may affect people’s human rights. 


1. Assessment of possible adverse impact against any minority group 


How could the policy have a significant 
negative impact on equality in relation to each 
area? 


Response If yes, please state why and the 
evidence used in your 
assessment Yes No 


1 Age?  X  


2 Sex (Male and Female?  X  


3 Disability (Learning Difficulties/Physical 
or Sensory Disability)? 


 X  


4 Race or Ethnicity?  X  


5 Religion and Belief?  X  


6 Sexual Orientation (gay, lesbian or 
heterosexual)? 


 X  


7 Pregnancy and Maternity?  X  


8 Gender Reassignment (The process of 
transitioning from 
one gender to another)? 


 X  


9 Marriage and Civil Partnership?  X  


You need to ask yourself: 


• Will the policy create any problems or barriers to any community of group? No 


• Will any group be excluded because of the policy? No 


• Will the policy have a negative impact on community relations? No 
If the answer to any of these questions is yes, you must complete a full Equality Impact Assessment 


2. Positive impact: 


Could the policy have a significant positive impact 
on equality by reducing inequalities that already 
exist? 
Explain how will it meet our duty to: 


Response If yes, please state why 
and the evidence used in 
your assessment Yes No 


1 Promote equal opportunities X  The Policy provides a 
mechanism for fair treatment and 
access and provides a 
framework for resolving breaches 
of this. 


2 Get rid of discrimination X   


3 Get rid of harassment X   


4 Promote good community relations X   


5 Promote positive attitudes towards disabled people X   


6 Encourage participation by disabled people  X  


7 Consider more favourable treatment of disabled 
people 


 X  


8 Promote and protect human rights x   
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3. Summary 
On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or 
negative adverse impact on equality? 


Positive Please rate, by circling, the level of impact Negative 


HIGH MEDIUM LOW NIL LOW MEDIUM HIGH 


Date assessment 
completed: 


Is a full equality impact assessment ❑   Yes ❑ No 
required? (documentation on the intranet) 
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