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Managing challenging behaviour of service users suspected of being COVID-19 positive:1

INTRODUCTION:

•

Interventions for supporting a behaviourally disturbed patient should be divided into:
1. Primary
2. Secondary
3. Tertiary interventions

•

This is no different to engaging with service users who do not present an infection risk other than
the infection risk, which requires personal protective equipment (PPE).

•

Please see attached Restrictive Practice Interventions hierarchy of response (RI) flow chart:
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Information
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cooperate
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Use hierarchy of
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Primary Interventions:

•

Managing anxiety and distress: Each ward community should work on keeping communication
between staff and patients as effective as possible through notice boards, written communication,
smaller group or individual meetings and even text and digital messaging within the ward. As
1

The following guidance is modified from: Managing acute disturbance in the context of COVID-19 2020 produced by
the national association of psychiatric intensive care and low secure units.
Community and inpatient services - COVID-19 guidance for clinicians last updated: 27 March 2020: Royal College of
Psychiatrists.
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stated, meetings can still be carried out provided personal contact is avoided and adequate social
distancing is able to be maintained as per current guidance.
•

Service users and staff may be fearful of COVID-19 such anxieties can be infectious. Caution
should be exercised so as not to exacerbate an already difficult situation. This may require effort
from staff to convey the seriousness of the situation requiring action, whilst at the same time not
raising fear or frustration to the extent that creates further problems with cooperation and
engagement.

• Ward based activities: Removing all ward activities is likely to be counterproductive. People who
are restricted can become bored and agitated and may increase the risk of restraint or other
restrictive practices. Wards should consider adapting communal activities to reduce duration,
unnecessary attendance and increase personal space. Activities such as mindfulness/relaxation
groups, dancing/exercise, karaoke and 1:1 meeting can all be done whilst maintaining the
recommended two-meter distance.

• Any such activity will have benefits in keeping up staff and service user morale and increase ward
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cohesion. Unit based activity programmes are useful for minimising disturbance and improving
cooperation which will contribute to infection control management. Infection control measures
should be consistent with national and local guidance, accessing The Hive for the latest
communications and updates. As access to facilities areas off the unit diminish, resources to
provide unit-based activity should be given equal status to other priorities.
Screening and monitoring: All service users’ temperature should be taken daily. Service Users
should be engaged in a process of discussion and information sharing about COVID-19 infection
risk. The possibility should be addressed that a service user that has identified infection risk
issues may need to be subject to isolation.

•

Assessing Capacity: The possibility should be addressed that a service user, who is an
identified infection risk, may need to be subject to quarantine or isolation. Formal capacity
assessment regarding this discussion should be completed and recorded in the service user
record where there is an indication that they do not have capacity to understand this discussion.
For those that do understand, a record of the discussion needs to be added to the EPR notes.

•

A brief description of the associated isolation procedures should be offered with the intention of,
so as far as is possible, achieving cooperation or minimal resistance should these procedures is
required. This is a procedure like developing an ‘advance statement’.

•

This could include an information leaflet which outlines the main issues including the potential
need for PPE to be implemented. This may also include other infection control measures e.g.
provision of personally allocated utensils for dietary and fluid intake consistent with national and
local infection control protocols.
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Secondary Interventions:
•

Service Users upon admission: On admission, and ideally prior to admission, patients should
be asked if they, or anyone they live with, have had COVID-19, or a temperature, or a new and
persistent cough. The service user’s temperature should be taken and recorded.
4

Service Users in the existing Ward community: The unit should have a clear method of
identification of service users who may present risk if infected either to them or to others
particularly if there is a risk of possible challenging behaviour. This may include use of Positive
Behavioural Support Plans, Risk Assessments/Safety Plans and related screening tools such as
the 4AT used for delirium or information for the Management of LD&F Service Users. A
systematic approach is required to avoid unnecessary resources being deployed. Suggested
methods could include daily monitoring of temperatures and enquiry/observation to ascertain the
presence of a cough. Practice in this area will likely rapidly develop. Testing should occur
wherever the criterion is met.

•

When infection risks are confirmed a specific care plan stating: a. what you will do b. and how
you will do it, must be written onto the EPR, stating: risk to others or high-risk group if infected
and an alert should be placed onto PARIS. For those experiencing mental and behavioural
disturbance although who are for the time being, generally able to follow direction and cooperate,
should be maintained in an area or zone consistent with local procedures for isolation of these
presenting infection risk. For PICU/more secure facility patients, this may be designated areas
within the unit.

•

If the service user is presenting with a fever of 37.8 degrees and above or continuous cough
regardless of any travel history OR has been in contact with a suspected / confirmed case of
COVID-19 isolate the person in their bedroom - they must remain in there at all times:
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1. Explain what is happening to the service user.
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2. Only enter the room wearing personal protective equipment – as indicated by guidance on
HIVE.
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3. Where practical to do so, undertake a full Physical examination, where not possible undertake
appropriate examination as guided on HIVE documenting limitations: a) Temperature (pattern
over the past 24-48 hours) b) Pulse, BP, Respiration rate and O2 Sats especially any new or
rapid changes. c) Full physical examination recorded d) If physical exam of chest is not possible –
comment on breathlessness, ability to talk/finish whole sentences. e) Relevant previous history of
health problems f) Other vulnerability factors e.g. Clozapine g) Results of urine dipstick to exclude
a UTI h) Recent bloods including FBC and CRP.
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4. Take physical observations at least 4 hourly and share results with Duty Doctor if NEWS2
scores indicate.
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5. Agree a 'worsening advice' plan with duty Doctor for a deteriorating patient.
6. Food/Fluid monitoring to be in place.
7. Plan how you will deliver care to limit the amount of times that the room is entered.
8. If possible, contact physical health team for advice/support or on call manager out of hours
9. Document on PARIS / complete an alert.
10. Complete an incident form.

Restricting patients:
•

Please refer to HPFT Guidance on Managing patients with Suspected COVID-19 Symptoms
who Refuse to Self-isolate dated 2nd April 2020 (Appendix 4 of this document)

•

Legislative Guidance: The management of Disturbed Behaviours is also covered in Chapter 26
of the MHA Code of Practice - where there is any departure from the Code of Practice (covered in
5

relevant Trust Policies) clear robust multi-disciplinary documentation should be completed to
include a rationale, justification and management plan.
•

Isolation and COVID-19 infection risk secondary intervention: Those subject to isolation, an
assessment should be made of items available to the patient who could improve cooperation and
experience of isolation, reducing the potential for disturbance. This may require re-assessment of
the items of concern/restricted items list generally operated by the unit. Items helpful in
meaningfully occupying time should be allocated for the patient’s individual use, and not reintroduced to general unit use until cleaning or disposal consistent with infection control
recommendations. Any items that can be disposed of following use should be disposed of using
standard infection control advice.

Tertiary Intervention Infection Risk, Acute Disturbance and Active Resistance
In rare circumstances, it is possible that a person who is positive for COVID-19 and experiencing
acute mental and behavioural disturbance, or for other reasons e.g. personality disorder, may
recklessly, or in extreme cases deliberately, increase infection risk to others

•

Action: In such circumstances it is possible that this may involve actively and persistently
physically resisting the isolation care plan. In these circumstances, such actions could be
considered as disturbed behaviour in the context of their mental condition representing a
significant risk to others. This should be considered along with the other risk behaviours that may
provide the basis for seclusion/segregation and fall under the safeguards detailed in the MHA
CoP 2015. For advice in these situations please contact your local Mental Health Legislation
department and refer to guidance in relation to those refusing to self-isolate.

•

Assessment - Location and review of Long Term Segregation/Seclusion: For the period of
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time that the person with COVID-19 presents with behaviour that is a significant risk to others,
which could include an infection risk, and lesser restrictive intervention is not possible, then
consideration should be given to extended segregation while all effort should be made to avoid
the need for tertiary interventions, the balance is pushed toward the use of segregation and/or
seclusion, where close physical contact such as extended holds are the only alternative.
Location of Seclusion and Long-Term Segregation: Seclusion rooms and safer care areas for
Long Term Segregation and other facilities for engaging with acute disturbance follow guidance
consistent with existent applicable to the MHA CoP 2015 with infection risk considered additional
risk behaviour. This would also be consistent with those who present behavioural disturbance and
risk of infection other than COVID-19, for example, hepatitis. It is possible that there may be no
alternative to using bedrooms or locking off areas of a unit or ward. For facilities that do not have
provision for hatch feeding or other similar methods, then PPE should be used at every point of
potential infection.

•

Maintenance in seclusion and segregation Specific care plans around diet, fluid intake and
activities of daily living should be developed with a focus on diminishing opportunities for infection
and transmission. Segregation reviews should take account of risk of infection and avoid
proximity with the staff wherever possible. It is possible, that due to staff shortages, the specific
grade and profession of staff recommended by the MHA CoP 2015 to undertake reviews will not
be available.
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•

o

In this case, the review intervals and considerations should take place with staff that are
available making all effort to maintain the safeguards of the Code.

o

As this scenario may represent a departure from the MHA CoP 2015, clear and robust
multidisciplinary documentation should be completed to include a rationale, justification and
management plan.
6

o

It is of the utmost importance that an ethical balance is maintained safeguarding the patient
and others. This will require careful thought in difficult circumstances on a case by case basis.
Where infection control is a major concern for any segregated patient, account should be
taken of the infection period duration during the reviews.

o

The care plan supporting isolation or segregation should have provision for recognising and
dealing with any physical deterioration related to the known course of COVID-19, or for other
reasons.

o

Transition from Seclusion and segregation to isolation: All effort should be made to
achieve cooperation and removal of the need for segregation:
This should be considered at the regular reviews required by the MHA CoP 2015.

o

Disturbed, uncooperative or aggressive behaviour that may also represent an infection
risk, should form part of the process of review for the need for extended
segregation/seclusion.

o

As soon as possible, segregation should be discontinued in favour of lesser restrictive
isolation where infection risk remains.
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o Medication use for acute disturbance: The choice of medication would follow own RT
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Trust guidance but require some additional consideration to the specific contra-indications and
side effects (see below) that are known with COVID-19 and other infections. Importantly, the
current physical health of the patient is a key factor in the choice:
If a service users with suspected or diagnosed COVID-19 is acutely disturbed, and there
are no signs of respiratory compromise (decreased or increased respiratory rate),
cardiovascular disease or decreased level of consciousness; then medication can be used
with caution as the full effects of COVID-19 are still unknown. Consider short acting
medication as service users physical health condition may rapidly deteriorate.

o

Ensure the medication for acute disturbance is an effective dose as an ineffective dose
may lead to the increased need for additional injections.

o

Where possible, oral medication is preferred and should be offered as the first choice.
Parenteral medication is also more likely to cause dose related side effects such as
respiratory depression, postural drop, QTc prolongation and extra-pyramidal side
effects (EPS).

o

COVID-19 is known to affect the respiratory function of patients. Psychotropic
medications, especially benzodiazepines, can cause respiratory depression.
Benzodiazepines should not be used when a patient has acute pulmonary
Insufficiency.
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o

Promethazine is a suitable alternative for service users in whom respiratory function is
compromised or in those sensitive/tolerant to benzodiazepines.
o

Lorazepam would be the preferred benzodiazepine as it has a shorter half-life.
Simultaneous injections of olanzapine and benzodiazepines can result in excessive
sedation and cardiorespiratory depression so must be given at least an hour apart.
Ensure immediate access to flumazenil is available if benzodiazepines are given.

o

If there is evidence of cardiovascular disease, including a prolonged QTc interval, or no
recent electrocardiogram (ECG), avoid intramuscular haloperidol combined with
intramuscular promethazine. Consider intramuscular olanzapine or intramuscular
lorazepam.
7

Febrile individuals with a history of seizures may have their seizure threshold altered by
some medications. Medical advice should be sought if there is any doubt.

o

All antipsychotics can cause Neuroleptic Malignant Syndrome (NMS). If NMS occurs,
immediately discontinue antipsychotics and other drugs that may contribute to the
underlying disorder, monitor and treat symptoms, and treat any concomitant serious
medical problems.

o

Physical health monitoring, especially respiratory rate and level of consciousness should
be carried out when either oral or parenteral rapid tranquillisation is given.
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Appendix 1:
Preliminary tests of protective equipment shown to be viable in circumstances where
resistance to direction and/or physical intervention is required
o Face masks: Face masks have proved viable in physical intervention (PI) scenarios without
presenting significant difficulties other than a tendency for the wearer to experience mild
discomfort due to raised temperature resulting from the face covering.
o Eye/spit guards: Preliminary tests have indicated that these are effective when used in the
physical intervention activity. There appears to be minimal condensation resulting in diminished
vision. There can be issues with full face protection being dislodged during episodes of
physical intervention which may require the availability of another person to replace headwear
for those engaged in implementing holds.
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o Aprons: Preliminary tests indicate that aprons provide hindrance to those engaged in physical
intervention and become easily displaced, ripped off and thereafter providing a slip hazard. At
this stage, significant caution should be given to the use of aprons.
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o Scrubs: Scrubs have shown to be effective during preliminary tests in providing some
protection while not representing obstacles to PI. Scrubs are recommended for PI teams.
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o Gloves: Rubber gloves and elbow length gloves have proved effective during preliminary tests
during episodes of PI. Gloves could represent an increased risk of pinching the skin for those
subject to holds resulting from the increased grip that can be achieved from the glove over that
that would normally be experienced by the naked hand. This should be a consideration within
physical intervention procedures.
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o Disposable overalls: These have not yet been tested during physical intervention although
should also be considered where available.
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Appendix 2:
Management of LD&F Service Users on the Wards:
Challenging behaviour in people with LD / Severe Mental illness / Autism are of an increased risk during the
current period of restricted movement as routines are disrupted. There is potential risk of increase of
restrictive practice to manage these behaviours as familiar staff may change and service users
environment through changes related to managing COVID19.
People with Learning Disabilities/Autism fall into the physically vulnerable group for COVID19. This means
they may struggle to understand or become anxious about the condition and the measures for isolation and
management of physical health aspects of COVID19. This is recognised as a potential risk in terms of
escalating behaviour. The following points should be considered in managing potential situations:
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COVID19 and the surrounding issues will generate anxiety for all, for service users reasonable adjustments
should be considered to facilitate and engage with the service users LD & F inpatient units should consider
the following points, so proactive approaches are used. Information should be produced in a simple format
at the earliest opportunity that describes, supports and shows evidence of interaction to achieve the
following:
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a. Easy read materials should be accessible and abundant, these should be used to explain and
engage considering: Social stories, explanations, by trying to engage in a fun and relaxed ways
(see appendices for easy read materials))
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b. The process should be targeted, and interactive in manner consider working with speech and
language therapists to develop approaches that support the above
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c. Where practical consideration to relaxation of certain restrictions, as isolation intensifies, around
contact with home access and support of loved ones via social media or other mediums
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d. Consider what changes may look like and how these (handwashing etc) may challenge service
users and what can be done differently to achieve the same task

What precautions to take to reduce COVID19 (considering sensory issues and frequency of hand
washing etc) – what alternatives may work
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e. Understand the individual needs of each service user and impact of COVID19, through a
PBS/safety plan with staff being aware of triggers for potential behaviours

g. Capacity assessment to understand and support best interest decisions
h. Team Safety huddles to discuss emerging themes and changes, relating to risks
i.

Identification of relative risks related to the virus and behaviour that may escalate

j.

Clear medication plans – if required

k. PPE in place and accessible – to manage a range of challenges from standard infection control to
hazards such as spitting for potentially infected
l.

Consider secondary and Tertiary guidance as stated in the main document
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Appendix 3:
Management of delirium during a COVID-19 Outbreak:
Delirium is an acute confusional state that can happen when someone is ill. It is a SUDDEN change over a
few hours or days and tends to vary at different times of day. This may lead to agitated and or behaviour
that may challenge. People may be confused at times and then seem their normal selves at other times.
People who become delirious may start behaving in ways that are unusual for them - they may become
more agitated than normal or feel sleepier and more withdrawn. People with dementia are more prone to
becoming delirious.
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The recommendations follow two key themes. First, good general care including prevention, early
detection, and non-pharmacological management should be provided as systems allow. Second, because
of the ease of transmission of COVID-19, the risk of harm to others may exceed risk of harm to the
individual and this may necessitate earlier use of pharmacological treatments for potentially risk behaviour.
(See Appendix A).

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C0081-Speciality-guide-Palliative-careand-coronavirus.pdf
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Management of this symptom, which is distressing for both relatives and staff (patients are usually unaware
of what they are doing at this time) can be troublesome. Through use of the medications, this can usually
be managed effectively. The prevention of delirium is better than the cure, so meticulous adherence to
delirium prevention strategies (orientation, prevention of constipation, management of hypoxia, etc) is
essential. Adoption of daily screening, using Single Question in Delirium (SQiD) and / or 4AT rapid test for
delirium (Appendix B) (https://www.the4at.com/) to detect early and treat cause.

https://www.bgs.org.uk/resources/coronavirus-managing-delirium-in-confirmed-and-suspected-cases
12

(Appendix A)
1. Enhanced implementation of screening for delirium in at risk groups and also regular assessment
for delirium using a recommended tool (e.g. the 4AT www.the4AT.com1). This may be increasingly
constrained by staff and time limitations.

2. Reduce the risk of delirium by avoiding or reducing known precipitants. Actions include: regular
orientation, avoiding constipation, treating pain, identification and treatment of superadded
infections early, maintaining oxygenation, avoiding urinary retention and medication review. See
the SIGN delirium guidance 2
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3. With respect to behavioural disturbance, always look for and treat direct causes including pain,
urinary retention, constipation, etc. Where these interventions are ineffective or more rapid control
is required to reduce the risk of harm to the patient and others, it may be necessary to move to
pharmacological management earlier than would normally be considered. In these circumstances
we would recommend the guidance provided in the SIGN guidance2, but in more urgent situations
would advise referring to the NICE Guidance on Violence and Aggression3.
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4. If patients are treated using the NICE rapid tranquillisation interventions, please monitor for side
effects, vital signs, hydration level and consciousness at least every hour until there are no further
concerns about the person’s physical health. Be mindful of use of benzodiazepine with respiratory
depression. In older adults note the British National Formulary maximum dosage for haloperidol is
5mg in 24 hrs, but we would suggest a more conservative approach with maximum 2mg in 24
hours in the first instance. Where higher dosages are required please seek specialist advice.
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5. Note the usual guidance of caution with use of medication in older people, and especially certain
medications in people with Parkinson’s disease or dementia with Lewy bodies (eg antipsychotic
medication)

6. Delirium may cause considerable distress amongst both staff and families in addition to the patient.
Provision of information around delirium is important using locally available resources. Booklets are
available through the SIGN website: https://www.sign.ac.uk/pat157-delirium4
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Appendix 4:

Guidance on Managing patients with Suspected COVID-19 Symptoms who Refuse to Selfisolate
nd
2 April 2020

Introduction
This guidance is temporary from the above date and it should be noted that we are expecting
regulations to be issued following the Coronavirus Act 2020 receiving Royal Assent. It is likely that
these regulations will be issued within 3 weeks but in the meantime we need to have a process in
place for staff who encounter service users who refuse to self-isolate.
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It remains the case, even in the wake of the emergency powers, that the MHA should only be used
‘with respect to the reception, care and treatment of mentally disordered patients and other related
matters’. Under no circumstances can the MHA be used to enforce treatment, restrictions or
isolation that is unrelated to the management of a person’s mental health.
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In the interests of public protection we need to ensure that we balance the rights of
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individuals with the need to act reasonably and responsibly as an organisation to prevent
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the spread of Corona Virus.
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Inpatients on HPFT Wards
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If and when guidance is issued by the DHSC addressing this precise position, then such guidance
should be followed. Until then, however, this document attempts to outline what seems to be the
most pragmatic approach to dealing with these cases.
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In the event that any patient, either detained or informal, presents with COVID-19 symptoms, the
patient should be asked to self-isolate in the isolation area designated on the ward for the
appropriate isolation period. Case-by-case reviews will be required where any patient is unable
due to a lack of capacity, or refuses to follow advice on containment and isolation. HPFT should
decide the appropriate use of the relevant legal framework for each case, with support from senior
medical colleagues and the Mental Health Legislation department as required. The risk of crosscontamination puts other service users and staff at significant risk - actions taken by staff should
be the least restrictive option and proportionate to the risks identified.
Patients who are detained under the Mental Health Act
In the event that a detained patient presents with potential COVID-19 symptoms, the patient
should be asked to self-isolate in their room on the ward for the isolation period. If this advice is
declined, the RC should consider the ‘risk of harm to others’. There are existing procedures to
manage ‘risk of harm to others’ in inpatient areas. This would be a scenario where someone due
to their mental disorder has an unreasonable belief that they do not need to self-isolate for the
14

protection of others and their refusal to self-isolate is a symptom or manifestation of their mental
disorder. These include but are not restricted to de-escalation, restrictive interventions and
seclusion/segregation. It may be necessary to implement some or all of these restrictive measures
using the existing guidance to ensure that the patient’s dignity and rights are protected.
Informal Inpatients
In the event that an informal patient presents with potential COVID-19 symptoms, the patient
should be asked to self-isolate in their room on the ward for the isolation period. In the event that
the patient refuses and they have capacity to do so and are deemed low risk then the MDT should
consider discharge.
In addition a decision may be required as to whether they need to be assessed under the Mental
Health Act if their mental disorder is affecting their decision making and it is due to their
unreasonable belief that they do not need to self-isolate for the protection of others or themselves.
Patients who lack capacity
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The Mental Capacity Act (MCA) is used when an individual lacks the mental capacity to make a
specific decision. In regard to COVID-19, this could include decisions relating to their care e.g. the
patient does not understand the need to use oxygen therapy to help their breathing. Staff can
make a best interest decision on behalf of their patient unless there is a Health and Welfare
Attorney or Court Appointed Deputy who can be contacted to make the decision.
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In an emergency situation, treat first unless there is awareness of a legitimate advance decision to
the contrary. Proportionate restriction or restraint, which does not amount to a ‘deprivation of
liberty’, is permitted under the Mental Capacity Act for the protection of the individual.
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The MCA is not used for the protection of others; e.g. if the decision relates to the patient’s
understanding of the need to remain isolated for the protection of others, The Health Protection
(Coronavirus) Regulations 2020 would apply and you can record in the patient’s clinical records
that the patient’s liberty is restricted for the wider public interest.
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Discharged Patients
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If the patient is discharged as a result of a refusal to self-isolate, consideration should be given to
reducing the risk of harm to others in the community. In the event that the patient is resident in a
supported housing or residential housing, ward staff should inform the managers of the home of
the potential COVID-19 symptoms and a notification should be made to Public Health England or
the police.
Powers under Regulation 14 of The Health Protection (Coronavirus) Regulations 2020
Following the implementation of the Coronavirus Act 2020, there are powers for Public Health
Officers and police officers to compel the enforced removal of a potentially infectious person for a
period of assessment and/or screening for COVID-19. This power exists if the Public Health
Officer/police officer has reasonable grounds to suspect that that person is potentially infectious
and it is reasonable (a) in the interests of the person, (b) for the protection of other people, or (c)
for the maintenance of public health.
Who does this Power relate to?
In the UK, the power is conferred only on public health officers, constables and immigration
officers in the UK. A Public Health Officer is an officer of the Secretary of State designated by the
Secretary of State or a registered public health consultant.
15

At present there is no clear process in place for how we contact Public Health Officers or
Police to be supported with this legislation. When this is available it will be circulated.
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For further advice or to discuss individual cases please contact your Mental Health
Legislation department in the first instance.
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