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Executive summary  

This policy provides a standard framework for the multi-disciplinary team to make 
an assessment and decision on support requirements for patients requiring 
enhanced care in acute clinical areas. 

The scope of this policy includes patients who have potential to deteriorate 
clinically, or are at risk to themselves or others due to behavioural challenges, 
psychological conditions, mental health, effects of medication (eg. opiates or 
sedation) and the care environment. 

A new section has been added specifically for the risk assessment and care of 
Hi-Care patients in side rooms. It is explicit that if for clinical reasons the only 
safe option is for a patient to be nursed in a side room, one to one nursing 
care must be provided as assessed by the specific Risk Assessment on NIV 
which then must be approved at DCN level. Alternative interventions will have 
been explored and the team believes only increased resources to provide levels 
of close proximity supportive observation and care will maintain safety for the 
patient, staff and other people nearby. 

Matrons / CSNP and Ward / Department Managers are responsible for 
completing the prescription for enhanced care and reviewing this on a daily basis. 
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1. Introduction 

 
1.1 A wide range of patients and circumstances are present within an acute hospital 

environment. People may deteriorate clinically, physically or psychologically which 
affects their state of self-control and ability to maintain personal safety. 

1.2 This can be due to drug administration (e.g. sedation / potent analgesia) or acute 
changes to their clinical state (e.g. electrolyte imbalance or hypotension). 

1.3 This can also be due to underlying conditions (e.g. Dementia) or unstable behaviour 
patterns, mental health deterioration or diagnosed psychiatric disorder. 

1.4 Supportive observation will be seen as an integral part of a therapeutic plan. The 
purpose of supportive observation is to ensure the sensitive monitoring of the 
persons physical state, behaviour and mental state, enabling a rapid response to any 
change, whilst at the same time fostering positive therapeutic relationships. This may 
be achieved by establishing good rapport with the person using services, promoting 
their coping skills and being aware of their individual needs. 

1.5 Good practice in supportive observation is essential: This policy follows the principles 
embodied in the Mental Health Act 1983 Code of Practice published 2015, NICE 
Clinical Guidelines NG 10, The Mental Capacity Act (MCA) 2005, National 
Collaborative on Enhanced Care (NHSi 2019), Safer Nursing Care Tool (Shelford 
Group, 2018) and the Standard Nursing Midwifery Councils Practice Guidance. Care 
should be taken to ensure that supportive observations do not contravene a patient’s 
rights. 

  
2. Scope 

 
2.1  This guidance is relevant to all clinical staff and should be applied when the close 

monitoring of the persons physical, behaviour and/or mental state is required. 
 
3. Purpose 

 
3.1 The purpose of this policy is to ensure the appropriate resources and skillset of staff 

is available to observe and care for deteriorating patients, minimise the risk of harm 
to potentially suicidal, violent or vulnerable patients. This is delivered as part of a 
broader risk management, clinical intervention and care plan.  

 
4. Explanation of Terms Used 

 
4.1    The Mental Health Act (MHA) 2007 makes provision for the compulsory detention 

and treatment in hospital of those with mental health disorder. It is part of the   
legislative framework, which aims to provide a consistent and comprehensive 
approach to psychiatric care in England & Wales. 

 
4.2 The Mental Capacity Act (MCA) 2005 applies to everyone involved in the care, 

treatment and support of people aged 16 and over living in England and Wales who 
are unable to make all or some decisions for themselves. The MCA is designed to 
protect and restore power to those vulnerable people who lack capacity. 
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4.3 DoLS: Deprivation of Liberty Safeguards. The Deprivation of Liberty Safeguards 
(DOLS) is an addendum to the Mental Capacity Act (MCA) and it affects patients 
cared for in a hospital or care home setting. It is a statutory framework for 
authorising the deprivation of liberty of people who lack the mental capacity to 
consent to treatment or care which is in their best interests. It is unlawful to deprive 
a patient without capacity of their liberty other than in accordance with the Mental 
Health Act. DOLS therefore provides ASPH with a legal framework in order to 
deprive patients of their liberty only in those cases where it’s absolutely necessary 
to do so. DOL safeguards apply to long term patient in a hospital setting aged 18 or 
over, therefore an application should not be made for an outpatient, a day case 
patient or short stay patients. Staff must always seek to avoid deprivation of liberty 
and consider all alternatives. 

 
4.4 Terminology 

 
Cohort Grouping of patients in a bay or area 
 
Consent the voluntary and continuing permission of the person to 
 receive a particular treatment 

 
NA Nursing Associate (NMC Registered) 
 
HCA Healthcare Assistant 
 
Hi-Care Patients requiring Level 1 / 1.5 / 2 care in ward areas 
 
High Risk care Plan 24 hour care plan defined by the mental health team 

 
1:1 One to one patient care 
 
1:2 One to two patient care 
 
RMN Registered Mental Health Nurse 
 
RN Registered Nurse  

  
 
5. Duties and responsibilities 

  
5.1     The Trust Board has a legal duty to ensure the health, safety and welfare of all staff  

that work at the Trust. 
 

5.2 The Chief Nurse is the Executive Board Lead for nursing practice and has overall 
responsibility for the implementation and effectiveness of the nursing role within the 
Observation and Supportive Therapeutic Engagement Policy. 

 
5.3 The Medical Director is the Executive Board Lead for Medical practice. They have 

overall responsibility for the implementation and effectiveness of the Medical role 
within the Observation and Supportive Therapeutic Engagement Policy. 
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5.4 The Operational Director has responsibility for ensuring that staffing resources are 
sustained to maintain safe levels of Observation and Supportive Therapeutic 
Engagement. 

 
5.5 The Duty Consultant has responsibility to provide clinical medical expertise to 

support clinical staff in identifying patients who need additional support and 
supervision whilst in hospital. They should support staff to 

 
 Review risk assessments,  
 Lead clinical decision making to ensure patient safety for those who require 1:1 

care, e.g. patients on NIV nursed in side rooms. 
 Receive escalations where there are issues with providing 1:1 care and advise 

on cohorting patients. 
 

 
5.5 The Divisional Chief Nurses, Matrons and Clinical Nurse Site Practitioners have the 

responsibility to support clinical staff in identifying patients who may need additional 
support and supervision whilst in the hospital. They should support staff to:  
 Review risk assessment documents (e.g. falls, learning disability and mental 

health concerns), 
 Inform appropriate decision making around those people who may require 

additional care and supervision and  
 Signpost for additional support e.g. LD Liaison, Psychiatric Liaison. 
 Ensure patient safety and maintain the appropriate level of supervision and 

observation for patients who do require 1:1 care in a number of circumstances.  
 Review staffing levels to ensure that appropriate levels of supervision can be 

provided based on the outcomes of the risk assessments, and where necessary 
to authorise movement of staff from other areas or authorise additional staffing.  

 Release staff for training when required.  
 Ensure all staff are aware of and comply with this policy 
 Matrons will also complete the prescription for enhanced therapeutic care / 

specialing (appendix 3) – this will be reviewed on a daily basis by the Matron or 
CSNP 

 
 

5.6 The Ward Manager/ Sister or Nurse in Charge of shift is responsible to: 
 Ensure staff are using appropriate risk assessment documents (e.g. falls, 

NEWS, learning disability and mental health) when assessing patients to enable 
the identification of those people who will require additional care or 
observation/support. 

 Cohort patients where possible who need additional levels of observation for 
example those treated with Non Invasive Ventilation (NIV) ,to make best use of 
staffing resources. 

 Allocate ward team members to provide ‘arms-length’ 1:1 care avoiding the use 
of additional temporary staff whenever possible. 

 Monitor the quality/ frequency of observation and record keeping ensuring 
accurate documentation as per NMC Code.  
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 Escalate to the Matron in hours or Clinical Nurse Site Practitioner out of hours if 
it is felt that the additional level of supervision cannot be met from within the 
team.  

 Review the level of care daily or more frequently if there is change in the 
patient’s condition. 
Identify knowledge and skills deficits within the team and arrange training for 
staff accordingly 
 
The Ward Manager is accountable for ensuring the systems described above 
are in place, and for investigating and learning if they are not followed.  

 
6. Policy 

 
6.1 Observation and Engagement of Patients 

Observation is an important skill for all staff. The aims of placing a patient on 
observation are usually: 
 Detect any changes to the patients physical or psychological state, 
 To ensure critical medical equipment continues to function effectively e.g. NIV 
 To prevent patients from harming themselves. 
 To prevent violent or unpredictable patients from harming others. 
 To prevent vulnerable patients at significant risk from being harmed by others. 
 To prevent or limit opportunities for a patient to abscond from a clinical area. 
 To prevent a patient who is vulnerable from accidental harm i.e. falls. 
 
The observing member of clinical staff is able to interact therapeutically with the 
patient on a one-to-one basis by encouraging communication, listening and 
conveying to the patient that they will be responded to and cared for. Observing a 
patient is a difficult and demanding task that calls for empathy and engagement, 
combined with a readiness to act. The patient and/or carer, wherever possible, 
should be involved in the decision making process of both implementing and 
reviewing the level of observations. 
 

6.2 Ligature Risk Minimisation 
 

Generally clinical environments contain lots of equipment that is vital for 
patient care and comfort, some are permanent fixtures within the environment 
others are brought in for individual patient needs.  Most of these pieces of 
equipment could also be used as anchor points for attaching ligatures to.  However 
it is unreasonable and impractical to remove these from areas as this could be 
detrimental to the care of patients.   
 
An anchor point is anything which could be used to attach a ligature to for the 
purpose of hanging or strangulation. Most environments will provide a large number 
of anchor points. 
 
A ligature is anything that serves for binding or tying up, a bandage, belt or cord etc. 
– this definition is very wide and staff need to keep this in mind as to what 
constitutes a ligature.   
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Anchor points generally exist from 0.7m above ground to ceiling height, however 
people intent on self-harm can be very inventive and staff must bear this in mind,    

 
Therefore ligature minimization needs to combine three factors:  
 

 Managing the patient 
 Managing objects  
 Managing the place where the patient is treated 

 
Managing The Patient 
 
The levels of supportive observation are outlined in this policy however particular 
attention should be paid to paragraph 7 “Levels Of Supported Observation”  - which 
outlines the levels of observation, however if the patient is of that much a risk it will 
be hard to justify moving away from within arm’s length observation (para 7.1) 
equally the staff member caring for the patient should have the skills and 
competence as outlined in para 7.3. 
 
Managing Objects 
 
As a part of assessing the risk all objects that are moveable and not pertinent to 
patient care, these should be taken out of the environment and far enough (beyond 
arms reach and beyond the reach of any implement the patient may use to extend 
their reach). All objects that are not capable of being moved or pertinent to patient 
care must be managed (i.e no pieces of discardable medical equipment and plastic 
cutlery to be retrieved, intact directly after a meal). Removing such articles that are 
likely to cause harm are interventions or mitigations and should be recorded in the 
patient risk assessment at Appendix 2 under “planned interventions”. 

 
Managing The Location Of The Patient 
 
Consideration should also be given to where the patient is accommodated and a 
general rule is where the patient is local to other people and where staff pass 
frequently in order to provide another layer of observation, this makes it harder for 
the patient to harm themselves. Other staff should also be alerted to the risk 
assessment of the patient so they are aware of the potential risks posed by the 
patient and can support the member of staff directly in charge of the patients care.  
Again the location of the patient should be recorded in the patient risk assessment 
at Appendix 2 under “planned interventions”. 
 
It is vital that staff use the ongoing assessment and observations attached to 
Appendix 2 as this reflects the near “real time” management of the patient and 
interventions that have taken place to help support and justify their continued care. 

 
6.3 Risk 

 
The decision to use an increased level of observation & engagement is based on a 
variety of factors. This includes the risk assessment of the patient’s vulnerability at 
that moment in time. Risk assessment/management is a complex process involving 
objective data (such as patient history, behaviour, etc.), data from third parties 
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(including relatives, carers) and discussion with all members of the clinical team and 
with the patient themselves.  
 

a) Risk assessment, care planning and management requires continuous 
review, documentation and communication between all parties involved. 
Specific interventions are required to observe for changes, respond 
appropriately with care interventions and manage challenging behaviour. The 
risk assessment documentation should sit alongside the care plan and be 
updated accordingly if new risks are identified. 

 
Patients cared for in side rooms are at increased risk of un-noticed deterioration 
and should have a higher frequency of visual observation, vital sign checks and 
remote monitoring where indicated.  

 
b) Side rooms and patients with NIV 
A Risk Assessment for patients with NIV in side rooms needs to be performed, 
documented and approved by the DCN.  If for clinical reasons the only safe 
option is for NIV to be delivered in a side room 1:1 nursing must be provided and 
a risk assessment completed’ One to one care should be in place for all patients 
with NIV in a side room unless a risk assessment determines a different 
solution. This would also need to approved by Medicine DCN or another DCN 
and Consultant in charge. Full documentation of observations are required as 
per the Risk assessment. The one to carer should have a full safety brief by the 
Nurse In Charge of the ward. ‘  
‘Where there are a number of NIV patients in side rooms early consideration 
should be given to cohort nursing in a ward bay’ 
‘Escalate to the duty consultant, CNSP and Site Manager as appropriate where 
there are issues/concerns  with either of the above’ 

 
6.4 De-escalation  

 
The key to effective de-escalation is highly developed communication skills to foster 
positive therapeutic relationships. Techniques to enhance de-escalation are: 

 building an effective rapport 
 empathy  
 calming  
 non-confrontation interactions 
 minimising threat  
 negotiation  
 compromise (agreeing to any reasonable requests)  
 distraction and meaningful activities  

 
6.5 ‘Art of doing nothing’  

 
The ‘art of doing nothing’ and ‘watch and wait’ are important strategies in high risk 
situations where it is safe to apply them. These interventions can seem counter-
intuitive and require staff confidence and understanding. These strategies must only 
be used if it has been assessed as being safe and appropriate to do so, and if it is 
judged that the individual’s behaviour may settle as a result. The situation must be 
continuously evaluated and judgments need to be made as to whether the situation 
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is getting better or worse and needs escalation. These interventions can improve 
the individual’s experience of care. 
 

6.6 Leave and return 
 
‘Leave and return’ is a strategy to be used when someone is resisting non clinical 
care (washing or shaving, for example) and requires good judgment from staff. 
Constant informal risk assessment is needed, along with adequate supervision, 
opportunities to discuss and debrief dilemmas and staff being trusted to use their 
judgment. It must be noted that if a patient requires medical intervention or another 
essential intervention (e.g. a soiled incontinence pad needs changing), brief 
physical interventions may be necessary.  
 
 
 

6.7 Assessment 
 
Wherever possible assessments should be made jointly by nursing and medical 
staff (and should include the patient if appropriate) using the appropriate risk 
assessment tool. The core risk assessment matrix is outlined below. There are 
specific tools for Accident & Emergency Department (see appendix 1) and Inpatient 
wards (see Appendix 2) and should be reviewed every 24 hour period or if the 
patients’ presentation changes. 
 
The Psychiatric Liaison Service can also undertake and document a risk 
assessment to determine the appropriate level of observation required. This will be 
documented in the High Risk Care Plan. 
 
The Supportive Observation and Therapeutic Engagement record (see Appendix 4) 
should be completed for every 24 hour period that the patient is on observations. All 
decisions should be recorded in the patients’ medical notes. 
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6.8 Risk Assessment Guidance 
 

Level of 
observation 

Menu of interventions 
 

Side Room Care Hi-Care 
Assessment and 

Interventions 

Risk of Falls Risk of 
absconding 

Delirium / Acute 
Confusion 

Other clinical 
risks (including 
mental health) 

Intermittent 
supportive 
observation 
SNCT Level 0 
Needs met by 
provision of 
usual ward 
care 
Risk:  very 
low / low 
 

 Nurse in Charge (NIC) to Inform 
Ward Sister / Charge Nurse 

 patient’s whereabouts must be 
checked and recorded a 
minimum of twice an hour 

 Additional family support e.g. 
relaxed visiting times – Johns’ 
Campaign 

 Consider relocation of patient in 
area of high visibility 

 Use available equipment to 
minimise risk – refer to Falls 
policy 

 Review medications with 
pharmacist and doctor 

 Identify and treat causes of 
delirium 

 
 
 
 
 
 
 
 
 
 
 

The patient is able to 
recognise changes in 
condition, 
communicate 
effectively and call for 
help when required 
(call bell and shout) 
 
The nurse makes a 
visual and verbal 
check every 30 
minutes 

The patient is 
independent with 
NIV care and not 
compromised 
clinically or 
cognitively from 
baseline. 
 

Patient may be 
identified as 
being at risk of 
falls.  
 
No history of 
actual fall Pre-or 
during 
admission. 
 

Patient has the 
capacity to 
understand & 
retain information 
with regards to 
remaining in 
hospital.  
 
Limited risk to 
health and safety 
if they were to 
leave the 
hospital against 
medical advice 

Patient may 
require regular 
support, 
reassurance and            
re- orientation to 
the ward.  
 
Can be 
occasionally 
agitated and 
restless. 
 
 

NEWS Score is 
within normal or 
adjusted acceptable 
threshold for 
individual. 
 
Patients with a 
mental health 
condition, but no 
immediate plans to 
harm themselves or 
others 
 
Patients who have 
previously been at 
risk of harm to self 
or others but are 
now in a process of 
recovery 

Within 
Eyesight 
 
SNCT Level 
1a / 1b  
 
Risk: 
Medium 

 Ward Sister/ Charge Nurse (NIC) 
to Inform Matron/ site manager 

 Patient should be kept within 
sight by the person observing 
them at all times during the day 
and night* 

 When leaving ‘within eyesight’ 
zone the allocated staff member 

The patient is able to 
recognise a change in 
condition and call the 
nurse using the call 
bell and shout. 
15 minute visual and 
verbal checks by the 
nurse / HCA by 

Continuous patient 
vital signs 
monitoring is in 
place and observed 
correctly *(this 
reflects the need for 
continuous 
observation – ‘within 

Patient identified 
as being at risk 
of falls with one 
or more of the 
following: 
 
- An actual fall 

Patient lacks the 
capacity to 
understand & 
retain information 
with regards to 
remaining in 
hospital.  
 

Patient is agitated 
and restless and 
requires 
therapeutic 
intervention to 
reduce risk of 
harm e.g.: pulling 
out an indwelling 

NEWS – trigger 
point reached and 
patient at risk of 
deterioration 
requiring escalation 
under care of 
outreach team with 
additional nursing 
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Level of 
observation 

Menu of interventions 
 

Side Room Care Hi-Care 
Assessment and 

Interventions 

Risk of Falls Risk of 
absconding 

Delirium / Acute 
Confusion 

Other clinical 
risks (including 
mental health) 

is responsible for ensuring 
another team member is present 
to cover this role for the period 
whilst they are ‘out of eyesight’. 

 Refer to psychiatric liaison team 
 Relocation of patient in area of 

high visibility 
 Communicate & escalate at 

safety huddle. 
 Use available equipment to 

minimise risk (see falls policy) 
 Additional family support e.g. 

relaxed visiting times / carers 
care – use of ‘this is me’ forget 
me not or patient passport as 
required 

 Refer to Specialing action cards. 
 Rule out or Identify and treat 

potential causes of delirium 
 Refer to delirium policy 
 Consider DOLs Application or 

MHA assessment 
 
*In some instances, following risk 
assessment, there may be two 
patients requiring ‘within eyesight 
observations’ who are ‘observed’ by 
one staff member. 

opening the door and 
being at least 2 meters 
away. 
In situations where the 
patient has cognitive 
impairment / delirium / 
confusion or not able 
to follow instructions / 
unco-operative then 
they require ‘arms 
length’ observation 
and are classified as 
high risk 
 
 

eyesight’) 
 
Alarms are set and 
can be heard and 
are responded to in 
the ward area. 
 
The patient is 
briefed on using the 
emergency buzzer if 
there is a serious 
change to condition 
that requires 
immediate 
treatment. 
 

has occurred 

- To maintain 
safety the patient 
needs to be 
within eyesight at 
all times 

- Patient is 
impulsive and/or 
unable to use 
nurse call bell 

GREEN level 
interventions 
have not been 
adequate to 
ensure patient 
safety. 

Patient at risk of 
leaving the 
clinical area but 
will remain with 
minor 
persuasion.  
 

device, entering 
other patients’ bed 
space 
 

care to maintain 
safety. 

 
The patient’s Risk 
Assessment 
indicates that they 
could at any time; 
make an attempt to 
harm themselves 
and/or be actively 
suicidal or a 
serious risk to 
others, 

Continuous 
1:1 
observation 
(within arm’s 
length) 
 
SNCT Level 
2/3 
 
Risk: High / 

 Continuous 1:1 care (within 
arm’s length) – consider need for 
RMN; escalate to Matron/site 
manager. 

 If significant aggression or 
unpredictable behaviour 
including self-harm security 
should be considered. 

 Refer to psychiatric liaison team 
 Rule out/ identify and treat 

potential causes of delirium  

A nurse or HCA is 
present at all times 

 
NIV Core Care Plan 
and 1:1 care at all 
times 
 
Level 1.5/2 High 
Care policy to be 
followed 
 
 
 

Patient is 
identified as 
being at 
significant risk of 
falls with serious 
harm and one or 
more of the 
following is 
present: 
 
- Patient has a 

Patient has 
significant mental 
health needs and 
has attempted/is 
attempting to 
leave the clinical 
environment 
 
Consider DOLs 
application or 
Mental Health 

Patient is 
threatening to or 
has actually 
caused harm to 
themselves  
Patient is 
threatening to or 
has actually 
caused harm to 
others  
 

Patient has 
deteriorating / 
compromised organ 
failure that requires 
more intensive 
monitoring e.g. 
Tracheostomy or 
requiring side room 
isolation for infection 
 
Patient is 
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Level of 
observation 

Menu of interventions 
 

Side Room Care Hi-Care 
Assessment and 

Interventions 

Risk of Falls Risk of 
absconding 

Delirium / Acute 
Confusion 

Other clinical 
risks (including 
mental health) 

Very High  Consider DOLs Application or 
Mental Health Act assessment - 
Seek advice from safeguarding 
lead, site team or Psychiatric 
Liaison Team. 

 Communicate & escalate at 
safety huddle. 

 
If risk is very high consider need 
for second member of clinical staff 
in close vicinity 

cognitive 
impairment and 
requires 
specialised 1:1 
care to prevent 
further harm / 
injury 

- An actual fall 
with harm has 
occurred 

AMBER level of 
interventions are 
not adequate to 
maintain safety 
 
 

Act 
Assessment 
document 
decision 
outcome. 
 
 

considered to be at 
an immediate high 
level of risk of 
suicide and/or 
seriously harming 
themselves or 
others 
 
The patient is on 
NIV 
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6 Levels of Supportive Observation 
 

6.3 The assessment above (Green / Amber / Red) links to the decision making tool 
regarding interventions / resources required (Appendix 1 & 2) 
 
Three levels of supportive observation form the basis of this policy: 
 

 Intermittent supportive observation  
 Within eyesight supportive observation 
 Within arm’s length supportive observation 

 
To avoid confusion, these are the only terms that may be used in documenting and 
communicating supportive observation levels. When deciding what levels of supportive 
observation would be most appropriate for a patient, the following should be taken into 
account.  
 
(1) The risks and current physical and mental state of the patient  
(2) Has a mental capacity assessment been completed? 
(3) The views and preferences of the patient, as far as is possible. 
 
The Matron (out of hours - CSNP) will be responsible for completing the prescription for 
enhanced therapeutic care / Specialing (appendix 3) and authorising booking of extra 
staff (including RMN). 
 
It is important where at all possible to obtain the informed consent of the patient when 
placing them on supportive observations. If the patient does not give their consent to 
supportive observations, their capacity to consent to this care approach should be 
assessed and recorded. If they have the capacity to refuse supportive observations, 
they can still be initiated using the principle of best interest or the interest of others as 
we have a duty of care towards the people under our care. If the patient lacks the 
capacity to refuse supportive observations consideration should be given whether a 
Deprivation of Liberty Safeguards (DoLS) application should be made. 
 
If the person is detained under the MHA and does not consent to supportive 
observations, they can still be initiated under Section 63 of the MHA 1983 (Treatment 
not requiring consent) if the decision to initiate supportive observations  is given by or 
under the direction of the Approved Clinician or using the principle of best interest if the 
Approved Clinician is not immediately available.  
 
The reasons why staff have assessed that supportive observations are necessary 
should be carefully explained to the person using services. The rationale for the 
decisions made must be recorded in the person’s clinical record. 
 
NB we must consider factors such as gender, cultural or religious sensitivities when 
allocating staff for observation & engagement duties. 
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Level of observation Menu of interventions 
 

Intermittent supportive 
observation 

 Nurse in Charge (NIC) to Inform Ward Sister / Charge Nurse 
 patient’s whereabouts must be checked and recorded a minimum of twice 

an hour 
 Additional family support e.g. relaxed visiting times – Johns’ Campaign 
 Consider relocation of patient in area of high visibility 
 Use available equipment to minimise risk – refer to Falls policy 
 Review medications with pharmacist and doctor 
 Identify and treat causes of delirium 

 
SNCT Level 0 
Needs met by provision of 
usual ward care 
 
Risk:  very low / low 

Within Eyesight 
 Ward Sister/ Charge Nurse (NIC) to Inform Matron/ site manager 
 Patient should be kept within sight by the person observing them at all 

times during the day and night* 
 When leaving ‘within eyesight’ zone the allocated staff member is 

responsible for ensuring another team member is present to cover this 
role for the period whilst they are ‘out of eyesight’. 

 Refer to psychiatric liaison team 
 Relocation of patient in area of high visibility 
 Communicate & escalate at safety huddle. 
 Use available equipment to minimise risk (see falls policy) 
 Additional family support e.g. relaxed visiting times / carers care – use of 

‘this is me’ forget me not or patient passport as required 
 Refer to Specialing action cards. 
 Rule out or Identify and treat potential causes of delirium 
 Refer to delirium policy 
 Consider DOLs Application or MHA assessment 
 
*In some instances, following risk assessment, there may be two patients requiring 
‘within eyesight observations’ who are ‘observed’ by one staff member.  

 
SNCT Level 1a / 1b  
 
Risk: Medium 

Continuous 1:1 
observation 

(within arm’s length) 

 Continuous 1:1 care (within arm’s length) – consider need for RMN; 
escalate to Matron/site manager. 

 If significant aggression or unpredictable behaviour including self-harm 
security should be considered. 

 Refer to psychiatric liaison team 
 Rule out/ identify and treat potential causes of delirium  
 Consider DOLs Application or Mental Health Act assessment - Seek 

advice from safeguarding lead, site team or Psychiatric Liaison Team. 
 NIV must have continuous 1:1 care whilst in a side room. Staff should 

consider cohorting with other NIV patients where possible for best use of 
resources 

 Communicate & escalate at safety huddle. 
 
If risk is very high consider need for second member of clinical staff in 
close vicinity 

 
SNCT Level 2/3 
 
Risk: High / Very High 

 

7.3 Staffing/ Competencies 

  
It is the responsibility of the nurse in charge to nominate a staff member with the 
appropriate competency and skill required to safely carry out the level of supportive 
observation. Staff members undertaking supportive observations should be familiar 
with the following. 
 

 The patient, their history, background and risk factors.  
 The ward/department and potential environmental risks. 
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 Risk assessment of both physical and mental health.  
 Management and engagement of people at risk of harming themselves or 

others.  
 The levels of supportive observations  
 Therapeutic opportunities in supportive Observations 
 Initiating purposeful interactions. 

   
 
7.4 Review of Supportive Observations  
 

The matron will review the supportive observation status of the patient daily. For 
Continuous 1:1 observation (within arm’s length) there should be a review during 
the day and also before the night shift. If the clinical team decide this level of review 
is unnecessary the reasons why and the next proposed review date and time 
should be fully recorded.  

   
 All decisions regarding observation will be recorded in the person’s Multi-
 disciplinary team’s notes. Records should include:  
  1) Rationale for supportive observation/therapeutic engagement  
  3) An assessment of the current level of risk 
  4) Specific level of observation to be implemented 
  5) Clear directions regarding the therapeutic input within the observation  
  period   
   
7.5 Record Keeping  
 

Staff responsible for supportive observation must keep a detailed record of the 
patients’ behaviour, physical and mental state as follows:  

 
Intermittent Supportive Observation: A minimum of 2 entries an hour on 
observational sheet and a summary in patients notes at end of each shift.  

 
Within Eyesight Supportive Observation: An entry every 15 minutes and a summary 
in patients notes at end of each shift.  
 
Within Arm’s Length Observation: An entry every 15 minutes and a summary in 
patients notes at end of each shift.  
 

 
N.B. There will be a detailed handover from the staff member completing the period 
of supportive observation to the person who would be commencing the observation  

   
 

7.6     Training 
Staff required to carrying out Supportive Observation will have the opportunity to 
attend the trust control & restraint training. 
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8 Stakeholder Engagement and Communication 
This policy has been developed using the information supplied by the NHSi learning 
collaborative (Enhanced Therapeutic Specialing) and supplementing aspects 
related to Mental Health care – Surrey and Borders Partnership policies. 
The policy has been discussed in the psychiatric liaison interface meeting and with 
the Nursing, Midwifery and Allied Health professional Board, chaired by the Chief 
Nurse. 

 
9 Approval and Ratification 
 

 The policy has been disseminated to the members of the Safeguarding 
Committee for comment and approval. 

 The Nursing, Midwifery and Allied Health Professional Board will review and 
approve the policy. 

 The policy will be ratified at the Trust Executive Committee. 
 
10 Dissemination and Implementation 
 

The policy will be published on Aspire when launched; there will be links to the 
policy on the trustnet ‘safeguarding & capacity’ pages. 

 
11 Review and Revision Arrangements 

 
The policy will be reviewed annually by the author or delegate. 

 
Any relevant changes in national guideline/legislation or identification of any gaps 
will trigger a review of this policy. 

 
12 Document Control and Archiving 

 
This policy will be uploaded to Trustnet by the Quality Team when the policy has 
been ratified and previous policies will be archived appropriately. 

 
 13 Monitoring compliance with this Policy 

 
Measurable 
Policy Objective  
 
 

Monitoring/ 
Audit method 

Frequency of 
monitoring 

Responsibility for 
performing the 
monitoring 

Monitoring 
reported to which 
groups/ 
committees, inc 
responsibility for 
reviewing action 
plans 

Daily review of 
matrons 
‘prescription for 
enhanced care’ 
Staff resource 
allocation for 1:1 
observation 

Compliance 
with 
guidelines for 
requesting 
additional 
staff 

Quarterly Divisional Chief 
Nurses 

 

Nursing and 
Midwifery 
Workforce 
Strategy and 
Scrutiny Group 
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Appendix 1: A&E Risk Assessment Tool 
 
 
 
 
 
 
 
 
Confirm the following as “Yes” or “No” 

Has the patient told you that they have self-harmed or overdosed? Yes No 

Has the patient told you that they intend to harm themselves or others? Yes No 

Is the patient agitated or restless? Yes No 

Is the patient confrontational or threatening? Yes No 

Is the patient likely to abscond? Yes No 

Is the patient tearful or upset? Yes No 

Is the patient sad or hopeless? Yes No 

Is the patient confused or disorientated? Yes No 

Do you have concerns regarding the patients’ safety? Yes No 

Is the patient able to understand information about their treatment? Yes No 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Print Name  Signature  

Date & Time    

 

Complete this assessment for the following presentations: 
- Head injury with any LoC 
- Intent to self-harm/ Actual self-harm 
- Alcohol/Drug intoxication 
- Any mental health presentation 
- Delirium and/or dementia 
- Stated intent to abscond or previous history of absconding 

Based on your assessment above, CIRCLE RISK LEVEL BELOW 

Risk: Very Low/ Intermittent 
supportive observation 
Patient with mental health or emotional problems. 
Not distressed and fully co-operative. 
Medical review within 2 hours. 

Risk: Low/ Intermittent supportive 
observation 
Patient may be showing clear signs of mental illness or 
distress, is co-operative and agrees to wait. 
Check every 30 minutes. 
Medical review within 1 hour. 

Risk: Medium/ Within Eyesight 
observation  
Patient is agitated, restless, pacing, making threats to 
leave, possible risk of harm to self or others. 
Inform security.  
High visibility cubicle. 
Medical review within 15 minutes. 

Risk:  high/ Within arm’s length 
observation (Continuous 1:1) 
Patient is violent, making immediate threats to harm 
self or others. 
Security to attend. Complete form overleaf. 
High visibility cubicle. 
Immediate medical review. 

 
 
 

ID Label Here 
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ALWAYS 
DOCUMENT YOUR ACTIONS AND INTERACTIONS WITH THE PATIENT 

IN THE MEDICAL NOTES 
 

This form has been adapted from RCEM – The Patient Who Absconds (May 2013), Royal Cornwall Hospitals Emergency Department 
Mental Health Triage Tool (August 2013) and Australasian College of Emergency Medicine - Guidelines for the Implementation of the 
Australasian Triage Scale (ATS) in Emergency Departments (January 2013) for use at St Peter’s Emergency Department (April 2016) 

Emergency Department Proforma v1.1  – April 2016 

 

Appearance 

Skin colour, 
ethnicity 

 

 

Height  

Hair (colour, 
style) 

 Build  

Facial hair  

 

Glasses  

Eye colour  Dress (i.e. style, 
inappropriate 
considering weather) 

 

Any distinguishing features i.e. tattoos, piercings, and scars. 

Escalation & Communication:   Medium risk/ High risk  to be communicated to Nurse in Charge  

to assess and allocate required supervision. If staffing levels are insufficient, escalate to: 

 In hours - manager/matron or Divisional Chief Nurse as appropriate 

 Out of hours to CSNP 

Very Low risk/ Intermittent supportive observation: Can be left alone in the waiting room with 
intermittent comfort checks. 

Low risk/ Intermittent supportive observation: Minimum interaction with patient. Can wait in the 
waiting room Not a serious risk of harm to self or others.  Patient unlikely to leave care setting. 
Comfort checks every 30 minutes. 

Medium risk/ Within Eyesight observation: Patient to be moved to high visibility cubicle. Inform 
security, although not necessary to attend immediately. Complete description form above. Comfort 
checks every 15 minutes. Notify consultant-in-charge; suggest medical review within 15 minutes. 

High risk/ Within arm’s length observation (Continuous 1:1) : Requires RMN/RN constant 
supervision, including escorting to the toilet, eating (use of utensils). Ask security to attend. Notify 
consultant-in-charge; suggest immediate medical review. 
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Ongoing Assessment and Observations 

Time General Behaviour, mood attitude Sign and print name 

00.00-01.00   

01.00-02.00   

02.00-03.00   

03.00-04.00   

04.00-05.00   

05.00-06.00   

06.00-07.00   

07.00-08.00   

08.00-09.00   

09.00-10.00   

10.00-11.00   

11.00-12.00   
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Ongoing Assessment and Observations 

Time General Behaviour, mood attitude Sign and print name 

12.00-13.00   

13.00-14.00   

14.00-15.00   

15.00-16.00   

16.00-17.00   

17.00-18.00   

18.00-19.00   

19.00-20.00   

20.00-21.00   

21.00-22.00   

22.00-23.00   

23.00-00.00   
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APPENDIX 2: In Patient Risk Assessment  
 
 
 
 
 
 
 
 
 
 
 
 

Based on your assessment (overleaf) please tick the level of observations below 

Intermittent supportive observation  

Within Eyesight observation   

Within arm’s length observation (Continuous 1:1)  

Summary of risk factors relating to observation plan: 

Absconding Harm Delirium Infection/requires 
side room 

 

Tracheostomy/ 

Non Invasive 
Ventilation 

Mental Health Falls Other 

Please give details: 

 
 

Known risk triggers/changes in behaviour which would increase risk: 

 

 

Planned interventions (include competency of staff i.e. HCA/RMN) 

 

Initial Matron / CSNP Prescription 

Please circle 
requirements 

Eyesight Arm’s length 
No additional 
Resources 

Approve Extra 
HCA  RMN  RN 

Approved By (print)      Date/Time 

Over the past 24 hours has the level of observation 

Increased  Decreased  Remained the same  

Approved By (print)      Date/Time 

In Patient 24 Hour Risk Assessment & Matron Prescription 
 
Complete for the following presentations 
 Head injury with any LoC 
 Intent to self-harm/ Actual self-harm 
 Alcohol/Drug intoxication 
 Any mental health presentation 
 Delirium and/or dementia 
 Falls risk 
 Requiring a side room 
 NEWS – trigger point reached 

 
Name 
 
DoB 
 
Hospital No 
 
NHS No 
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Matron (or delegate) to review requirements every morning. Use a new template. 

 

Risk of Falls Risk of absconding 
Delirium / Acute 

Confusion 
Other clinical risks 

(including mental health) 
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Patient may be identified as being 
at risk of falls.  
 
No history of actual fall Pre-or 
during admission. 
 

Patient has the capacity 
to understand & retain 
information with regards 
to remaining in hospital.  
 
Limited risk to health and 
safety if they were to 
leave the hospital 
against medical advice 

Patient may require 
regular support, 
reassurance and            
re- orientation to the 
ward.  
 
Can be occasionally 
agitated and restless. 
 
 

NEWS Score is within 
normal or adjusted 
acceptable threshold for 
individual. 
 
Patients with a mental 
health condition, but no 
immediate plans to harm 
themselves or others 
 
Patients who have 
previously been at risk of 
harm to self or others but 
are now in a process of 
recovery 

Patient identified as being at risk 
of falls with one or more of the 
following: 
 
 An actual fall has occurred 
 To maintain safety the patient 

needs to be within eyesight at 
all times 

 Patient is impulsive and/or 
unable to use nurse call bell 

 
GREEN level interventions have 
not been adequate to ensure 
patient safety. 

Patient lacks the 
capacity to understand & 
retain information with 
regards to remaining in 
hospital.  
 
Patient at risk of 
‘accidently’ leaving the 
clinical area but will 
remain with minor 
persuasion.  
 

Patient is agitated and 
restless and requires 
therapeutic intervention 
to reduce risk of harm 
e.g.: pulling out an 
indwelling device, 
entering other patients’ 
bed space 
 

NEWS – trigger point 
reached and patient at risk 
of deterioration requiring 
escalation under care of 
outreach team with 
additional nursing care to 
maintain safety. 

 
The patient’s Risk 
Assessment indicates that 
they could at any time; 
make an attempt to harm 
themselves and/or be 
actively suicidal or a 
serious risk to others. 

Patient is identified as being at 
significant risk of falls with serious 
harm and one or more of the 
following is present: 
 Patient has a cognitive 

impairment and requires 
specialised 1:1 care to 
prevent further harm / injury 

 An actual fall with harm has 
occurred 

AMBER level of interventions are 
not adequate to maintain safety 

Patient has significant 
mental health needs and 
has attempted/is 
attempting to leave the 
clinical environment 
 
Consider DOLs 
application or Mental 
Health Act Assessment 
document decision 
outcome. 
 
 

Patient is threatening to 
or has actually caused 
harm to themselves  

Patient is threatening to 
or has actually caused 
harm to others  

 

Patient has deteriorating / 
compromised organ failure 
that requires more intensive 
monitoring e.g. 
Tracheostomy or requiring 
side room isolation for 
infection or Non Invasive 
Ventilation 
 

Patient is considered to be 
at an immediate high level 
of risk of suicide and/or 
seriously harming 
themselves or others 
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Ongoing Assessment and Observations 

Time General Behaviour, mood attitude Sign and print name 

00.00-01.00   

01.00-02.00   

02.00-03.00   

03.00-04.00   

04.00-05.00   

05.00-06.00   

06.00-07.00   

07.00-08.00   

08.00-09.00   

09.00-10.00   

10.00-11.00   

11.00-12.00   
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Ongoing Assessment and Observations 

Time General Behaviour, mood attitude Sign and print name 

12.00-13.00   

13.00-14.00   

14.00-15.00   

15.00-16.00   

16.00-17.00   

17.00-18.00   

18.00-19.00   

19.00-20.00   

20.00-21.00   

21.00-22.00   

22.00-23.00   

23.00-00.00   
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Appendix 3: Action Card for Enhanced Care & Supportive Observation 
 

Action card for Enhanced Care & Supportive Observation 

 
The patient you are looking after today has been identified as someone who requires 
enhanced levels of supervision as they are at risk of deterioration. 
 

What you can expect of us 

 Specials 
signature 

Nurse in charge 
signature 

full orientation of the Ward   

location of emergency equipment and emergency alarms   

full handover of patient’s condition including: history, 
background, specific risk factors and current care plan 

  

familiarise yourself with the patients care plans and risk 
assessments 

  

Advised whether you remain with allocated patient at all 
times or supervise a cohort of patients within a bay 

  

Advised what level of observation required for your patient: 

*Intermittent supportive observation   

*Within Eyesight observation    

*Within arm’s length observation (Continuous 1:1)   

*Delete as appropriate   

 
What we expect of you 

You will be expected to stay with the patient at all times; you must inform the nurse in 
charge and ensure a replacement ‘observer’ if you need to leave the patient for any 
reason.  

You will be expected to actively contribute to the patient’s daily needs, this list is not 
exhaustive:  assisting with personal hygiene, support with drinking and eating, toileting and 
emptying commode or catheters, complete relevant charts including NEWS score. 

 
What we do not expect from you 

Sleeping on duty 

Reading books / magazines unless this is involving the patient 

Eating or drinking by the patient’s bedside or in clinical areas unless this is involving the 
patient 

Using a mobile phone or other electronic device unless this is involving the patient 
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Appendix 4 : Acuity and Dependency Definitions (Shelford Group) 
 
Level 0   Many patients will fall into this category  

 Elective medical or surgical admission 
 May have underlying medical condition requiring on-going treatment 
 Patients awaiting discharge 
 Post-operative / post-procedure care - observations recorded half hourly initially 

then 4-hourly 
 Regular observations 2 - 4 hourly 
 Early Warning Score is within normal threshold. 
 ECG monitoring 
 Fluid management 
 Oxygen therapy less than 35% 
 Patient controlled analgesia / Nerve block 
 Single chest drain 
 Confused patients not at risk – ‘within eyesight’ 
 Patients requiring assistance with some activities of daily living, require the 

assistance of one person to mobilise, or experiences occasional incontinence 
 
Level 1A   These are acutely unwell patients 

 Increased level of observations and therapeutic interventions 
 Early Warning Score - trigger point reached and requiring escalation. 
 Post-operative care following complex surgery 
 Emergency admissions requiring immediate therapeutic intervention. 
 Instability requiring continual observation / invasive monitoring 
 Oxygen therapy greater than 35% + / - chest physiotherapy 2 - 6 hourly 
 Arterial blood gas analysis - intermittent 
 Hours 25-48 following insertion of tracheostomy, central lines, epidural or multiple 

chest or extra ventricular drains 
 Severe infection or sepsis 

 
Level 1B  These are highly dependent patients 
 Complex wound management requiring more than one nurse or takes more than one 

hour to complete. 
 VAC therapy where ward-based nurses undertake the treatment 
 Patients with Spinal Instability / Spinal Cord Injury 
 Mobility or repositioning difficulties requiring the assistance of two people 
 Complex Intravenous Drug Regimes - (including those requiring prolonged preparatory 

/ administration / post-administration care) 
 Patient and / or carers requiring enhanced psychological support owing to poor disease 

prognosis or clinical outcome 
 Patients on End of Life Care Pathway 
 Confused patients who are at risk or requiring constant supervision – ‘arms length’ 
 Patients requiring 1 to 1 care (specialing) 
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 Requires assistance with most or all activities of daily living, always requiring 2 people 
to reposition 

 Potential for self-harm and requires constant observation 
 Facilitating a complex discharge where this is the responsibility of the ward-based 

nurse End of life care 
  
 
Level 2   These are acutely unwell patients nursed in identified and designated wards such 
as Aspen, BACU, HASU and AMU on admission   
 Deteriorating / compromised single organ system 
 Post-operative optimisation (pre-op invasive monitoring) / extended post-op care. 
 Patients requiring non-invasive ventilation / respiratory support; CPAP / BiPAP in acute 

respiratory failure 
 First 24 hours following tracheostomy insertion 
 Requires a range of therapeutic interventions including: 
 Greater than 50% oxygen continuously 
 Continuous cardiac monitoring and invasive pressure monitoring 
 Drug Infusions requiring more intensive monitoring e.g. vasoactive drugs (amiodarone, 

inotropes, GTN) or potassium, magnesium 
 Pain management - intrathecal analgesia 
 CNS depression of airway and protective reflexes 
 Invasive neurological monitoring 
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Appendix 5 : High Frequency Observation Record 

 

Assessment and Observation Record  Date  

  Initials & Exceptions / Escalations 

Time  Document any change or concerns: 
behaviour, mood, attitude, overall 
clinical condition 

On the 
Hour 

15 min 30 min 45 min 

00.00-
01.00 

     

01.00-
02.00 

     

02.00-
03.00 

     

03.00-
04.00 

     

04.00-
05.00 

     

05.00-
06.00 

     

06.00-
07.00 

     

07.00-
08.00 

     

08.00-
09.00 

     

09.00-
10.00 

     

10.00-
11.00 
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11.00-
12.00 

     

12.00-
13.00 

     

13.00-
14.00 

     

14.00-
15.00 

     

15.00-
16.00 

     

16.00-
17.00 

     

17.00-
18.00 

     

18.00-
19.00 

     

19.00-
20.00 

     

20.00-
21.00 

     

21.00-
22.00 

     

22.00-
23.00 

     

23.00-
00.00 
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EQUALITY IMPACT ASSESSMENT 
 
Equality Impact Assessment Summary 
 
Name and title: David Sills Dementia & Admiral Nurse Lead 
Policy: Supportive Observation and Therapeutic Engagement Policy 
 
Background 

The authors; Professional Lead for Safeguarding and Deputy Chief Nurse – Workforce 
were involved in the Equality Impact Assessment 

Methodology 

We have taken into consideration any likely effects of the policy on individual’s race and 
ethnic origin, disability, gender, culture, religion or belief, sexual orientation, age. 

Key Findings 

There have been no adverse impacts for any equality group identified at the time of 
assessment. 

Conclusion 

The policy will allow staff to provide equal care when supporting and engaging patients 
with no impact on individual’s race and ethnic origin, disability, gender, culture, religion or 
belief, sexual orientation, age. 

Recommendations 

No Changes identified at time of writing 
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CHECKLIST FOR THE REVIEW AND APPROVAL OF DOCUMENTS 
 
To be completed (electronically) and attached to any document which guides practice 
when submitted to the appropriate committee for approval or ratification. 
Title of the document:  
Policy (document) Author:  David Sills  
Executive Director: Sue Tranka  
 

  
Yes/No/ 
Unsure/
NA 

Comments 

1. Title   

 Is the title clear and unambiguous? Yes  

 
Is it clear whether the document is a 
guideline, policy, protocol or standard? 

Yes  

2. Scope/Purpose   

 
Is the target population clear and 
unambiguous? 

Yes 
 

 Is the purpose of the document clear? Yes  

 Are the intended outcomes described? Yes  

 
Are the statements clear and 
unambiguous? 

Yes 
 

3. Development Process   

 
Is there evidence of engagement with 
stakeholders and users? 

Yes  

 
Who was engaged in a review of the 
document (list committees/ 
individuals)? 

 

Safeguarding committee 

Nursing, Midwifery and AHP 
Professional Board 

 
Has the policy template been followed 
(i.e. is the format correct)? 

Yes  

4. Evidence Base   

 
Is the type of evidence to support the 
document identified explicitly? 

Yes 
Shelford Acuity and 
Dependency Scoring Tool and 
NHSE/I Guidelines 

 
Are local/organisational supporting 
documents referenced? 

Yes  

5. Approval   

 

Does the document identify which 
committee/group will approve/ratify it? 

 

Yes  
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Yes/No/ 
Unsure/
NA 

Comments 

 
If appropriate, have the joint human 
resources/staff side committee (or 
equivalent) approved the document? 

n/a  

6. Dissemination and Implementation   

 
Is there an outline/plan to identify how 
this will be done? 

Yes  

 
Does the plan include the necessary 
training/support to ensure compliance? 

Yes  

7. Process for Monitoring Compliance    

 
Are there measurable standards or 
KPIs to support monitoring compliance 
of the document? 

Yes  

8. Review Date   

 
Is the review date identified and is this 
acceptable? 

Yes  

9. 
Overall Responsibility for the 
Document 

  

 

Is it clear who will be responsible for 
coordinating the dissemination, 
implementation and review of the 
documentation? 

Yes  

10. Equality Impact Assessment (EIA)   

 Has a suitable EIA been completed? Yes  

 
Committee Approval : Nursing, Midwifery and AHP Professional Board 

If the committee is happy to approve this document, please complete the section below, date it 
and return it to the Policy (document) Owner 

Name of 
Chair 

Andrea Lewis (Chief nurse) Date 12/12/2020 

Ratification by Management Executive (if appropriate) 

If the Management Executive is happy to ratify this document, please complete the date of 
ratification below and advise the Policy (document) Owner 

Date: n/a 

 

 


