[image: image4.jpg]Bwrdd lechyd Prifysgol
Betsi Cadwaladr
University Health Board








	Ein cyf / Our ref: 599/22/FOI 


	Dyddiad / Date: 21st March 2023


Further to your request for information dated 21st February 2023, I am pleased to provide the following response. 
Your request and our response:
1. Are you currently, or have you ever, taken part in a pilot study of the Oxevision system?
No
2. Are you currently, or have you ever, made use of the Oxevision system or any other visual monitoring system?
No

3. Do you carry out any visual monitoring, recording or surveillance whilst patients they are situated in their bedrooms?
Patients are regularly checked / observed by nursing staff, No electronic monitoring takes place.

4. How many patients have been monitored using the Oxevision system? Please provide a month-by-month breakdown of this data, up to the current month beginning the 1· February 2023.
N/A

5. A copy of any information given to patients about the pilot study using the Oxevision system and any other visual monitoring system.
N/A

6. A copy of patient consent forms for patients participating in Oxevision system pilot study.
N/A

7. Do you obtain patient consent by another means apart from consent form?

Please provide documentation.
N/A
8. Please provide a copy of any policies that you have relating to the Oxevision or other visual surveillance systems of patients.
The Therapeutic Engagement and Observation policy is implemented across the MH&LD Division. This policy has recently been revised, currently with Executive Director for approval, current version embedded below. 

[image: image1.emf]MHLD AC002 -  Therapeutic Engagement & Observation Policy - V6 (1).pdf


In addition, Medium Secure Unit, Ty Llywelyn, has two aspects to its CCTV provision: internal and external cameras, these are managed under the Health board policy (HS23). As a secure hospital CCTV is a requirement for specific areas as per national secure care guidelines guidelines.  There are no cameras in patient bedrooms and are only sited in communal areas. Policies aligned to the above is embedded below. 

[image: image2.emf]CCTV form Ty  llywelyn 2023.docx



 EMBED AcroExch.Document.DC  [image: image3.emf]HS23 - CCTV and  Body Worn Video (BWV) Policy - V1.0 (1).pdf



We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg


_1740809375.pdf
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1.  INTRODUCTION/OVERVIEW 


 
This document sets out the appropriate procedures and authorised responsibilities, in 
respect of the use and installation of CCTV surveillance systems and Body Worn 
Video (BWV) operated by or on behalf of Betsi Cadwaladr University Health Board 
(BCUHB). 
 
2. POLICY STATEMENT 


 
BCUHB is committed to providing a safe and secure environment for all staff, patients, 
and visitors to its premises and services.  To assist with this BCUHB has CCTV and 
BWV on many of its sites/locations. 
 
The purpose of CCTV and BWV operated by or on behalf of BCUHB is for: 
 
1. The prevention or detection of crime and / or disorder;  
2. The apprehension and prosecution of offenders (including use of images as 


evidence in criminal proceedings);  
3. In the interest of public and employee health and safety;  
4. The protection of public health;  
5. The protection of BCUHB property and assets.  


 
Images and recordings, hereon referred to as “data”, captured by CCTV and BWV are 
considered personal data under Data Protection legislation. 
 
This document takes account of the following:  
 
 The Data Protection Act 2018  


 “In the picture: A data protection code of practice for surveillance cameras and 
personal information”, issued by the Information Commissioners Office, version 1.2 


 The Human Rights Act 1998  


 UK General Data Protection Regulation (UK GDPR) 
 Police and Criminal Evidence Act 1984 
 IG policies and procedures  


 
3. AIMS / PURPOSE 


 
The aim of this document is to articulate consistent working practices, and provide 
guidance in relation to the use of CCTV and BWV operated by, or on behalf of, 
BCUHB. These practices will protect data held by the Health Board whilst allowing the 
appropriate level of access to material when requested by individuals or other 
agencies such as the Police, subject to there being a justified legal basis as defined in 
section 2. 
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4. OBJECTIVES 


 
This policy covers all data recorded by CCTV and BWV controlled by BCUHB.  This 
will include the viewing, copying, and disclosure of the data in accordance with 
legislation. 
 
Responsibility for the data held on each CCTV system (or multiple systems) will be 
managed by the hospital director for the 3 acute sites, community hospital 
administrators for community sites, and a nominated individual with managerial 
responsibility for all other sites, hereon referred to as “leads”. 
 
These leads will ensure that a Standard Operating Procedure; a template of which is 
available within the CCTV Procedure, is implemented for those CCTV system/s, and 
will identify all authorised persons / roles who are permitted to view / access the CCTV 
footage. A BCUHB Standard Operating Procedure for CCTV has been developed to 
operate alongside this policy and can found on the BCUHB intranet. 


 
5. SCOPE 


 
This policy applies to all staff, patients, members of the public, service users, students, 
contractors, volunteers, those on honorary contracts, and any other individuals 
working for other employers / organisations on behalf of BCUHB, such as security 
guards.  
 
It covers all CCTV systems and BWV operated by or on behalf of BCUHB. 
 
Any staff member who misuses any CCTV system or BWV operated by or on behalf 
of BCUHB may be subject to disciplinary proceedings. Any individuals working for or 
on behalf of BCUHB may also be reported to the police for possible criminal 
investigation. 
 
CCTV systems will not be used to routinely monitor the workforce to ensure they 


comply with organisational policies or procedures. However, images of staff may be 


used if it is identified that staff are possibly involved in criminal activity, gross 


misconduct or behaviour which puts others at risk. All such matters are to be 


investigated in accordance with Workforce and Organisational Development policies 


& procedures. 


 
 
The document does not cover the use of images used as part of an individual’s 
treatment plan, for example, patients who are in seclusion, or are the subject of 
enhanced monitoring requirements. 
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6. ROLES AND RESPONSIBILITIES 
 


Chief Executive 
 
The Chief Executive has overall responsibility for Data Protection and Information 
Security within BCUHB. As accountable officer, they are responsible for the 
management of the organisation and for ensuring appropriate mechanisms are in 
place to support the safe and secure handling of information. 
 
Executive Director of Workforce and Organisational Development 
 
The Executive Director for Workforce and Organisational Development assumes the 
lead responsibility for Security of the Health Board which includes all CCTV & BWV 
systems owned or operated on behalf of BCUHB. 
 
The Executive Director for Workforce and Organisational Development delegates 
Strategic and Operational aspects of CCTV to the Associate Director for Health Safety 
& Security and the Head of Health and Safety. 
 
Corporate Health and Safety Team 
In addition to the delegated strategic and operational aspects of CCTV, the Corporate 
Health and Safety Team have responsibility for providing specialist security advice to 
BCUHB. This will include the use and location of CCTV and BWV and the 
implementation of this policy and the associated Standard Operating Procedure for 
CCTV. 
 
Data Protection Officer 
 
The Data Protection Officer has delegated responsibilities from the Chief Executive 
specifically with regards to compliance with Data Protection legislation and the rights 
of data subjects. 
 
Director of Estates and Facilities  
 
The Director of Estates and Facilities is responsible for the overall management of the 
CCTV systems in regards to the installation, maintenance and repair (including 
contracts), as well as CCTV signage.  They must ensure that this policy is complied 
with for all sites. 
 
They will ensure that any external organisation providing installation / maintenance 
and processing services related to CCTV is subject to a written contract with clearly 
defined responsibilities, ensuring that information is only processed in accordance with 
BCUHB instruction, and includes guarantees related to security, storage and 
appropriately trained staff in accordance with legislation. 
 
They will ensure that where users identify defects or failures to any CCTV systems, 
there are processes in place for prompt assessment and repair within acceptable 
timelines. 
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Information Governance 
 
Information Governance will be responsible for Subject Access Requests under Data 
Protection legislation, the approval of Police requests via SA3 forms, and Information 
Commissioner Office registration, which will include the use of CCTV and BWV. 
 
Leads  
 
All leads as identified in Section 4 of this document, will ensure that a Standard 
Operating Procedure, based on the template contained within the CCTV Procedure, 
is in place for their site, and reviewed at least annually, or before, if required.  
 
All CCTV & BWV users 
 
All identified authorised users of CCTV systems and BWV as identified in the Standard 
Operating Procedure completed by all Leads will be responsible for complying with 
this policy and associated procedures, and relevant legislation. 
 
They will ensure that all data is handled securely, breaches may result in internal 
and/or criminal investigations. 
 
It will be the responsibility of all authorised users of CCTV and BWV to report any 
defects, risks or concerns to their line manager who will liaise with the BCUHB Estates 
or BCUHB Head of Health and Safety as required. 
 
All users must be up to date with their mandatory Information Governance training. 
Any users working on behalf of the Health Board must attend appropriate training, 
which will include training on the use of CCTV and BWV systems, and their wider 
information governance responsibilities. 
 


All users are personally responsible for ensuring that no actual or potential security 
breaches occur as a result of their actions. Failure to comply with this and associated 
procedures may lead to disciplinary action, and could also result in criminal 
investigation. 
BCUHB Health & Safety members are classed as authorised persons for all BCUHB 
CCTV & BWV systems. 
 
7. INSTALLATION 
 
Any new or replacement CCTV systems operated by or on behalf of BCUHB must be 
jointly authorised by the Director of Estates and Facilities and the Associate Director 
of Health, Safety and Security or the Head of Health and Safety. 
 
New or replacement systems must include an appropriate training package from the 
system installers for all authorised users to confidently operate the CCTV system. 
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8. CAMERAS, IMAGES & SYSTEM CAPABILITIES 
 
It is essential that the location of the equipment be carefully considered, so as not to 
invade the privacy of persons outside the perimeter of BCUHB premises. Prior to 
installation a site survey will need to be conducted with a Corporate Health and Safety 
(Security) advisor and the contractor to ensure that any equipment installed is fit for 
purpose and complies with legislative requirements.  
 
A pre requisite of any installation will be that: 
 Cameras must be appropriately sited to provide clear images  
 All cameras are located in prominent positions within public and staff view and do 


not infringe on clinical / treatment areas unless authorised and appropriately risk 
assessed 


 Signage meets requirements of Section 9 of this policy. 
 
It is essential that the data produced by the equipment is as clear as possible in order 
to be effective for the intended purpose(s).  
 
Upon installation, all equipment is tested to ensure that only the designated areas are 
monitored and high quality images are available in live and play back mode with 
accurate time and date stamps. All CCTV equipment and BWV should be serviced 
and maintained on a regular basis, and managed through Estates or Health & Safety, 
as appropriate.  
 
Existing CCTV systems can be updated or replaced through the purchase and 
installation of improved cameras, providing there is no impact on the areas of 
coverage. This process should be continuous as legislation and technology changes. 
 
New systems installed following the date this policy is ratified must be capable of 
retaining images for 31 days. 
 
9. SIGNAGE 


 
Signs are to be erected on all entrance points to sites where CCTV is operated by or 
on behalf of BCUHB, as well as throughout the sites to ensure that staff, patients, and 
visitors are aware that they are entering an area covered by CCTV surveillance 
equipment. Example of signage is contained within the CCTV Procedure. 
 
Signs must be clearly visible with contact details of the Corporate Health and Safety 
Team displayed. They need to identify the details of the organisation operating the 
system and the purpose of its use, all signage must be bilingual (Welsh/English). 
 
Where users are wearing BWV, this must be obvious to the individual(s) they are 
recording, ideally by the use of signage or verbal declaration.  
 
10. VIEWING AND ACCESS TO IMAGES 
 
Monitors displaying live images are required to be placed in a restricted area where 
only authorised users can view them. Monitors currently displaying images to non-
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authorised users must be repositioned or switched off until they can be repositioned 
appropriately.   
 
The authorised user will be required to complete a CCTV Log which can be found in 
the associated CCTV procedure (link will be added), which records all times, dates 
etc. when the system has been accessed, and this must be made available to the 
Corporate Health and Safety (Security) team upon request. 
 
Devices used to record / store CCTV and BWV data must be placed in a restricted 
access area secured against unauthorised removal or tampering.  
 
Access to data  
 
Data Protection legislation provides an individual the right of access to information 
held on them and this can include CCTV / BWV footage. Requests for access to this 
data must be made via a Subject Access Request (SAR) to the Information 
Governance department. 
 
In the event that captured images of individuals not subject to the subject access data 
request cannot be redacted on a system, it will be a decision for the Data Protection 
Officer as to whether BCUHB can lawfully comply with the request. 
 
11. EQUALITY INCLUDING WELSH LANGUAGE 
 
An equality impact assessment has been conducted in relation to this document and 
no adverse impact has been identified. The Welsh Language is treated no less 
favorably than the English language. All information developed specifically for the 
public is available bilingually such as CCTV signage. All correspondence received 
from the public such as subject access requests will be forwarded to the Information 
Governance department in the language it was received. 
 
12. WELL-BEING OF FUTURE GENERATIONS 
 
The five ways of working have been interwoven within this Policy, those being:  
 Long term – balancing short-term needs with long-term needs.  
 Prevention – stopping problems happening or getting worse. 
 Integration – thinking about how this strategy works with other plans. 
 Collaboration – working together with other services to meet our goals.  
 Involvement – involving people so they have a say in decisions. 


 
13. ENVIRONMENTAL IMPACT 
 
This document has considered the impact it has upon the Enviroment, through 
frequent review of its content any environmental impacts can be considered. It is 
envisaged that any new CCTV systems will be of sufficient quality to have as low an 
impact on the environment as is reasonably practicable. 
 
14. RESOURCES 
There are resource implications to implementing this document as there will need to 
be appropriate professional experience and skills available in order for CCTV systems 
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to be reviewed prior to installation of new systems, for the viewing, retrieval and 
distribution of images. These will be impactful for the Associate Director of Health, 
Safety & Security. 
 
15. TRAINING 
 
All staff users must be up to date with their mandatory Information Governance 
training, which must be completed every 2 years. Any users working on behalf of the 
Health Board must attend appropriate training, which will include training on the CCTV 
and BWV systems, and their wider information governance responsibilities. 
 
Leads must arrange appropriate training for all authorised users of CCTV from CCTV 
installers in respect to its operation.  
 


16. IMPLEMENTATION 


 
This document will be reviewed and endorsed by the BCUHB Strategic Health & 
Safety Group and the Information Governance Group prior to being activated. This will 
allow for a wide-ranging consultation. 
 
This policy will be published in line with the corporate policy on policies, and 
awareness is raised via communication channels such as the weekly corporate 
bulletin, Information Governance bulletin, email alerts and Information Governance 
training. 
 
17. AUDIT & REVIEW 


 
This document will be reviewed by the document owner every 3 years. However, a 
review earlier than this may be prompted by factors including: 
 


 Legislative or regulatory changes. 


 Structural or role changes. 


 Operational or technological changes. 


 Changes in the rationale for CCTV and BWV deployment /use. 


 Organisational learning. 


 Audits and reviews of the effectiveness of the policy. 
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Therapeutic Engagement and Observation Policy 


 
 


10 KEY POLICY POINTS AND MUST DO’S.  
 
 
 


1. Each patient admitted to an inpatient setting will have an individual, potentially 


fluctuating level of risk. 
 
 


2. A  key  intervention  in  managing  risk  is  the  use  of  therapeutic engagement and 


observation.  Therefore, all inpatients are subject to observation. 
 
 


3. There are four intensities of observation, always described as set out below: 
 
 


a. Low-level intermittent observation. 


b. High-level intermittent observation. 


c. Continuous observation. 


d. Multi-professional continuous observation. 
 
 


4. Observations must always be clearly documented on the appropriate recording forms 
(Appendices 5 – 8, pages 24 – 30 of policy). 


 
 


5. An  assessment  of  risk  will  underpin  all  decisions  to  change  the intensity of 
observation (see section 4.5, page 11 of policy). 


 
 


6. Clinical notes must include the rationale for an increase or decrease in intensity of 
observation level. 


 
 


7. A  handover which includes physical sight  of  patients will  always occur between the 
incoming and outgoing shift. 


 
 


8. Observations cover the 24 hour period. This includes times when patients may be 
sleeping or resting. The policy requires staff to enter bedrooms to check on the physical 
and mental well being of patients and to ensure there is no loss of vital signs. 


 
 


9. Patients should be informed of the observations they are subject to and given a copy of 


the ‘Patients and Carers information leaflet’. 
 
 


10. All intensities of observation are an opportunity to engage with patients.
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1. Purpose of policy. 


This policy and procedure addresses the therapeutic engagement and observation of 
patients who are receiving care in wards and units provided by Betsi Cadwaladr University 
Health Board (BCUHB). It reflects contemporary guidance, terminology and definitions for 
practice issued by the National Institute for Health and Care Excellence (NICE 2015), which 
must be adopted across England and Wales. 


 


2. Definitions. 


 Observation is an intervention that is used both for the short-term management of 
disturbed/violent behaviour and to prevent self-harm (National Institute for Health and 
Care Excellence, NICE 2015).  This involves a two-way relationship, established 
between the patient and the member of staff, which is meaningful, grounded in trust, 
and therapeutic for the patient (NMC 2008). Observation also provides an opportunity 
to collaborate with the patient in managing their risks and to explore the key 
interventions required to manage those risks. 


 
Observation relates to the 24-hour period. (NB observation, in this context, must not be 
confused with physical observations that are conducted when a patient is physically 
unwell, has been physically restrained or who is subject to rapid tranquillisation.) 


 
 Avoidable Deaths (2006) suggest that observation above general observation should 
be considered if any of the following warning signs are present and all must be 
considered in relation to each individual: 


 
      History of previous suicide attempts, self-harm or attacks on others. 


      Hallucinations, particularly voices suggesting harm to self or others. 


 Paranoid ideas where the patient believes that other people pose a threat. 
 Thoughts or ideas that the patient has about harming themselves or others. 


      Past or current problems with drugs or alcohol. 


      Recent loss or significant life event. 


   Poor adherence to medication programmes or non-compliance with medication.                                           


      Marked changes in behaviour or medication. 


      Known risk factors. 


      Chronic physical health problems, especially in older people. 


      High levels of impulsivity. 


      High levels of hopelessness. 


      Significant levels of agitation. 


   When a person is unknown to services and is presenting for the first time in acute 
mental health crisis.  


 


 Physical health issues must be considered too, because either alone, or in combination 
with mental health problems, they may indicate the need for increased observation.  
Some of the conditions that may present increased risks to the patient’s well being are: 


 
     Coronary heart disease 


     Diabetes 


     Asthma 


     Blood pressure irregularities
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     Mobility problems. 


     Head injury. 


     Side effects of medication. 
 


 NICE NG10 (2015) has defined four types of observation. They should never be referred 
to as anything other than their full descriptions, listed below: 


 
a. Low-level intermittent observation. 


b. High-level intermittent observations. 


c. Continuous observation. 


d. Multi-professional continuous observation. 


 
A full definition of the four types or intensities of observation which are based on 
NICE NG10 (2015) guidance can be found in Table 1 (page 6). 


 


 All four types of observation can be applied to patients detained under the Mental Health 
Act 1983 without their consent, although such consent must always be sought. Even if 
the patient declines to consent, this procedure is applicable to them.  They retain the 
right to ask for a review of the observation to which they are subject. 


 


 All four types of observation may be applied to informal patients without their explicit 
permission, even though permission must always be sought. If the patient objects to the 
observation that they are placed on, the multidisciplinary team should consider the 
objection, patient safety is paramount in all decision making. Patients admitted 
informally to an inpatient facility who are assessed as lacking capacity may be treated 
under ‘best interests’ in the context of the Mental Capacity Act (2005). The appropriate 
assessment of capacity will need to be completed.  They retain the right to ask for a 
review of the observation to which they are subject. 


 


 Recovery and rehabilitation services will ordinarily work to a less intense level of 
observation than that described in this policy which can be found in Appendix 1.
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The following applies to all types of observation 


 At least once a shift a member of staff should set aside dedicated time to engage positively with 
the patient to assess the current risks and mental state of the individual. 


 Engaging with a person whilst carrying out observations can have a positive effect on levels of 
distress. 


 Assessment,   engagement   and   intervention   should   be   used   to   recognise,   prevent   and 
therapeutically manage disturbed or violent behaviour; risk to self; risk of neglect and absconsion. 


    The type of observation must be recorded in full in the clinical notes. 


 Observations cover the 24 hour period, which means going into patient’s bedrooms when the 
person is sleeping/resting to check on their physical and mental well-being and to ensure there is 
no detrimental changes to vital signs. 


 Patients on higher than low level intermittent observations should remain ward based and only leave 
the ward if escorted whilst having due regard for the patients legal rights. 


 At times, it may be necessary to search the patient and their belongings whilst having due regard 
for the patients legal rights. BCUHB’s MHLD 0013 - Searching Patients and their Property will be 
followed. 


 In some circumstances it may be necessary to temporarily remove belongings that could be used 
to inflict harm, however, any decision to do so by the MDT/Nursing team should only be made 
where it is reasonable and proportionate to the harm being avoided.  


    All observations will be recorded on the appropriate recording form (Appendix 5,6,7,8) 
 


Multi-professional continuous observation  
This observation is for patients assessed to be at the highest level of risk of harming themselves or others, 
who need to be supervised at close proximity, either at arm’s length or within eyesight. Harm to self 
includes accidental and deliberate. On rare occasions more than one nurse may be necessary. Issues 
of privacy, dignity and consideration of gender in allocating staff, also environmental dangers need to be 
discussed and incorporated into the care plan. Observation will be maintained when using lavatory or 
bathroom facilities. Patients subject to this level of observation should not leave the ward. 


 


Continuous observation 
This observation is for patients assessed to be an immediate threat to themselves or others and need 
to be kept within eyesight or within arm’s length of a dedicated one-to-one nurse. Observation will be 
maintained when using the lavatory or bathroom facilities. Patients subject to this level of observation 
should not leave the ward and immediate access to additional members of staff should be available if 
needed. When this level of observation is used, it must be clearly documented  
 
High-level intermittent observations  
This observation is appropriate when patients are assessed to be potentially, but not immediately at 
risk of suicide or potential risk to others. This means that the patient’s location must be checked at 
specified intervals ranging from once every15-30 minutes as agreed by the care team. Examples of 
this include patients with depression, but who have no immediate plans to harm themselves, or patients 
who have previously been at risk of harm to self or others, but who are in the process of recovery. 
Patients subject to high-level intermittent observation should not leave the ward environment without 
an appropriate escort, unless this is part of an agreed and documented care plan. 


 
Low-level intermittent observation 
This is the baseline level of observation in a specified psychiatric setting. The frequency of observation 
is once every 30-60 minutes. 


 


 
Table I: The four types of observation
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3.  Scope of policy 


The policy is applicable to most wards and units across BCUHB. Forensic and 
rehabilitation services take an approach appropriate to the service user group as 
detailed in Appendix 1 and 2. 
 


4.  Principles 


All intensities of observation are an opportunity to engage with patients and must not 
be regarded as just another task to be recorded. 
 
Research demonstrates that risk of suicide is reduced when a patient is given the 
opportunity to talk about their distressing thoughts and concerns. 
 
Use observation only after positive engagement with the patient has failed to dissipate 
the risk of violence or aggression. 
 
The primary function of therapeutic observations is to maintain patient safety. 
However, the process of observing patients affords staff the opportunity to monitor and 
assess behaviour, symptoms, physical well being and interactions. 
 
 


5.  Policy Statement 


 Every patient is subject to observation. Low-level intermittent observation is the minimal 
acceptable observation for all patients, which means the member of staff seeing the 
patient at least once an hour to ensure their physical and mental wellbeing is known. 
The location of all patients must be known to staff, but not all patients need to be kept 
within sight. 
 


 Observation tasks should be undertaken by registered nurses, who may delegate to 
competent persons. 
 


 The  decision  to  increase  or  decrease  the  intensity  of  observation  must  be 
underpinned by a robust assessment of risk, for example the Dynamic Appraisal of 
Situational Aggression (DASA) chart. 


 


 Explaining the purpose of observation to the patient is important.  Their perspective on 
observation, their gender and that of the member of staff providing observations must 
always be taken into account. Furthermore, any relevant aspects of equality and 
diversity issues must be considered, including the protected characteristics Age, 
Disability, Gender reassignment, marriage and civil partnership, pregnancy and 
maternity, race, religion and belief / lack of belief, sex, sexual orientation -  when 
addressing the patient’s needs for observation and engagement. 


 


 The patient must be provided with information about why they are being observed, the 
aims of the observation and how long it is likely to be maintained. The observation 
must, where appropriate, be communicated (with the patient’s approval) to the nearest 
relative, friend or carer. Full and summarised information sheets for patients, their 
advocates, families and carers and the public are provided at Appendix 4. 
 


 All observations must follow the processes and recording requirements set out in this 
document. 
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 The privacy and dignity of patients must be considered and maximised. However, It will 
always be balanced against the need to need to maintain safety. 
 


 All decisions about the type of observation to use must be based on key areas that help 
staff maintain relational security. They are: the whole care team, the other patients on 
the ward, the inside world of the patient and the connections the patient has with the 
outside world (Department of Health, See, Think, Act, 2010). 
 
 


6.0 Duties 


 Director of Nursing  /  Assistant Director of Nursing  / Heads of Operations. 
To ensure provision and distribution of a comprehensive, up to date policy, reflecting 
best practice, that is fit for purpose across all care groups. 


 


 Heads of Nursing / Service Managers. 
Heads of Nursing and Service Managers are responsible for the dissemination of this 
policy and procedure, to all their relevant staff. And for ensuring that all those staff are 
adequately trained in order that they understand it, comply with it, and implement it. 


 


  Matrons  / Ward Managers 
Training on the use of this policy is essential for all staff working in inpatient units.  Staff 
will undertake continuing personal development to maintain and enhance their patient 
engagement skills and associated observation skills. In addition, it is the responsibility 
of the ward manager to conduct informal training for all nursing staff (qualified and 
unqualified) on the ward in relation to observations and to ensure all staff are competent 
to carry out observations. Competency should also be discussed during supervision. 
Local induction of bank staff will include instruction on the therapeutic observation policy 
and they will be given a copy of the pocket book guide (Appendix 3). 


 


 Multi-disciplinary Team 
The patient’s   multidisciplinary   team,   normally   the   nursing   staff,   hold   the 
responsibility for deciding on variations to observation. The ways in which such changes 
can be made, and by whom, are set out within this document. 


 


  Governance 
The Governance team coordinates the review of all serious untoward incidents across 
the Division. The serious Incident review reports include trends in incidents including 
trends related to the consistent implementation of the Therapeutic Engagement & 
Observation Policy.  Such trends will be addressed to the policy authors and the 
Divisional Director and Assistant Director of Nursing and the Heads of Operation and 
Service delivery for appropriate action. 


 
 


7.0  Procedure 


7.1 Risk Assessment prior to admission 
 


Thorough and careful risk assessment underpins the application of appropriate types of 
observation. 


 
One of the main reasons for a person to be admitted to an inpatient setting is because 
their level of risks are deemed to have increased and it is no longer felt they can be 
offered safe care in a less restrictive setting. 
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It is therefore important that the referring team provides an accurate, up to date 
assessment of risk at the point of admission. The thorough risk assessment should detail 
the level and type of risk, in order that the receiving ward or unit can best assess the 
immediate level of observation necessary and ensure that the patient is admitted to the 
most suitable setting for their needs, their safety, the safety of other patients and staff. 
 


 
7.2 Risk Assessment and observation on admission 


 


 During the admission assessment and until the initial risk assessment is complete; the 
patient must be kept on continuous observation.  This can be achieved by asking the 
patient to stay in the social area of the ward in the company of staff or by taking the 
patient to a quiet room with a member of staff.  
 


 Inpatient team members must complete, as a minimum, a risk and mental health 
assessment within two hours of the patient’s arrival on the ward. 


 
 
7.3 Observation following the admission assessment 


 


 Once a full mental health and risk assessment has been completed a decision can be 
reached about the appropriate type of observation. This decision will be made by the 
admitting nurse (with a discussion with a Doctor and other nursing colleagues where 
possible) with the decision being conveyed to the  Nurse in Charge. The agreed 
observation will be implemented and recorded on the relevant ‘observation recording 
form’ and in the patient’s clinical notes.  A pocket guide for staff is provided at Appendix 
3. 
 


 For the 24 hours following admission, the patient should remain ward based regardless 
of the type of observation they are subject to. This is to enable a detailed risk 
assessment to be undertaken and in order that the ward staff can start to establish a 
relationship with the patient. 
 


 The rationale for the level of therapeutic observations will be recorded in the patients’ 
clinical notes. 
 
 
 


7.4    Carrying out observation 
 


 Nurses  - and other staff - undertaking observation must: 
 
    Be fully aware of the observation policy and procedure. 


    Work to use the time positively with the patient. 
  Ensure  they  are  fully  briefed  about  the  patient’s  history,  background,  


specific  risk  factors,  particular  needs  and  any  relevant  equality  and diversity 
issues i.e. Age, Disability, Gender reassignment, marriage and civil 
partnership, pregnancy and maternity, race, religion and belief/lack of belief, 
sex, sexual orientation. 


 Be familiar with how to access interpreting services if required. 


 Be familiar with the ward, the ward policy for emergency procedures and potential 
risks in the environment. 


 Be approachable, listen to the patient, know when self-disclosure and the 
therapeutic use of silence are appropriate and be able to convey to the patient a 
sense of their being cared about and for. 
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 The nurse in charge of each shift will provide clear and unambiguous instruction, 
management and leadership to others in the allocation of observation duties and 
ensure that those duties are carried out. 
 


 A handover of observations will occur between the incoming shift and outgoing shift 
and recorded on the appropriate observation form.   This will involve both nurses 
walking around the ward together, conversing with patients, checking on their physical 
and mental well-being and ensuring all patients who should be on the ward are 
physically present. 
 


 Therapeutic observations cover the 24 hour period.  At night, staff must continue the 
agreed type of observation.   This will require entering bedrooms to ensure that patients 
are safe and not in emotional distress - and checking that they are not experiencing, or 
have not experienced, any physical distress, loss of vital signs or collapse. 
 


 Registered nurses are accountable for all areas of their practice, including delegation, 
the carrying out and recording of observation activities. They must abide by the Nursing 
and Midwifery Council’s Code: Standards of conduct, performance and ethics for 
nurses and midwives. 
 


 The least intrusive method of observation appropriate to the levels of risk must always 
be adopted so that due sensitivity is given to a patient’s safety, dignity and privacy 
whilst maintaining the safety of those around them. 
 


 When carrying out higher than low level intermittent therapeutic observations it is 
important that staff also observe and record the patient’s presentation and location. 
 


 All decisions about the specific type of observation must take into account: 
 
    The current assessment of risk 
   The patient’s current mental state including thoughts, feelings, behavior. 


    Any prescribed medications and their effects. 


    As far as possible, the patient’s own view. 
 


 The rationale as to what type of observation the patient is in receipt of must always be 
recorded in the patient’s notes. 
 


 An individual staff member must not undertake a period of multi professional 
continuous observations or continuous observation for longer than one hour. Good 
practice suggests that an individual member of staff must not undertake high level 
intermittent observations for longer than two hours. The nurse in charge is 
responsible for ensuring that the number of patients that any individual staff member 
is required to intermittently observe does not jeopardise the safety of any of those 
patients. 
 
 


 Staff members must be aware of and sensitive to the fact that patients sometimes find 
observation provocative, and that it can lead to feelings of isolation and even 
dehumanisation, and may increase levels of agitation and aggression. 
 


 Where possible, the handover from one nurse or staff member to another should 
involve the patient so that they are aware of what is being said about them. 
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7.5   Reviewing types of observation: 
 
 


 Guiding Principles 
 
 


Any changes in the intensity of observation must be based on an up-to-date risk and 
mental health assessment which is fully documented in the clinical notes detailing the 
rationale for the alteration in observation. 


 
When making decisions about decreasing observation intensity, or increasing above low 
level intermittent observation, it will be clearly documented in the clinical notes when the 
observation will be reviewed and by whom. 
 
Whilst it is good practice to ensure that all members of the multidisciplinary team and the 
patient are involved in any decision making process about the patient’s care and 
observation, it is recognised that this may not always be possible. 
 
Observation must be discussed with the patient and always reflected in the clinical notes. 


 
Changing the intensity of observation must be dependant on the patient’s requirements for 
care and safety, and not based on the availability of the full multidisciplinary team to make 
decisions. 


 
Observations will be reviewed by the nursing team on a shift-by-shift basis. 


 
Any request made by the patient, their carer or relative, about increasing or decreasing the 
intensity of observation must be considered in line with current assessment of risk. 


 
Prior to decreasing multi professional continuous observation and continuous observation 
a formal MDT review must occur. 


 
7.6   Who can change the type of observation? 


 


 Increasing levels of observation 
 


The following may increase the patient’s levels of observation: 
 


    Any qualified nurse in conjunction with the Nurse-in-Charge 


    The multidisciplinary team when reviewing care 
 


If observations are increased above high level intermittent observation then these 
observations should remain in place until a full review MDT review can occur. 


 
 


 Decreasing observations 
 


Decreasing continuous and multi-professional continuous observation 
 


Patients who are placed on continuous and multi professional continuous observation are 
people deemed to be at the highest risk. Therefore, reduction in the intensity of 
observation levels must follow a formal process to ensure that a team decision is made 
which is based on a current mental health and risk assessment whilst taking into account 
the views of the patient and carers. 


 
The objective of the decision reached is always to provide safe care whilst treating the 
patient in the least restrictive environment. 
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Patients subject to multi professional continuous observation or continuous observation 
will be reviewed as a minimum once every 24 hours. 


 
In working hours – Full MDT Review 
This clinical discussion will wherever possible include: 


   Ward Manager / Most Senior Nurse available in the unit. 


   Nurse-in-Charge. 


 Other members of the multi-disciplinary team, one of which should be a doctor. 


   Views of patient 


   Views of the carer (where appropriate) 
 


The Clinical team will agree and document in advance, the changes in risk and mental 
health presentation needing to be demonstrated before levels of observation can be 
reduced. 


 
If the observations are to be reduced following this discussion, this will be documented in 
the patient’s clinical notes with clear rationale for the decision and the team and patient 
informed. 


 
If the patient is to remain on multi professional continuous observation or continuous 
observation this will remain in place for a 24 hour period until a further MDT review can 
take place. 
 
If a patient is placed on multi professional continuous observation or continuous 
observation during an out of hours period they should not be decreased until a Full MDT 
Review can occur on the next working day (see 11.6) - for example, a patient is assessed 
as at risk and requiring multi professional continuous observation or continuous observation 
on a Saturday afternoon, the patient will remain on these increased levels of observation 
until a Full MDT Review can occur on the first working day. 
 
Out-of-hours – Weekend / Bank Holidays 
If the Nurse-in-Charge thinks the criteria to reduce the observation has been met as 
previously agreed by the MDT review (see 11.6), then prior to any reduction in therapeutic 
observations an additional review will occur involving: 


    Nurse-in-Charge 


    The other nurses on shift 


    Senior qualified nurse on duty within the unit 
 
If felt necessary by the Nurse-in-Charge, the decision will be discussed with the Duty 
Doctor.
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If the observations are to be reduced following this discussion this will be documented in 
the patient’s notes with clear rationale for the decision, and the team and patient informed. 


 


 Decreasing High-level Intermittent Observations 
 


In  working  hours  (Monday  to  Friday  0900  –  1700)  In  order  to  decrease high-
level intermittent observations a clinical discussion must take place and include: 
 


    Ward Manager (when on duty). 


    Nurse-in-charge. 


    Other nurses/MDT member on duty. 


    View of the patient. 


    View of the carer (where appropriate). 
 


If the observations are to be reduced following this discussion, this will be documented in 
the patient’s notes with clear rationale for the decision, and the team and patient 
informed. 
 
Out-of–hours In order to decrease high level intermittent observations a clinical 
discussion must take place and include: 


    Nurse-in-Charge 


    The other nurses on shift. 


    Senior qualified nurse on duty within the unit. 
 
If the observations are to be reduced following this discussion this will be documented in 
the patient’s clinical notes with clear rationale for the decision, and the team and patient 
informed. 


 
7.7   Who should be informed of the change? 


 


 The patient must be informed about the change of observation and the reason 
explained.  They must also be given a copy of their new care plan, which reflects the 
amended observation. Information for patients, their advocates, families and carers and 
the public is provided at Appendix 4. 
 


 All staff on duty and all members of the next on-coming shift. The patient’s psychiatrist 
should also be informed as soon as possible, if they were not part of the decision 
making process. The doctor on-call should be informed, if the risks are such that this is 
warranted. 
 


 The Ward Manager (when on duty). 
 


 Matron (when on duty). 
 


7.8  Recording observation 


 In order to ensure the observation procedure is completed and to allow for staff to 
monitor patients, clear timely and accurate recording of observations is imperative. 
 


 It is the responsibility of the nurse-in-charge to allocate members of staff to the 
observation of patients, ensuring that staff are familiar with those patients, are
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aware of this policy/procedure and have a copy of the pocket book guide for staff and 
understand the recording processes. 


 


 The recording of observation will be completed on the appropriate observation  
recording form, for the type of observation the patient is subject to. The necessary 
forms, with instructions, for recording the level of observation can be found at 
Appendices 5, 6, 7 and 8. The following standards will apply to the recording of all 
observation levels: 


 
 Carrying  out  observation,  provides  an  opportunity  to  therapeutically engage 


with the patient(s), and recording is part of that engagement and should not, 
therefore, be conducted in a mechanistic way. 


   Patients’ names entered in full. 


   Each recording entry must be legible. 


 The  name,  role  and  the  signature  of  the  nurse  implementing  the observation 
must be written clearly on the form. 


 Nurses responsible for the observation of a patient(s), must ensure that a  
detailed  handover  is  given  to  the  nurse  who  takes  over  the 
observation from them. 


 If a nurse has any concerns about the observation of patients then they must 
bring those concerns to the nurse in charge, without delay. 


 


8.0 Development, consultation and ratification 


This policy has been consulted upon with a range of stakeholders including the Director 
and assistant Director of Mental Health Nursing, Divisional Heads of Nursing, Heads of 
Operation and service delivery, Service Managers, Matrons, Consultants, Safeguarding 
lead, Business managers, Specialist Nurse Practitioners. Consultant Nurse, Service users 
and carers and other clinical staff working in inpatient areas. This policy will be ratified by 
MHLD Divisional Policy and Procedure Group. 


 


9.0 Equality  Impact Assessment (EQUIA) 


This policy has been subject to an equality impact assessment. 
 


10.0 Monitoring Compliance 


10.1   Good practice requires regular and frequent audits of compliance with this policy. 
These will be undertaken by Matrons and Ward Managers in collaboration with their 
service Manager. As a minimum these audits will be on an annual basis and utilise 
the audit form provided in Appendix 9. 


 
10.2  The audits will ensure that all staff in inpatient settings have received training on the 


implementation of the policy and procedure. 
 


10.3 The audits will monitor compliance with all practice elements of the policy and that 
the appropriate observation  recording  sheets  have  been  completed  and  that 
details of observation and engagement are recorded in the patient’s care plans and 
notes. 


 
10.4 This policy will be reviewed on an annual basis to ensure that any audit findings, 


trends or lessons revealed through Serious Incident reports and their associated 
action plans are addressed.  Reviews will also take account of changes in national 
standards, policies and guidance 
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11.0  Dissemination and Implementation of policy 


This policy will be uploaded to BCUHB’s intranet page; clinical staff will be alerted to the 


issue, reissue and review of versions of this policy. 
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Appendix 1 - Therapeutic Engagement and Observation Policy in Betsi 
Cadwaladr University Health Board Recovery and  Rehabilitation Service 


 


Wykes and Holloway (2000) define the rehabilitation and recovery client group as: 
 


 “People with severe and long term mental illnesses who have both active symptomology 
and impaired social functioning as a result of their mental illness”. Typically, the 
contemporary pathway into rehabilitation services involves many years of illness and 
disability (Craig 2006 p4), and every effort will have been made in secondary services to 
treat and support them in other settings, including the community.   This presents very 
different opportunities for assessment of risk from acute services, as people  referred  to  
these  units  are  very  well  known  to  mental  health  services  and generally are 
considered to have achieved a level of stability within which there are clear treatment 
opportunities to support ongoing recovery.   Fostering self management and choice is 
central to the care offered within the service, however staff should still be mindful of and 
regularly review, risk status and risk management plans. 


 
The primary objective within these services is to promote self care and to maximise the 
opportunities for service users to feel in more control of their lives.  To this end where staff 
enable and support service users to take the opportunity to become more accountable for 
their movements both within and beyond the unit, they must do so safely, recognising that 
the service user is still under BCUHB’s care. 


 
BCUHB’s Therapeutic Engagement and Observation Policy is predicated on the notion 
that a service user is at a significant risk to themselves by virtue of the acute nature of their 
illness and in this regard the policy naturally expects that nursing staff will need to closely 
observe service users at the very least every hour.  As mentioned above service users at 
this stage in their recovery are working towards independence and as such need to take 
back responsibility for their own safety. 


 
The Policy 
Decisions to adopt a lower level of observation than that described within BCUHB’s 
Therapeutic Engagement and Observation Policy can only be made where a robust risk 
assessment has been made and can be evidenced.   The adoption of lower levels of 
observation must be the subject of an ongoing and dynamic process of continually 
assessing risk both in terms of risk to self and risk to others. 


 
The minimum acceptable lower level of observation will be to ensure that a service user 
has been observed at least one time per staff working shift and that during that contact an 
assessment of their mental state has been established to support the current observation 
levels in the care plan or to prompt an immediate review. 


 
In many cases the staff will be required to observe the service user more than once per 
shift.  The observation time period in use for every service user will be clearly stated in 
their care plan. 


 
The observation levels described in the care plan will be reviewed regularly in line with the 
service user’s mental state and changing circumstances.   The risk to self and/or others 
will be reviewed on an ongoing basis and evidenced by clearly documented risk 
management plans. 


 
References 
1) Wykes, T and Holloway F, (2000) community rehabilitation: past failures and future 
prospects. International review of psychiatry, 12, 197-205. 
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Appendix 2 - Observation in Ty Llywelyn (medium secure unit). 


 
As a standard, all patients on the Medium secure Unit will be on intermittent 
observations. 
 
On the assessment ward and the rehabilitation wards all patients will be observed 
hourly and on the intensive care ward patients will be observed every 30 minutes.   
 
Minimum standard observations of hourly and 30 minutes will be carried out by the 
allocated security nurse for each shift. 
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  High-level Intermittent Observation 


 
Continuous Observation 


 
Multi-professional Continuous 
Observation 


 


Intermittent High-level Observation: 
 


This means that the patient’s location 
must be checked at specified intervals 
ranging from 15-30 minutes as agreed by 
the care team. Intermittent High-level 
Observation is appropriate when a patient 
is judged to be potentially, but not 
immediately at risk. 


 
It may be necessary for the multi- 
disciplinary team to alter the routine 
pattern of recording observations at 
specified times. Alteration to the 
recording pattern will not increase the 
agreed interval period. 


 
For example, where high-level intermittent 
observations are agreed at 10 minute 
intervals, the patient must be observed at 
least every 10 minutes. This could mean 
a patient being checked at 5 minutes, then 
after 7 minutes, then after 10 minutes, but 
never more than every 10 minutes. 


 
It may be necessary to search the patient 
and their belongings. BCUHB’s Search 
Policy must be followed. 


 
Observations are recorded on the 
High-level Intermittent Observation form. 


 
Patients subject to high-level intermittent 
observation should not generally leave the 
ward environment without appropriate 
escort, unless this is part of an agreed and 
documented care plan. 


 


Continuous Observation: 
 


This is for those patients who 
present an immediate risk of harm 
themselves or others, or be 
especially vulnerable in another way. 


 
The patient must be kept within sight 
or within arms length at all times, by 
day and by night Including when they 
are using lavatory or bathroom 
facilities. 


 
Any implements that could be used 
to cause harm will be removed. 


 
It may be necessary to search the 
patient and their belongings whilst 
having due regard for the patient’s 
legal and human rights. BCUHB’s 
Search Policy must be followed. 


 
Observations are recorded on the 
Continuous Observation form. 


 


Multi-professional Continuous 
Observation: 


 


This is for patients judged to be at the 
highest risk of harming themselves 
or others. Harm to self includes 
accidental and deliberate. 


 
Issues of privacy, dignity and 
consideration of gender in allocating 
staff need to be discussed and 
incorporated into the care plan. 
Environmental dangers must also be 
considered. 


 
Observations must be maintained 
within arm’s length or eyesight 
including when the patient is using 
lavatory or bathroom facilities. 


 
It may be necessary to search the 
patient and their belongings whilst 
having due regard for the patient’s 
legal and human rights. It may be 
necessary to temporarily remove 
personal belongings that could be 
used to inflict harm. BCUHB’s 
Search Policy must be followed. 


 
Observations are recorded on the 
Multi-professional Continuous 
Observation form. 


 
 
 
 
 
 
 


 


Therapeutic Engagement & 
Observation 


 
 
 
 


This pocket book guide must be 
read in conjunction with BCUHB’s 


Observation Policy 
 
 
 
 


 


 


Appendix 3 – 
Pocket Book 
Guide 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







 


Page 22 
 


 
 


Therapeutic Observation 
Why is there a need for 
observation? 


At a Glance Reminder: 
applicable to all types of 
observation 


Low-level Intermittent Observation 


This brief outline is designed to 
ensure that all staff at all times are 
clear about the importance of 


therapeutic observation.  The full 
policy can be found on BCUHB 
intranet. 


 
NICE defined four types of observation 


 
    Low-level Intermittent 


 
    High-level Intermittent 


 
    Continuous Observation 


 
  Multi-professional Continuous 


Observation 


 
All types of observation are an 
opportunity to engage with 
patients. 


 
Observations should be undertaken 
by registered nurses, who may 
delegate to competent persons. 


 
It is the duty of the Nurse-in-Charge 
to provide clear and unambiguous 
instruction in the allocation of the 
observations and ensure those duties 
are carried out appropriately. 


Keeping patients safe is an 
absolute priority. 


 
Observation should be considered if 
any of the following warning signs are 
present. All must be considered in 
relation to each individual: 


 
 A   history   of   previous   suicide 
attempts, self-harm or violence or 
aggression towards others 


 Hallucinations,  particularly  voices 
suggesting harm to self or others 
 Paranoid ideas where the patient 
believes that other people pose a 
threat 
 Thoughts or ideas that the patient 
has about harming themselves or 
others 


 Past   or   current   problems   with 
drugs and/or alcohol 


 Recent loss or significant life event 


 Poor adherence to medication 


 Chronic physical health problems 


 High levels of impulsivity 


 High levels of hopelessness 
 High    levels    of    distress    


and agitation 


 
 Always clearly document 
observations on the appropriate 
recording form. 


 
 A detailed risk assessment 
must underpin all decisions to 
alter the type of observation. 


 
 Clinical notes must include the 
rationale for an increase and 
decrease in observation. 


 
 A handover which includes 
actually seeing patients will 
occur between the incoming and 
outgoing shift. 


 
 All observations cover the 24 hour 
period which will require entering 
the bedroom to ensure the 


patient is mentally settled and not 
experiencing any physical distress 
or loss of vital signs. 


 
 Patients should be informed of 


the observations they are subject 
to and given a copy of the 
‘Patients and Carers information 
leaflet.’ 


 
Low-level Intermittent is the minimum 
acceptable observation for all in- 
patients. 


 
Low-level Intermittent covers the 24 hour 
period. 


 
The location of all patients should be 
known to staff, but not all patients need to 
be kept within sight. All observations 
need to be recorded hourly. 


 
The observation is recorded on the 
Low-level Intermittent form. 


 
At least once a shift a Nurse must set 
aside dedicated time to engage positively 
and collaboratively with the patient and to 
assess the current risks and mental state 
of the individual. The assessment must 
always include an evaluation of the 
current risks, patient’s mood, thoughts 
and behaviours.  This must be recorded 
in full in the clinical notes. 


 
To ensure patient safety and best 
practice a formal process of review 
must be followed when reducing 
intensity of observation. 
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Appendix 4 – Information for Patients, relatives  
and carers 


Equality and Diversity 


Your perspectives on engagement and observation, your gender 
and the member of staff providing the increased engagement 
and observation, must always be taken into account and the 
purpose of observation explained to you. When planning the 
needs for observation and engagement, any relevant aspects of 
equality and diversity issues should be considered, including 
Age, Disability, Gender reassignment, marriage and civil 
partnership, pregnancy and maternity, race, religion and belief / 
lack of belief, sex, sexual orientation. You should be provided 
with information about why you are under observation, the aims 
of the observation and how long it is likely to be maintained; the 
aims and level of observation should, where appropriate, be 
communicated, with your approval, to the nearest relative, friend 
or carer. 


 
 
 
 
 
 
 
 
Therapeutic Engagement & Observation


Keeping you informed 
If your observation is increased or decreased, you should be given 
information about why this has happened, the aim of the change, and 
how long the observation is likely to last. Where possible you will be 
involved in the decision making process. Where it’s possible, you must 
be involved in the handover between staff at the end of observation 
shifts so you know what is being said about you. More information 
about observation is available from members of staff. 


 
 
 
 
 
 
 
 
 
 
December 
2018 


Information for 


Patients, Relatives and 


Carers


 


References 
National Institute for Health and Care Excellence (2015) Violence 
and Aggression: the short-term management in mental health, 
health and community settings. NG10. London:NICE 
 
National Institute for Health and Care Excellence (2005a) 
Violence: managing disturbed/violent behaviour. Understanding 
NICE guidance – information for patients, their advocates, families 
and carers, and the public. London: NICE. 







 


Page 24 
 


 
 
 
 
 
 
 
 
 


 
 
 
 
 
 


  INTERVENTION 


 
The National Institute for Health and Clinical Excellence, or NICE, is the 
independent organisation responsible for providing national guidance 
on the promotion of good health and the prevention and treatment of ill 
health. 


 
NICE issued the Clinical Guideline NG10 in May 2015, which contains 
instructions about how NHS organisations must implement the 
observation of mental health patients admitted to hospital. Information 
about observation for patients, drawn from NICE is set out below. 


 
 


What is Observation? 
 
 


Observation is the welfare check carried out by staff on the ward. There 
are a number of reasons why a person could be on an increased intensity 
of observation. These include keeping vulnerable patients safe; to help 
prevent a person from harming themselves or others or because 
someone is physically unwell. All types of 


observation are a positive opportunity to talk to you and engage you in 
activities. 


 
Deciding which observation is needed 


 
You must be observed using the least intrusive observation possible. A 
balance must be struck between your dignity and privacy and the 
safety of yourself and those around you. 


 
Decisions about your observation must take into account your current 
risks and mental health needs, your history and any medication you are 
on. 


 
As far as possible your views must also be taken into account. As soon 
as possible, your psychiatrist or the doctor on call will be told of any 
decisions  
about increasing your intensity of observation, and decisions together 
with the reasons for using observation above the general observation will 
be written in your notes. Your observation will be reviewed by staff at 
least every shift. 
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Types of Observation 
There are four types of observation depending on the 
assessed level of risk. 
 
Low-level Intermittent: This is the minimal observation for 
all people admitted to hospital. Staff will check on your 
whereabouts every 30 minutes to an hour but they don’t 
have to be able to see you all the time. At least once during 
their shift, a nurse will check on how you are. This is the most 
common type of observation. 
 
High-level Intermittent Observation: This observation is 
used when staff are concerned about your level of risk, 
either to yourself or to others. Staff will check on where you 
are at specified intervals between 15 and 30 minutes. As 
far as possible, this must be done without disturbing you 
whilst respecting your privacy and dignity. At least once 
during their shift, a nurse will check on how you are.  If you 
are subject to intermittent observation, you will generally not 
be able to leave the ward environment without appropriate 
escort, unless this is part of your agreed and documented 
care plan. 
 
Continuous Observation: This observation will be used if 
there’s a risk you could try to hurt yourself or another person 
at any time. Staff must keep you within eyesight or within 
arms length at all times. This includes when you are using 
lavatory and bathroom facilities. If necessary, anything that 
you could use to harm yourself or others will be removed. 
Staff may need to search you and your belongings, though 
they must do this in a sensitive way and must keep your 
legal and human rights in mind. At least once during their 
shift, a nurse will check on how you are. 
 
Multi-professional Continuous Observation: This 
observation means that more than one member of staff will 
stay close to you. This includes when you are using lavatory 
and bathroom facilities. This observation will be used if 
you’re likely to hurt yourself or another person if you get the 


chance. If necessary, anything that you could use to harm yourself or others 
will be removed. As far as possible your privacy and dignity must be 
respected. You must be asked your opinions on different aspects of being 
under this type of observation (for example, would you prefer to be observed 
by staff of the same sex as yourself). At least once during their shift, a nurse 
will check on how you are. 
 
What you can expect from staff 
You can expect that nurses and other staff involved in your observation will 
have been briefed on your previous history, and must know about any 
particular needs you have or areas where particular care should be taken. 
They will try to engage positively with you, listen to what you’re saying, and 
value you as a person. To ensure patient safety and best practice a formal 
process of review must be followed when reducing the intensity of 
observation.
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Name of Nurse Observing 
(PRINT) 


Both nurses to sign when 
carrying out shift-to-shift 
observation handover 


                        


     


 
Full name of patient (PRINT) 
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6                         
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8                         


9                         


10                         


11                         


12                         


13                         


14                         


15                         


16                         


17                         


18                         


19                         


Observation Nurse’s initials                         


 


Appendix 5 –Low-level Intermittent Observation Form: 30minutes – 1 hour.  Instructions for Use 
      Enter the date, enter each patient’s full name, enter name of the allocated nurse for each period and insert initials on completion 
      Enter patient’s activity, utilising these codes:1.1 = one-to-one time;    = safe/present;  E = out with escort;  O = out unescorted;  S = 


asleep;  A = AWOL; C = Conversation with patient 
      Once you have completed your allocated time you must handover your observations to the next allocated member of staff 
      Low-level intermittent observations continue at night, which will require entering the bedroom to ensure the patient is mentally settled and not 


experiencing any physical distress or loss of vital signs. 
      Low-level intermittent observations forms must be retained on the ward for ease of access – as per record keeping policy 
      All types of observation are an opportunity to engage with patients 


Date:                                                                                                 Ward:
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Patient’s full name (PRINT): Date: Room number 


Frequency of intermittent observations (i.e. maximum time between checks) 


 


 
 


Appropriate when a patient is assessed to be potentially, but not immediately 
at risk. High-level Intermittent Observation: 


 This means that the patient’s location must be checked at specified intervals ranging 
from 15 – 30 minutes 


 The care team must agree the maximum interval time of the intermittent observation, 
for example every 10 minutes which is then recorded on the intermittent observation 
form and in more detail in the clinical notes. 


 
 


A separate recording form must be used for each patient subject to High-level 
intermittent observation 


 Enter patient’s full name and the date 
 Enter the exact time the high-level intermittent observation occurred using the 24 hour clock 
 Allocated nurse to enter their name and job title, and to sign at the end of the 
observation period – and indicating in the comments column to whom the observations 
have been handed over to 
 Enter comments on location, engagement, risks, mental state and activity during observed 


period. 
 High-level intermittent observations will continue at night, which requires entering 
the patient’s bedroom to ensure that the patient is mentally settled and not 
experiencing any physical distress or loss of vital signs 
 File recording form in the patient’s notes 
 When handing over the observations, both nurses must sign the form 


 
 
 
 
 
 


Exact 
time 
observed 


Name of Nurse 
Observing + job 


title (PRINT) 


Comment on location, engagement, 
risks, mental state, behaviour and 
activity during observed period. 


Signature of Nurse 
Observing 


State time high-level intermittent observation started  
    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


Appendix 6 – High-level Intermittent 
observation recording form 
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HIGH-LEVEL INTERMITTENT OBSERVATION: RECORDING FORM – PAGE 2 OF 2 
 


Patient’s full name (PRINT): Date: 


Frequency of high-level intermittent observation Room number 


 


Observations are an opportunity to engage with patients 
 


Exact time 
observed 


Name of Nurse 
Observing + job 
title (PRINT) 


Comment on location, engagement, 
risks, mental state and activity 
during observed period. 


Signature of Nurse 
Observing 
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Appendix 7- Continuous Observation Recording Form 


 


For patients who could make an immediate attempt to harm themselves or 
others, or be especially vulnerable in another way. 


 
 


Instructions for the use of this form 
 A separate recording form must be used for each patient subject to 


continuous observation 
 Allocated nurse enters their name and job title and their signature at 


the end of the observation period 
     Enter details of the patient’s behaviour, activity etc in the comments column at hourly 


intervals 


    File this recording form in the patient’s notes 
 It is very important that you actively engage with the patient whilst they are on 


within continuous observation. 
     When handing over the observations, both nurses must sign the form 


 
Patient’s full name:                                                       Room Number:             Date 


 
 
 


Time Name of Nurse Observing + 
job title (PRINT) 


Comment on location, engagement, 
risks, mental state, behaviour and 
activity during observed period. 


Signature of 
Nurse 
Observing 


00.00    


01.00    


02.00    


03.00    


04.00    


05.00    


06.00    


07.00    


08.00    
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Patients Name Room Number Date 


09.00    


10.00    


11.00    


12.00    


13.00    


14.00    


15.00    


16.00    


17.00    


18.00    


19.00    


20.00    


21.00    


22.00    


23.00    
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Appendix 8 –Multi-professional Continuous Observation: Recording Form  


 
For patients assessed to be at an immediate risk of harming themselves or others. 


Harm to self includes accidental and deliberate. 
 
 
 


Instructions for the use of this form 
 A separate recording form must be used for each patient subject to multi-


professional continuous observation. 
 Allocated nurse enters their name and job title and their signature at 


the end of the observation period 
     Enter details of the patient’s behaviour, activity etc in the comments column at hourly 


intervals 
     File this recording form in the patient’s notes 
 It is very important that you actively engage with the patient whilst they are 


on multi-professional continuous observation. 
     When handing over the observations, both nurses must sign the form 


 
Patient’s full name:                                                       Room Number:             Date 


 
 
 


       Time Name of Nurse Observing 


+ job title (PRINT) 


Comment on location, engagement, 
risks, mental state, behaviour and 
activity during observed period. 


Signature of Nurse 
Observing 


00.00    


01.00    


02.00    


03.00    


04.00    


05.00    


06.00    


07.00    


08.00    
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Patients Name Room Number Date 


 
09.00    


10.00    


11.00    


12.00    


13.00    


14.00    


15.00    


16.00    


17.00    


18.00    


19.00    


20.00    


21.00    


22.00    


23.00    
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Appendix 9 - Therapeutic Observation Audit Form 


 
This audit form is to be used once every six months.  It is the responsibility 
of the Modern Matron to complete the audit, but this duty can be delegated 
to a Ward Manager. 


 
 


1. 


Has the Nurse-in-Charge provided clear and unambiguous 
instruction in the allocation of therapeutic observations? 


 
Yes 


 
No 


2. Choose two staff on duty, one qualified and one 
unqualified 
Staff member 1- qualified 


 Is the member of staff able to explain the purpose of the 
therapeutic observation policy? 


 Is the member of staff able to explain their duties under 
the therapeutic observation policy 
 


Staff member 2 - unqualified 
 Is the member of staff able to explain the purpose of the 


therapeutic observation policy? 
 Is the member of staff able to explain their duties under 


the therapeutic observation policy 


 
 
 
 


Yes 
 


Yes 
 
 
 
 


Yes 
 


Yes 


 
 
 
 


No 
 


No 
 
 
 
 


No 
 


No 


3. Observation recording forms 
Are the Therapeutic Observation forms completed in line 
with policy? 


    General Observation form 


    Intermittent observation form 


    Within Eyesight Observation form 


    Within Arms length Observation form 


 
 
 
 


Yes 
Yes 
Yes 
Yes 


 
 
 
 


No 
No 
No 
No 


4. Select two sets of notes of patients who have been 
under varying types of observation. 


 Check if changing levels of therapeutic observation 
are recorded. 


 Check to see if the rationale for alteration in 
observation is recorded. 


Set of notes 1 
 


Set of notes 2 


 
 
 
 
 
 
 
 
 


Yes 
 


Yes 


 
 
 
 
 
 
 
 
 


No 
 


No 
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Consultation has taken place with: 


   


   


   


 
 
Consulted with 
  


 
 
Deputy ACOS (nursing and operational) 
all Locality Managers 
Acute Care Consultants 
Director of Mental Health and Learning 
Disability 
Divisional Head of Nursing 
Matrons who distributed to their own 
inpatient teams and community teams. 
Nurse Consultant (OPMH) 
Business Managers 
Safeguarding Lead 
Service User and carer group.  
Centre for Aggression management – 
Specialist Nurse practitioners. 
Operations managers.  
Head of programmes. 


 
 
January 2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Consulted with:                Acute care teams East, West, Central.          November 2018. 
                                        OPMH teams East, West, Central. 
                                        CMHT’s East, West, Central. 
                                        Regional Specialist Services.  
                                        Divisional Directors. 
                
 






Appendix A

Site Specific CCTV Standard Operating Procedure

		Area/Site

		Ty Llywelyn, Bryn Y Neuadd



		Author

		               Simon Allen                 Date 02/03/2023



		







		CCTV Authorised Persons/Job roles



		To view Live images for Emergency situations 

		To Review images

		To Download and Distribute



		Pwyll Ward staff team

		Simon Allen, Ops manager



		Simon Allen – Ops manager



		Branwen Ward Staff team

		Lisa Jones, Ops Manager



		Lisa Jones – Ops Manager



		Gwion Ward Staff team

		Ian Jones, Security Lead



		Nicky Jones, Site manager



		Reception Staff team

		Greg Yates, Ward Manager



		



		

		Marie Jones, Ward Manager



		



		

		Helen Whittingham, Ward 

Manager

		



		

		Nicky Jones, Site manager



		







		Procedure for Emergency access to CCTV

		

Access to Ty Llywelyn C.C.T.V can be obtained by any of the above mentioned CCTV Authorised Persons.







		Any downloaded material form CCTV systems under control of Local CCTV Controller will be kept securely by the following method 

	



		

These are kept in locked filing cabinet within the Matron / Security lead locked office.



		Weekly CCTV checks using Appendix B will be conducted by:



		Name:  Ian Jones



Job Role: Security Lead













		All CCTV monitors will be visible to authorised persons only.

Monitor locations are as follows,



		Monitor Number

		1

		2

		3



		Monitor location

		Gwion Ward, Nursing Office

		Branwen Ward Office

		Pwyll Ward Office



		Monitor placed on standby?

		No 

		No 

		No 



		Monitor Number

		4

		5

		6



		Monitor location

		Matron / Security Office

		Reception

		



		Monitor placed on standby?

		No Notes

		No Notes

		



		

All monitors are continually operational and screens can be seen in each of the ward nursing offices. Ty Llywelyn is a medium secure unit supporting and careing for forensic patients and the CCTV is a key part of the service security procedures.









		Arrangements for repairs/malfunction



		Upon discovery of a fault on the system then contact is made with Operational Estates or direct to Installer (STROBE).









		Training arrangements for authorised staff

		Training on operating the system is provided  by Local CCTV controllers. Training can be delivered by those Local CCTV Controllers on an “in house” basis where such skills exist.
















