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	Ein cyf / Our ref: 111/23/FOI 


	Dyddiad / Date: 13th June 2023


Further to your request for information dated 5th June 2023, I am pleased to provide the following response. 
Your request:
Please provide the current therapeutic and engagement observation policy for Betsi Cadwaladr University Health Board (BCUHB).

Our response:
Please refer to the document embedded below.
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Key Policy Points

. Every patient admitted to an inpatient setting will have an individual, potentially
fluctuating level of risk.

. A key intervention in managing risk is the use of therapeutic engagement and
observation therefore; all inpatients are subject to observation and therapeutic
engagement.

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

. There are four intensities of observation namely: low level intermittent observation, high

level intermittent observation, continuous observation and multi professional continuous
observation.

. Staff are required to be vigilant, inquisitive and to have a thorough knowledge of patients
in their care.

. The nurse in charge will ensure that therapeutic engagement and observation levels are
reviewed in response to any changing presentation or new risk information in a timely
manner.

. The nurse in charge will ensure communication of any changes are explained to the
individual patient and all staff on shift.

. Observations will always be clearly documented on the appropriate recording forms.

. An assessment of risk will underpin all decisions to change the intensity of observation.

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

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

. Observations cover the 24 hour period. This includes time when patients may be

sleeping or resting. The policy requires staff to enter bedrooms to check on the physical
and mental wellbeing of patients and to ensure there is no loss of vital signs.

. All staff including substantive, bank and agency staff must be inducted in therapeutic
engagement and observation practice, relevant documentation and recording as well as
how to escalate concerns during their period of completing the practice.

. All inpatient staff must be signed off as competent to conduct therapeutic engagement
and observations using the knowledge and skills assessment.

. Every patient must be given a guidance leaflet in a language of their choice that explains:
o Levels of therapeutic engagement and observation
o How therapeutic engagement and observation is conducted on the ward
o Their level of therapeutic engagement and observation
o How this level of engagement and observation can change depending on
presentation and risk
Who is their Responsible Clinician (RC) and Named Nurse
Date of the initial discussion about their level of therapeutic engagement and
observation.

o O
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OBSERVATION LEVEL CHARTS

Low Level Intermittent observation is the baseline minimal
acceptable observation for all patients in specified mental
health settings. This means having sight and contact with
the patient at least every 60 minutes to ensure their
physical and mental wellbeing is known.

HIGH LEVEL INTERMITTENT
OBSERVATION

This level of observation is appropriate when patients are
assessed to be potentially, but not immediately at risk of
suicide or potential risk to others. The frequency of
observation is at a minimum two or four times and a
maximum of six times within the hour, at variable times.
This level of observation can also be implemented when
there are concerns or risks relating to physical health.

Implemented when a patient presents an immediate
threat of harm to self or others and needs to be kept
within eyesight or at arm's length of a designated one to
one nurse (registrant or non-registrant depending on the
documented identified level of risk) with immediate
access to other members of staff if needed.

This level of observation can also be implemented when
there are concerns or risks relating to physical health.

Implemented when a patient is at the highest risk of
harming themselves or others and needs to be kept
within eyesight of two or three staff members and at
arm's length of at least one staff member. At least one
staff member must be a registrant.
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1. Introduction

This policy addresses the mental and physical health care needs for patients who are
considered vulnerable or at risk of neglect, suicide, self-harm or harm to others. It sets out the
processes and procedures to facilitate the assessment and management of engagement and
observation levels to support the provision of safe care.

Therapeutic engagement and observation is a strengths and recovery based intervention that
provides an opportunity for positive engagement to assess mental state and risk and respond to
individual needs. The primary aim is to engage positively with each individual patient to reduce
risk and prevent harm. This involves the establishment of a two-way relationship that is
meaningful, based on trust and is therapeutic in nature. Observation and engagement is an
integral part of the individualised care plan that will contribute to the management and reduction
of risk.

Therapeutic engagement and observation is a required skill for all mental health professionals.
This includes competence in the prevention and management of suicide, self-harm and violence
along with skills to assess and formulate risk. The same engagement and observation levels
may also be used for people with physical health risks and risk of falls or other presentation
where a higher level of monitoring is required.

The National Confidential Inquiry into Suicide and Safety in Mental Health (2022) emphasises
that engagement and observation is a skilled intervention and must be carried out by
experienced staff of appropriate seniority. In addition, that engagement and observation policies
must recognise the potential for increased risk of suicide within the first week of admission. The
management of risk must aim to reduce or modify harmful behaviours by individuals, to
enhance their safety and work towards their recovery.

2. Purpose of the policy:

The purpose of the policy is to ensure that all levels of inpatient engagement and observation
are allocated appropriate to the individual’'s mental and physical health care needs.

The policy addresses the therapeutic engagement and observation of patients who are
receiving care in mental health wards and units provided by Betsi Cadwaladr University Health
Board (BCUHB). It reflects contemporary guidance, terminology and definitions for practice
issues by the National Institute for Health and Care Excellence (NICE 2015) and the Mental
Health Act 1983 Code of Practice 2015 (updated 2017).

3. Scope of the policy:

The policy is applicable to the mental health inpatient wards and units across Betsi Cadwaladr
University Health Board (BCUHB). The term ‘staff’ is used throughout this document and
should be interpreted to include: employees / workers; agency; board members; consultants
and contractors; locums; students; vendors and volunteers, unless otherwise specified or a
specific exemption applies in law or policy.

4. Definitions:

Levels of observation are defined from the NICE guidance (2015) on violence and aggression;
short-term management in mental health and community settings. This guidance was further
checked by NICE in 2019 and an overview flowchart developed by NICE in 2020.
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Observation is defined as “a minimally restrictive intervention of varying intensity in which a
member of healthcare staff observes, engages, and maintains contact with an inpatient to
ensure their wellbeing, safety and safety of others. All observations must be randomised,
unpredictable and irregular to ensure a patient cannot predict this. A two-way relationship is
established between the patient and the member of staff that is meaningful, grounded in trust
and therapeutic for the patient” (NMC 2018). 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.

The four levels of observation are:

Low Level Intermittent Observation - the baseline level of observation in a specified
mental health setting. The frequency of observation is at least once every 60 minutes.

High Level Intermittent Observation - implemented when a patient is at risk of any behaviour
that constitutes a need for increased engagement but does not represent an immediate risk.
The frequency of observation is at a minimum of two or four times and a maximum of six times
within the hour, at variable times.

Continuous Observation - implemented when a patient presents an immediate threat of harm
to self or others and needs to be kept within eyesight or at arm's length of a designated one to
one nurse, with immediate access to other members of staff if needed. The documented risk
assessment will determine the level of staff required i.e. registrant or non-registrant.

Multi-professional Continuous Observation — implemented when a patient is at the highest
risk of harming themselves or others and needs to be kept within eyesight of two or three staff
members and at arm's length of at least one staff member. At least one staff member must be a
registrant.

5. Overarching 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 (Bowers et al 2008).

The primary aim of observation should be to engage positively with the patient (NICE 2015). We
know that care environments that provide high therapeutic interventions, founded on a strong
culture of staff and patient engagement diminish risk, disturbance, aggression, violence and
boredom. As a result, they are safer and more positive environments for people receiving care
and for staff providing care.

The primary function of therapeutic observations is to maintain patient safety. However, the
process of observing and engaging patients affords staff the opportunity to monitor and assess
mental state and physical wellbeing.

Every patient is subject to observation. Low level intermittent observation is the minimal
acceptable observation for all patients, which means that the member of staff observes the
patient at least once an hour to ensure their physical and mental wellbeing is known. Staff must
know the location of all patients, but not all patients need to be kept within sight (NICE 2015).
The Registered Nurse is responsible and accountable for delegating engagement and
observation to an unregistered member of staff or student in training, also for ensuring they are
sufficiently knowledgeable and competent to undertake this role (NICE 2015).
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Thorough and careful risk assessment underpins the application of appropriate types of
observation.

The decision to increase or decrease the intensity of observation must be underpinned
by an assessment of risk which must be recorded.

Each patient will have an individualised care plan (appendix 2) relating to his or her level of
engagement and observation, that includes the rationale for the decision, risk behaviours and
risk factors.

Explaining to the patient the purpose of observation 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 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 and with the patient’s approval to the nearest relative, friend or
carer (NICE 2015). (Appendix 3).

All observations must follow the processes and recording requirements set out in this
document.

The privacy and dignity of patients must be considered and maximised. However, it will always
be balanced against the need to maintain safety.

Patients with dementia or confused states frequently have differing needs and risks. Intentional
Positive Rounding will be used to support these patients (appendix 10)

6. Roles and Responsibilities:

The Director of Nursing (MHLD) is responsible for ensuring the provision of a comprehensive
up to date policy reflecting evidence based practice and up to date guidance that is fit for
purpose.

Heads of Nursing (MHLD) are responsible for ensuring the distribution of this policy and for
the delivery of training to the staff groups to ensure competency.

Matrons / Inpatient Service Managers (MHLD) are responsible for conducting a monthly
audit of engagement and observation records and for spot checks (appendix 13) to include:

The level of engagement and observation the patient is on.

Application of frequency.

Standard and accuracy of documentation.

Clinical rationale for the initial frequency of engagement and observation to include

increasing and decreasing the level at any given time.

Documented evidence of daily 1:1 engagement time with a qualified nurse.

o Evidence of the knowledge and skills assessment having been completed by
substantive, bank and agency staff (appendix 12).

o Audit findings must be addressed in line management supervision where there are

discrepancies or learning points identified. Findings must also be reported in local

ward meetings and the local and Divisional Quality Safety Experience (QSE) meeting.
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Ward Managers: are responsible for ensuring that all of their staff are familiar with this policy
and are trained in the implementation of engagement and observations for the patients on their
ward. The Therapeutic Engagement and Observation knowledge and skills assessment has
been developed to assist with this and to record that training has taken place (appendix 12).

Nurse in Charge: the nurse in charge of the shift is responsible for ensuring that all staff
authorised or delegated to carry out the intervention of engagement and observation are
competent to carry out this task. This includes bank or agency staff who are requested to
undertake this duty.

Inpatient Staff: have a professional obligation and individual accountability for their practice
and are responsible for ensuring they are familiar with this policy and adhere to its requirements
and associated procedures. This includes ensuring all documentation is correctly recorded.

Delegation to unregistered staff and students: the registered nurse remains accountable for
the decision to delegate engagement and observation to another registrant or unregistered
member of staff or student in training, also for ensuring they are sufficiently knowledgeable and
competent to undertake the role. In line with the NMC (2018 page 18) standards for pre-
registration nursing programmes, all students at any stage of their nurse education are
supernumerary. As such they are not included as part of the staffing required for safe and
effective care in their placement setting and their participation in clinical activities must be
meaningful and for the benefit of their learning. Student contribution to care will increase over
time as they gain proficiency. The level of supervision needed by a given student will be based
on the professional judgement of their mentor or practice supervisor, taking into account any
associated risks and the students’ knowledge, proficiency and confidence (appendix 11).

7. The Procedure:

7.1 Ensuring a Safe Environment:

The environment in which engagement and observation is carried out must be safe and
suitable. The patient must be given the opportunity to engage in therapeutic activities, use as
much of the ward environment as possible and not be confined to a room. However, care
settings are often far from ideal in architecture and design and the ward layout may make
observation difficult. All staff must be aware of, and receive training in environmental risks
including ligature, the subsequent mitigation and the documentation of risk.

Staff must assume that the environment is constantly changing and that new risks may be
introduced quite inadvertently.

It is important to involve family / nearest relatives / carers / friends where appropriate, providing
both information and reassurance and checking at every visit that they do not bring in potentially
dangerous items.

Where new risks are identified they must be escalated and action taken to mitigate or eliminate
them.

With the patient’s permission, it may be necessary to search his/her bedroom area and
personal property. In certain circumstances, it will be necessary to make a search without
permission if there is a genuine reason to believe that potentially harmful items are in their
possession. In such situations MHLD 0013 - Searching patients and their property must be
followed.
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7.2 Assessment and Planning of Therapeutic Engagement and Observations:

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. It is therefore important that the referring team provide an accurate
documented up to date assessment of risk at the point of admission. The documented risk
assessment must 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 to ensure that the patient is
admitted to the most suitable setting for their needs, their safety and the safety of other patients
and staff.

On admission all patients will be on continuous ‘within eyesight’ observations until a full mental
health and risk assessment has been completed which will determine the appropriate type of
observation level required. The risk for the clinically indicated level of engagement and
observation will be jointly owned by the admitting nurse and either the admitting doctor or
another member of the multi-disciplinary team, (nurse, occupational therapist, physiotherapist,
psychologist). Where this joint assessment is not immediately possible, the admitting nurse will
assess, determine the level of observation and document accordingly.

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 to give time to establish a two-way meaningful relationship. The patient and
nearest relative, carer, or friend, where appropriate, must be provided with the rationale for this.

The assessment must consider mental state examination (MSE), safety and risk to self, others

and of accidental harm, physical health risks and risk of falls. Risks associated with the change
in environment on admission or a lack of knowledge of the patient must also be considered and
documented.

If an informal patient wishes to leave before the formal assessment, a registered nurse must
undertake a formal recorded risk assessment before any decision for leave is made. This will
include consideration for use of Mental Health Act 1983 S 5(2) or 5(4). (MHLD 0033 — Policy for
the implementation of section 5(4) Nurses holding power - MHLD 0034 — Policy for section 5(2)
Doctors holding power in psychiatric units).

All four levels 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 level to which they are subject.

When assessing levels of observation for informal patients it is first necessary to understand
their capacity. If the informal patient is assessed to have capacity, they may continue to be an
informal patient.

If the informal patient is assessed to lack capacity to understand the level of observation being
proposed, they may be treated under the appropriate level of observations in their best interests
under the Mental Capacity Act 2005.

Nurses must also be familiar with and up to date with the Deprivation of Liberty Safeguards
(DOLS) and have undertaken mandatory safeguarding training.
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Assessment for the clinically indicated engagement and observation level must include a
discussion of the level of observation that may apply to the inpatient at different times e.g. when
awake and when asleep.

Each patient will have an individualised care plan relating to his or her level of engagement and
observation, which includes the rationale for the decision (appendix 2).

The care plan will reflect any leave status / restrictions and the observations to be taken when
attending other therapeutic activities. This must include whether the patient requires an
individual escort or can be escorted as part of a group and who must undertake any escort. The
required observation must also be documented when receiving visitors. These decisions must
be supported by a written risk assessment (Part C Mental Health Measure documentation).

Patients on continuous or multi professional continuous observations should not be permitted
leave from the ward other than in exceptional situations for essential medical treatment, legal
appearances or any other exceptional situation as agreed by the multidisciplinary team. Any
such leave must be documented and the information shared.

The patient must be provided with information about observation and engagement including the
rationale for the decision making. Information will also be given to the nearest relative carer or
friend with the patient’s approval (appendix 3).

7.3 Implementation and Care Planning of Therapeutic Engagement and Observations:

Following assessment and identification of the appropriate level of engagement and
observations, clear documentation must be recorded in the patient’s care plan (appendix 2).

If a patient has not been able to be part of this decision making process, then the outcome and
rationale for the level of engagement and observation must be clearly communicated with them.

All care plans relating to the level of engagement and observations will have timescales for
review. It will give specific instructions for the allocated staff member to follow. These can
include the following:

Anything specific to the individual patient.

Discussion of specific triggers for increased risk.

Intervals for conducting mental state examinations.

Times of the day that may be identified as higher risk for the patient and will require
an increase in therapeutic activities and engagement.

o Bathroom privacy. Staff must consider in advance if a verbal response from the
patient is sufficient or whether their risk level requires them to be seen.

Nurses and other staff carrying out observation and engagement must:

o Be fully aware of the therapeutic engagement and observation policy and be signed
off as competent to undertake this duty (appendix 12).

o Ensure they have received a detailed handover about the patient’s risks and the
rationale for the observations. Also that they are briefed about any particular needs
of the patient and any relevant equality and diversity issues.

o Receive a brief explaining the expectation of them whilst undertaking the duty. This
may include the completion of a mental state examination, a specific therapeutic
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activity, an update of risk assessment. This is to ensure the engagement is
meaningful and that both the patient and staff member are clear as to the purpose.

o Be familiar with the ward, the emergency procedures and the potential risks,
including ligature risks and mitigation in the environment.

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.

The nurse in charge of the shift will be responsible for allocating staff to undertake this role.
The allocation sheet is used to record this (appendix 1).

The allocated staff as part of the therapeutic engagement must be aware of whether patients
are on or off the ward and where they are each hour.

A handover of observations will occur between the incoming shift and outgoing shift and be
recorded on the appropriate observation form. At the commencement of every shift, a member
of ward staff from the outgoing and incoming shift must, together, physically check the location
and wellbeing of all patients on the ward. A qualified nurse from the out-going shift must
verbally handover any pertinent information to a qualified nurse on the incoming shift and both
nurses must sign the observation recording form to show that this has been carried out. Where
possible, handover from one nurse or staff member to another should involve the patient.

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. This must include evidence
of breathing. It is not acceptable to only record that a patient has been seen without an
assessment of respiration. If this cannot be clearly seen from outside the room, then the room
must be entered. A check with a torch through a window is not adequate.

When a patient appears to be asleep/resting, regardless of the time of day staff must continue
to monitor their mental and physical health noticing changes in body positioning and breathing.
If the member of staff is not able to observe the patient move or breath they must ensure that
the person is conscious which will require entering the bedroom or area of the ward they are in.

Specific observation tasks are the responsibility of registered nurses, who may delegate to
competent persons (NICE 2015). 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 (NMC 2018).

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.

An individual staff member must not undertake a continuous period of ‘within eyesight’ or ‘arms
length’ observation for longer than one hour in any two hour period. Good practice suggests
that an individual member of staff must not undertake intermittent observation 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.
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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.

When undertaking variable timed observations in a patient’s bedroom the observing staff must
undertake a comprehensive 360 degree sweep of the room and any en-suite facilities before
assuming that there are no risks or no one present in the room.

Variable timed engagement and observation minimal intervals must be documented in each
individual care plan, and the actual times of engagement and observation recorded on the
relevant form.

The minimum interval time will be twice within each hour and a maximum of six times. Staff
must be mindful to ensuring that observations are neither predictable nor regular (i.e.
engagement must not be at exact intervals of 15, 30, 45 minutes past the hour.) This is highly
important for patient safety and to reduce the risk of predictability.

For some patients with variable timed engagement and observation, their assessment may
indicate that they are able to attend other activities unescorted, e.g. therapies. In any such
instance, this must be recorded in their care plan. The allocated nurse must inform the
therapist / activity nurse of the time they are leaving the ward to attend, and request that the
therapist / activity nurse contact the ward when the patient is returning.

A mental state examination (MSE) must be conducted and recorded in the clinical notes at
least once during a shift.

At times it may be necessary to search the patient and their belongings whilst having due
regard for the patients’ legal rights (MHLD 0013 - Searching patients and their property). 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 multi-disciplinary team must only be
made where it is reasonable and proportionate to the harm being avoided and the rationale
must be documented.

The nurse in charge is responsible for ensuring that there are adequate staff resources for the
implementation of engagement and observations.

7.4 Guiding principles for reviewing observations:

Low level intermittent observation is the minimum acceptable level of observation for all
inpatients (NICE 2015). Any changes in the intensity of observation must be based on an up to
date risk assessment (part C Mental Health measure documentation) and mental health
assessment that is documented in full and that details the rationale for the alteration in
observation.

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

Registered nurses or other registered professional on shift may make a unilateral professional
decision to increase the level of engagement and safety at any time and will detail the rationale
for their decision in the individual’s care plan and clinical notes. If another registered

MHLD ACO002 - Therapeutic Engagement and Observation Policy — V7.0

14





professional initiates this decision, they must communicate to the nurse in charge at the
earliest opportunity.

The nurse in charge or other registered professional will ensure that levels of engagement and
observation are adjusted in response to any changing presentation or information in a timely
manner and for communicating any changes to the individual patient and all staff on that shift.

Patients who are placed on increased levels of observations are people deemed to be at the
highest risk. Therefore, a reduction in the intensity of observation levels must follow a formal
process involving the multi-disciplinary team to ensure that a team decision is made which is
based on a current mental health examination and risk assessment. The daily acute care
meeting (ACM) and the ward reviews are appropriate forums for this discussion.

However, delegation of authority to decrease the level of observation can occur in the absence
of the MDT if the MDT has identified who and under what circumstances changes can be made
(i.e. related to the needs, behavioural presentation and or mental state of the service user).
This must be clearly documented in the care plan.

In both instances of increasing or decreasing observations, the rationale for any change must
be clearly documented and updated in the patient’s care plan and risk assessment.

The review will include an analysis of the changes in the individual’s presentation that has
necessitated an increase in the level of engagement, observation and safety. It is also
important that staff analyse the broader environmental factors in place at that time.

When making decisions about decreasing observation intensity, or increasing above low level
intermittent observation, it must be clearly documented in the care plan when the observation
will next be reviewed and by whom.

Re assessment of engagement and observation levels must be undertaken where any changes
in the risk and / or behaviour of a patient are noted or communicated from carers, family or
other professionals. The risk assessment must be updated accordingly.

Observation levels must be discussed with the patient and their views sought.
Therapeutic engagement and observation levels of all patients will be discussed clearly at each
shift handover.

7.5 Who can change observation levels:
Increasing observations:

o A registered nurse or other registered professional may make a decision to increase
levels of observation based on their own clinical risk assessment. If another
registered professional initiates this decision, it must be communicated to the nurse
in charge at the earliest opportunity and clearly documented.

o The MDT can increase the level of observation when reviewing the patient. This
decision must be clearly documented.

o If observations are increased by an individual above intermittent they should remain
in place until a full multi-disciplinary team review can occur. This decision must be
clearly documented.

Decreasing observations:

MHLD ACO002 - Therapeutic Engagement and Observation Policy — V7.0
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J A decision to decrease the level of observation is based on a clinical risk
assessment formulated by the multi-disciplinary team such as a ward review or the
acute care meeting (ACM) and will be reviewed as a minimum every 24 hours. This
decision must be clearly documented.

Delegation of authority to decrease level of observation can occur in the absence of the

MDT if the MDT has identified who and under what circumstances changes can be made

(i.e. related to the needs, behavioural presentation and or mental state of the service

user). This must be clearly documented in the care plan.

7.6 Recording observations:

The recording of observation levels will be completed on the appropriate observation recording
form for the level of observation the patient is subject to. The necessary forms with instructions
for recording the level of observation can be found at (Appendices 5 to 9)

The following standards will apply to the recording of all observation levels:

o Carrying out observation provides an opportunity to therapeutically engage with the
patient and recording mental state, risk and feedback from the patient is part of that
engagement and should not be conducted in a mechanistic way.

o Patients’ names must be entered in full.

o Each recording entry must be legible.

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

o Observation forms must not be completed retrospectively.

o Staff carrying out observations must complete accurate and contemporaneous
records which includes the precise time that the person was seen.

8. AWOL:

If whilst undertaking engagement and observations a patient is missing from the ward without
prior agreement, the MHLD missing person’s policy (MHLD AC008) must be followed.

9. Post-Incident:

If a patient has self-harmed / attempted suicide by ligature or other means or have significant
increased risk factors, the risk assessment and formulation must be reviewed to determine an
appropriate level of engagement and observation. Out of hours this will be continuous until a

multi-disciplinary team review has taken place

Or
If agreed with the multi-disciplinary team in advance and documented in the clinical notes,
observation levels can be decreased post event by the nurse in charge. With each individual
incident this must be recorded in the clinical notes with a clear rationale.
10. Training:
All inpatient staff who are expected to undertake engagement and observation awareness

training must complete the Therapeutic Engagement and Observation knowledge and skills
assessment (appendix 12) prior to being assigned to this role. This includes bank and agency
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staff. A record of completion must be placed in the staff file. The assessment must be
completed at least annually.

It is mandatory for all qualified staff to attend the Welsh Applied Risk Research Network
(WARRN) training which is a formulation based risk assessment process.

It is mandatory for qualified and unqualified staff to attend awareness sessions in relation to
engagement and observations that are delivered in local areas by the Heads of Nursing or
equivalent.

11. Monitoring:

The Matrons and Heads of Nursing are responsible for ensuring the quality of practice of all
staff working in the inpatient settings and must regularly review the skills of individuals and their
ability to carry out tasks and obligations with regard to the process of engagement and
observation.

MHLD ACO002 - Therapeutic Engagement and Observation Policy — V7.0

17





Appendix 1 — Staff Allocation Chart

Patients Name:

Q G IG Bwrdd lechyd Prifysgol

<

0

Betsi Cadwaladr
University Health Board

Staff Allocation Chart

Therapeutic Engagement & Observation Level:

Date:

Time Staff Name (in FULL) Time Staff Name (in FULL)
08.00- 09:00 20.00 - 21.00
09.00 - 10.00 21.00 - 22.00
10.00 - 11.00 22.00 - 23.00
11.00 - 1200 23.00 - 00.00
12.00 - 13.00 00.00 - 01.00
13.00 - 14.00 01.00 - 02.00
14.00 - 15.00 02.00 - 03.00
15.00 - 16.00 03.00 - 0400
16.00 - 17.00 04.00 - 05.00
17.00 - 18.00 05.00 - 06.00
18.00 - 19.00 06.00 - 07.00
19.00 - 20.00 07.00 - 08.00
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Appendix 2 — Therapeutic Engagement and Observation Care Plan

Name of Patient: Date of Birth:
Hospital Number: Legal Status:
Consultant / RC Named Nurse:

Date and time of review:

Level of Observation agreed:

Rationale:

What is your (patient’s) understanding of these observations being required?
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Risk factors:

Protective factors (what is important to the patient)

What helps?

What doesn’t help?

How do we best ensure your (patient) privacy and dignity is maintained?

MHLD ACO002 - Therapeutic Engagement and Observation Policy — V7.0
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Outcome to be achieved:

Interventions required during observation and engagement ie bathroom privacy, intervals for
conducting MSE'’s, times of the day that may be identified as higher risk, discussion of triggers
for increased risk, escort, visitors.

Patient Nurse Date:

_ Signature:
Signature:
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Appendix 3 — Leaflet for Patients / Carers

Equality and Diversity \ GIG Bwrdd lechyd Prifysgol
WD CYMRU | patsi Cadwaladr
Your perspectives on engagement and observation, your gender and N HS University Health Board

the member of staff providing the increased engagement and WAL

observation, must always be taken into account and the purpose of
observation explained to you. When planning the needs for

Therapeutic Engagement and Observation
b ti d t, I t ts of lit d -
diversity issues shoulk be considered. including age. disalilty, gender Policy and Procedure

and gender identity, race, religion and belief, 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 (NICE 2015). Information for Patients,

_ _ Relatives and Carers
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 and in the handovers between

staff at the end of observation shifts so you know what is being said February ZAUZ
about you. More information about observation is available from
members of staff.

References

Violence and aggression: short-term management in mental health and
community settings. NICE guideline (NG10). Published date: May
2015. Reviewed 2019. Overview flowchart developed by NICE in 2020.






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 a Clinical Guideline in 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 low level
intermittent observation, will be written in your notes. Your observation
will be reviewed by staff at least every shift.

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 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: 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 5 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: 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 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: This observation means that one or more
members 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 are 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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Appendix 4 — Pocket Guide Book

QG | ewrdd techyd Prifysgol
CYMRU | gotsi Cadwaladr
NHS University Health Board

WALES

Therapeutic Observation

This pocket guide must be read in
conjunction with the MHLD
Therapeutic Engagement
and Observation Paolicy.

How to use this guide

This guide is produced to give you
the key facts about the Therapeutic
Engagement and Observation
Policy - but please remember if you
are unclear about any part of the
policy, speak to the nurse in charge.

There are four different
observation levels:

. Lowe level inermittent cbservations

. High level intermittent ohservations

. Continuous cbservations

. Multi professional continuows
observations

Purpose of observation

Why dowe observe our patients?

To keep our patients safe and to reduce the risk of harm.

need to be recorded hourly.

leave the hospital environment.

This is the only level of observation where the patientinis able to

Low level intermittent observations

ow level intermittent cbeendation is the EVE
observation for all inpatients - itmeans we will check the location of
the patient every hour. This covers a 24 hour period.

The lo@tion of all patients must be known tostaff. All observations

patient is assessed to
not imminently, atrisk.

The nurse/MDT must agree the
maximum time period between
observations.

High level intermittent observations

This observation is appropriate whena
potentially, but

This can be between 15 and 30 minutes.

Guidance states the intermittent
observations must be completed at
regular and unpredictable intervals.

Patients subject to high level
intermittent enhanced observations
cshould not leave the hospital
environment unless thisis to seek
urgent medical assistance.

This observation is for patients
assessed to be at the highest
level of risk who can be safeby
supervised within eyesight.
These patients mustbe kept

within sight at all times, day
and night.

Observation will be maintained
when using lavatory or
bathroom facilities. Wherever
possible the same gender staff
will be used to complete this

Continuous cbservation -

within eyesight

gspect of the therapeutic
observation.

Patients subject to continuous
ohservation within eyesight
chould not leave the hospital
environment unless thisis to

seek urgent medical assistance.

Continuous observation - within arm’s length

This observation is for patients
assessed to be at the highest
level of risk who need to be
supervised at close proximity
(MICE 2015).

The patient must be at arm's
length of the observing nurse at
all times, day and night.

On some occasions more than
one nurse may be necessary.

Observation will be maintained

when using lavatory or bathroom

facilities. Wherever possible the
zame gender staff will be used to
complete this aspect of the
therapeutic observation.

Patients subject to continuous
observation within arm’s length
cshould not leave the hospital
environment unless thisis to
seek urgent medical assistance.

This observation is implemented when a patient is at the highest risk of harming themselves or others and needs to be kept within
eyesight of two or three staff members and at arm’s length of at least one staff member.

Turn over for the eight steps to quality and safety >>>>> >
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Euerld beited Byvidsapn - .
et Eight steps to quality and safety
1| When a patient is first admitted

3| Observations covering the first 24 hour period

The patient will be observed on within A Joint handover which Observations cover the 24 hour period. At night, staff must confinue the agreed level of observation. This can be
evesight conbtinuous observation when includes physically seeing particularty challenging when a patient s or appears to be aslesp.

they are first admiitted to ocur wands wnil pabents will occwr i 5

= anl hunaiithy srud sk sxsenmment e betwesn the inenming ;:'L:In:l :;g:;:;mer;r: to be mslesp, you must monitor thelr mental ard physical health noticing changes in body
been completed. and outgpoing shift ) ) ) )
. JP—r— F—— O o Havwe :m:::::nbn:.nhumed the patient mowve or cannot observe the patient breathing you must ensure the patent
the level of chservation will be made by completed your allocated . )

the admitting nurse and second time you must physically = Increasing the lishting

registered professional which will usually handover your . gugh

be the Doctor clerking the patient In. obzeration to the next * E:I'h:u. :I::E o . to-observe breathing

This decision will be recarded on the e e » CRocEmatoramie

relevant cbservation recording form and L =  Rousing the patient

in the patient”s clinical notes. This will require entering the bedroom.

4| Engaging with

5| When are increased levels of observation considerad? 6| Reviewing and changing observation

your patients Levels of observation can be increazed by:-

s fAny Registered Murse
s The multidiscplinary team (MDT]

It is Important to dedicate This will be based on an Individual’s = History of, or current risk of falls.

time to patients under your risk assessment. The following = Poor adherencef non-compliance

Care mt“:':ﬂ:m';"d ﬂ‘ﬂﬂfl' En:;;E ""“"I"'d""!i slgns "‘1:'“:"; to medication. Levels of observation can be decreased by the MIOT and will be reviewed as a8
current risks and me o considered as part of an
health needs. One of the Irdbwidual’s assessment of risk: = Risk to others which includes high minimum every 24 hours.

Hiowever, delegation of suthority to decrease lewel of observation can ooour In the
absence of the BOT If the MDT has Identified and documented in the care plam,
who and urder what circumstances changes can be made. In this cireumstance, a
Registered Murse who has completed the observaton policy knowledse ard skills
ass=ssment, In collaboration with a second Registered Professtonal can reduce the
lewel of cheereation.

Any changes to levels of observation must be communicated to all staff cn shift
and documented In the clinical notes. The person reviewing the level of
phservation Is responsible for enswring that the risk assessment and care plan are

updated.

most Important skills are our lewels of impulsivity, aggression,
listening skills and asking = :.‘I’m: ﬂ?m:.—':.s:rnf suicide viglence amnd agitabion.

open questions. hopelessness. » Deteriorating physical health

This will enable an s Hallucinations, particularky voices problems.
E:hd:mﬂl:u!r:fﬁtel:;r:gE sumgesting harm to self or others.  ® 1f the person 15 at risk of going
observation are appropriate = Parancld ideas where the patient absent without leave.

for the patient's needs. beliewes that other people pose a

threat.

7| Recording and documentation - HIGHLY IMPORTANT 8] Consent and communication
Remember that safety comes first but we

&l ohzervations must be recorded on the correct forme all documentation becomes part of a legal record and this indudes

The name of the staff member allocated to complete observations the therapeutic ohzenmation forms :ﬂnﬁ:tm::;:::li:ﬂvi;:ﬂ;tﬁmiu
must be entered in full. if & person Is on increased observations, the reason for this must be .

orchedl i e vl ot person does not have capacity or does not
on the form enter the patient’s activity using the following codes: FExC " relevant form. consent this will need to be discussed within

= 5F = Asleep, breathing and lying face down

s 5B = Asleep, breathing and bying on back

& 5R = Asleep, breathing and bying on right side
s 5L = Asleep, breathing and lying on left side

the MOT with a decision made if the person
reguires ‘Best Interest Decislon” or
mszessment under the MHA (1983].

= 1-1 = gne to one time = U -=gut unescorted
= ¢ = safef/present * A= ANWOIL
= E = gut with escort

Turn over for the four levels of observation >>>>>>
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Appendix — 5 THERAPEUTIC OBSERVATION RECORDING FORM

GG
NHS

Bwrdd lechyd Prifysgol
Betsi Cadwaladr
University Health Board

Name of Patient:

Hospital No:

Consultant:

Date of Birth:

Legal Status:

Named Nurse:

Date and Time of Review:

Level of Observation:

Rationale:

Risk Behaviours:

Risk Factors:

Signatures of Nurses Completing this Review:

Date and Time of Review:

Current Level of Observation:

Rationale:

Risk Behaviours:

Risk Factors

Signatures of Nurses Completing this Review:

New Level of Observation:

27





Q G IG Bwrdd lechyd Prifysgol
OL\?Q Betsi Cadwaladr
&

N HS University Health Board

Appendix 6. LOW LEVEL INTERMITTENT ENGAGEMENT AND OBSERVATION. HOURLY RECORDING FORM - INSTRUCTIONS FOR USE

Enter patient’s activity utilising these codes: 1.1 = one-to-one time;v’ = safe/present; E = out with escort; U = out unescorted; A = AWOL; SF = asleep, breathing and lying face down; SB =
asleep, breathing and lying on back; SR = asleep, breathing and lying on right side; SL= asleep, breathing and lying on left side.

Once you have completed your allocated time you must handover your observations to the next allocated member of staff and sign to say this was completed.

When a patient appears to be asleep/resting, regardless of the time of day you must continue to monitor their mental and physical health noticing changes in body positioning
and breathing. If you are unable to observe the patient move or breathe, you must ensure that the person is conscious which will require entering the bedroom.

Low-level intermittent observation forms must be retained on the ward for ease of access

Date:
Name of Nurse Observing
(PRINT)
| § § 8 &g & 8| g 8§ g 8| g 8| 8§ 8 & 8 8 8 & §g § §g 8
Print full name of patient 50 9 ¢ S| o o = 3§ 9 9 51 € | § & & g I 3 8 g g 49 8
1
2
3
]
5
6
7
8
9
10
11
12
13
14
15
16 28
17
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Appendix 7- HIGH LEVEL INTERMITTENT OBSERVATION

Appropriate when a patient is assessed to be potentially, but not immediately at risk.

- A separate recording form must be used for each patient subject to high level intermittent observation
The patient’s location and wellbeing must be checked at irregular and unpredictable intervals -
the maximum time between checks and rationale for use must be documented on this form and in the
patient’s case notes and must not be exceeded.

- Enter the exact time the high level intermittent observation occurred using the 24 hour clock

- Enter comments on location, engagement, risks, mental state and activity during observed period.

When a patient appears to be asleep/resting, regardless of the time of day you must continue to
monitor their mental and physical health noticing changes in body positioning and breathing. |If
you are not able to observe the patient move or breathe you must ensure that the person is
conscious which will require entering the bedroom.

When handing over the observations both nurses must sign the form to evidence that this was
completed.

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

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

Reason for High level intermittent observation

Exact time Comment on location, engagement, sleeping position, risks, Full name, job title (please
observed dietary intake, personal care, mental state, behaviour and print) and Signature of Staff
activity during observed period. Observing
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HIGH LEVEL INTERMITTENT OBSERVATION: RECORDING FORM (cont)

Exact time
observed

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

Full name, job title (please print)
and Signature of Staff Observing
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Appendix 8 - CONTINIOUS OBSERVATION - WITHIN ARMS LENGTH

RECORDING FORM

For patients assessed to be at an immediate risk of harming themselves or others. Harm to self
includes accidental and deliberate.

. for it f this f
Separate recording forms to be used for each patient subject to within arms length continuous observation
Enter details of the patient’s mental state, activity in the comments column at hourly intervals

When a patient appears to be asleep/resting, regardless of the time of day you must

continue to monitor their mental and physical health noticing changes in body positioning

and breathing. If you are not able to observe the patient move or breathe you must ensure

that the person is conscious which will require entering the bedroom.

It is very important that you actively engage with the patient whilst they are on within arms

length continuous observation.

When handing over the observations, both nurses must sign the form

Patient’s full name:

Room Number: Date

Reason for within arms length continuous observations

Time

Comment on location, engagement, sleeping position,
risks, mental state, behaviour, dietary intake, personal
care and activity during observed period.

Full name, job title (please print)
and signature of staff observing

07.00

08.00

09.00

10.00

11.00

12.00

13.00

14.00

15.00
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o0 55T WITHIN ARMS LEENGTH CONTINUOUS OBSERVATION: RECORDING FORM (cont)

Time

Comment on location, engagement, sleeping position,
risks, mental state, behaviour, dietary intake, personal
care and activity during observed period.

Full name, job title (please print)
and signature of staff observing

16.00

17.00

18.00

19.00

20.00

21.00

22.00

23.00

24.00

Date change:

01.00

02.00

03.00

04.00

05.00

06.00
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RECORDING FORM

APPENDIX 9 - CONTINIOUS OBSERVATION — WITHIN EYESIGHT:

For patients assessed to be at an immediate risk of harming themselves or others. Harm to self
includes accidental and deliberate

ions for it this f

Separate recording forms to be used for each patient subject to within eyesight continuous observation.

Enter details of the patient’s mental state, activity etc in the comments column at hourly intervals.
When a patient appears to be asleep/resting, regardless of the time of day you must
continue to monitor their mental and physical health noticing changes in body positioning
and breathing. If you are not able to observe the patient move or breathe you must ensure
that the person is conscious which will require entering the bedroom.

It is very important that you actively engage with the patient whilst they are on within

eyesight continuous observation.

When handing over the observations, both nurses must sign the form

Patient’s full name:

Room Number: Date

Reason for within eyesight continuous observations.

Time

Comment on location, engagement, sleeping position,
risks, mental state, behaviour, dietary intake, personal
care and activity during observed period.

Full name, job title (please print)
and signature of staff observing

07.00

08.00

09.00

10.00

11.00

12.00

13.00

14.00

15.00
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WITHIN EYESIGHT CONTINUOUS OBSERVATION: RECORDING FORM (cont)

Time

Comment on location, engagement, sleeping position,
risks, mental state, behaviour, dietary intake, personal
care and activity during observed period.

Full name, job title (please print)
and signature of staff observing

16.00

17.00

18.00

19.00

20.00

21.00

22.00

23.00

24.00

Date change:

01.00

02.00

03.00

04.00

05.00

06.00
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Mattress type: Seating Cushion:

Rationale for Intentional Rounding

The level of Intentional Rounding is assessed on a minimum of daily by the Registered Nurse and HCSW together in collaboration with patient
and/or family or more regularly as patient condition may alter through the day.

Skin Care Bundle required if:

Patient requires assistance with all elements of care and scores medium to high on any of the following risk assessments:

Patient Purpose T score —Medium or High

o Skin/Surface checks:

o

0O O O O

o

Select correct mattress & seating cushion in line with BCU HB guidelines

Ensure seating cushion when sat out of bed

Check pressure relieving equipment including power box for faults at each repositioning

Do not use multiple layers e.g. incontinence pads under the patient

Ensure sheets are not wrinkled & ensure patient is not sat on cables from call bell or oxygen tubing etc
Reassess Purpose T score & equipment requirements daily.

o Keep Moving:

@)
@)
@)
@)

Reposition patient in accordance with BCU HB guidelines

Report any deterioration in skin to nurse in charge & re-evaluate prevention strategies
Encourage mobility liaise with physiotherapist if required

Provide information written & verbal to patient & relatives.

o Incontinence:
o Offer assistance with toileting according to patient individual needs

@)
@)

If incontinence products used ensure well fitting, skin clean & dry
Do not use oil based cream with continence products.

o Nutrition:

@)
@)
@)

Ensure MUST score completed & follow recommendations according to MUST score
Encourage prescribed supplementary drinks
Keep patient well hydrated.

e Falls Risk score Medium or High
e MUST score — Medium to High.

Please Use visual indicator that patient is on Intentional Rounding.
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INTENTIONAL ROUNDING/SKIN CARE BUNDLE

Level of Rounding: 2hrly

3hrly

Time of check

“Greeting & Introduction of self & purpose of rounding”

S

Skin Inspection/Surface Checks
Q. please check Feet -Heels, Sacrum, Elbows are intact? Y/N
if N—please document observations
If dressing in situ check date of application
Please check pressure relieving equipment if used

Keep Moving/Positioning

R fully onr side
: X B back
RT tilted on r side SB sat up in bed

L fullyon | side . .
LT tilted left side SC satup in chair

Incontinence/Toileting

| — Incontinent
N- Continent (skin dry)
BO-Bowels open

T — Toileted
C — Catheterised

Nutrition/Hydration

Z

D - drink offered (including prescribed supplementary drinks)
SF — on supplementary fluids e.g. intravenous, Sub cut, Naso-gastric

Mouth Care
Q — Check mouth Condition please ensure Moist
MC- mouth care given

Patient comfort

Environment - Check & tick please
- clutter free
- mobility aids to hand (if applicable)
- call bell to hand & working.

Comfort
Q — Ask the patient if they are comfortable,
“Anything | can do?” Write - Y/N

Patient off Ward - tick

Initials & Designation (RGN/RMN to sign each shift)

Rationale for Rounding

Discontinued by: Date
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Appendix 11 - Joint Bangor University School of Q GIG | wrdd techye Prifysol
Medical and Health Sciences and BCUHB Guidance d{?@ NHS Betsi Cadwaladr
for students participating in supportive observation:s b University Health Board

Therapeutic engagement and observation is an essential clinical activity within Mental Health and Learning Disability
settings. Thus, consideration must be given to student nurse participation in different levels of supportive observations as a
key part of their clinic placement experience.

In line with NMC (2018) Standards, NICE (2015) guidance (NG10) and BCUHB (2019) Therapeutic Engagement and
Observation Policy, these guidelines have been drafted for practice staff who are supervising and assessing Bangor
University nursing students within BCUHB clinical areas.

LEVELS OF OBSERVATION
NICE (2015) and BCUHB (2019) highlight 4 levels of observation:

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

e High-level intermittent observation: usually used if a service user is at risk of becoming violent or aggressive but
does not represent an immediate risk. The frequency of observation is once every 15-30 minutes. However, the
frequency can be increased dependent on the risk posed and agreement by the Multidisciplinary Team.

e Continuous observation: usually used when a service user presents an immediate threat either to themselves or
others and needs to be kept within eyesight or at arm's length of a designated one-to-one nurse, with immediate
access to other members of staff if needed.

e Multi-professional continuous observation: usually used when a service user is at the highest risk of harming
themselves or others and needs to be kept within eyesight on a continual basis of 2 or 3 staff members and at arm's
length of at least 1 staff member.

SUPERNUMERARY STATUS

In line with NMC (2018 pg 18) Standards for pre-registration nursing programmes, all students at any stage of their nurse
education are supernumerary. As such they are not included as part of the staffing required for safe and effective care in
their placement setting and their participation in clinical activities must be meaningful and for the benefit of their learning.
Student contribution to care will increase over time as they gain proficiency. The level of supervision needed by a given
student will be based on the professional judgement of their practice supervisor (taking into account any associated risks
and the students’ knowledge, proficiency and confidence).

RECOMMENDATIONS FOR STUDENT PARTICIPAION IN OBSERVATION

Where an individual is placed on continuous or multi-professional observation, the acuity of iliness suggests that they
would require intensive support for a period of time. Thus we do not support year 1 and 2 nursing students being asked
to undertake these level of observations. We accept that year 1 or year 2 nursing students could benefit from and make a
valuable contribution to care through participating in low-level intermittent or high-level intermittent observations.

Thus, their participation in these levels of observation should happen only

a) when there is a clear learning benefit to the student

b) for short periods and proportionate to the activities of all staff (i.e. that they do not to do more than would be
expected of any staff member) and

c) under the direct supervision of or alongside the supervisor who takes full responsibility for the observation
period.
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In the case of year 3 students, particularly those in the final months of their course, we recommend that it be the decision
of the supervisor to be satisfied that in delegating the duty to the student that the student nurse is competent to
undertake any level of observation, including continuous or multi-professional observation. Again this should occur only
a) when this has a clear learning benefit to the student
b) for short durations and proportionate to the activities of all staff (i.e. not to do more than would be expected of
any staff member) and
c) under the direct supervision of or alongside the supervisor who takes full responsibility for the observation
period. The supervisor remains fully accountable for any delegation.

This guidance is not exhaustive and are aimed at supporting the practice supervisors in making
informed decisions about delegating observation activities to student nurses as they will remain
responsible and accountable for any observation activities delegated.

References/Key Source documents

NICE (2015) Violence and aggression: short-term management in mental health, health and community settings (NG10).
https://www.nice.org.uk/guidance/ngl0/resources/violence-and-aggression-shortterm-management-in-mental-health-health-
and-community-settings-pdf-1837264712389

NMC (2018) Realising professionalism: Standards for education and training. Part 3: Standards for pre-registration nursing
programmes. Published 17 May 2018. NMC

BCUHB Therapeutic Engagement and Observation Policy MHLD AC002
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Appendix 12 - Therapeutic Engagement and Observation Policy
Knowledge and Skills Assessment

Staff name:

Staff number:

Position:

Date of
Assessment:
Line Manager
name and
signature:

Questions:

1) What do you understand by the term ’therapeutic engagement and observation’
within the context of this policy?

Expected answers/responses:

¢ Regarding the person attentively whilst minimising the extent to which they feel that they
are under surveillance

e Encouraging engagement, communication, listening and conveying to the person you are
there to be supportive throughout the period.

Responses - Please record answers/examples given

Assessor's comments

Competent: | YES/NO

2) Under what circumstances would you consider placing someone under therapeutic
engagement observations?

Expected answers/responses:

e Outcome of risk assessment indicates formal observations are required.
¢ Risk management plan has been discussed with the person and their family and alternatives
to observations are deemed inappropriate / not able to manage the person’s safety needs?

Responses - Please record answers/examples given

Assessor's comments

Competent? | YES/NO
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3) What Information must be documented when a decision is made to implement or
reduce any intensity of observation?

Expected answers/responses:

e A current and accurate risk assessment and management plan

e Date and time the therapeutic engagement & observation level was instigated, altered or
reviewed

¢ Intensity of observation

¢ Clear, specific instructions and rationale related to the individuals needs in relation to the
intensity of observations (e.g. to be within arm’s length at all times, to be observed or not in
bathroom/toilet etc.)

e Rationale for intensity of observation (e.g. suicide or self-harm risk, risk to others,
absconding etc.)

¢ Indicators of risk and signs of deterioration, e.g. content of verbal interactions, nonverbal
behaviour/communication, use of objects to self-harm etc., any previous attempts of
suicide/self-harm and the methods used * Clear directions regarding therapeutic approach
(i.e. occupational therapy sessions)

¢ The reaction of the person to being nursed on a given intensity of observation and any views
expressed.

Responses - Please record answers/examples given

Assessor's comments

Competent? | YES/NO

4) What factors should you consider when changing the level of therapeutic
engagement & observation?

Expected answers/responses:

Current risk factors

Positive risk taking

Impact on team availability if increase of observations is likely
Documented evidence of a risk assessment

Multi-disciplinary team opinions

The persons/carer opinions

Responses - Please record answers/examples given

Assessor's comments

Competent? | YES/NO
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5) What does the term ‘therapeutic engagement’ mean?

Expected answers/responses:

¢ Inspiring hope and optimism with a positive attitude

e Supportive interactions with the person on a 1:1 basis

e Encouraging

e Communication

¢ Active listening

e Conveying to the person that they are valued and cared for
¢ Using interpersonal skills to support the person

Responses - Please record answers/examples given

Assessor's comments

Competent? | YES/NO

6) What actions/skills would you be demonstrating whilst undertaking observations?

Expected answers/responses:

Listening

To be with the person

Communicating with the person

Developing a rapport

Continually assessing risk and re-evaluating the person’s mental state

Trying to engage the person

Maintaining the person’s safety and wellbeing (for High Continuous observation this would
be at either arm’s length or within eyesight; intermittent e.g. at variable times throughout the
hour as specified in the care plan

Responses - Please record answers/examples given

Assessor's comments

Competent? | YES/NO
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7)

When undertaking observations of service users on intermittent therapeutic
engagement & observations what is the key information you must refer to and
consider when planning your observation round?

Expected answers/responses:

You should have read the person’s therapeutic engagement & observation care plan and
be aware of their risk behaviours, early warning signs and what strengths and resources
they have during times of crisis that you can support them to utilise

You should have been briefed or will be required to check with the Nurse in Charge to
determine if there is an order of priority in which inpatients are seen during your observation
round

When undertaking your observation and engagement round observation of inpatients this
must be at irregular intervals in a pattern that cannot be predicted by the person across the
hour.

The exact time that the inpatient is observed and engaged with on each occasion must be
documented on the record sheet

Responses - Please record answers/examples given

Assessor's comments

Competent? | YES/NO

Competency sign off

Asse

Asse

Date:

SSOr name:

ssor signature:

If a student, year of training:

Agreed level of therapeutic engagement & observations the staff member can complete:

Multi

Low Continuous .
professional

Date for next assessment (no longer than 12 months):

Staff signature and agreement that they have read, understood and completed the competencies required to

undertake therapeutic engagement and supportive observation,

Signed:

Print Name:

Date:
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Appendix 13 — Therapeutic Engagement and Observation Audit Form

This audit form is to be completed once every month. It is the responsibility of the Matron / Inpatient service

Manager to complete the audit.

Name of Matron:
Date of audit:

1. Has the Nurse-in-Charge provided clear and unambiguous
instruction in the allocation of therapeutic observations? Yes No
2. Choose one qualified and one unqualified Registered [Unregistered
Staff on duty:
» Confirm that the knowledge and skills test has been completed. | Yes / No | Yes/No
» Is the member of staff able to explain the purpose of the
Therapeutic Engagement and Observation policy? Yes/No |Yes /No
> Is the member of staff able to explain the four levels of
observations and the reasons why they may be used? Yes /No |Yes /No
» Can the member of staff describe how they would undertake
observations at night? Yes/No |Yes /No
> Is the member of staff able to describe how they would
consider the protected characteristics of age, disability, gender
and gender identity, race, religion & belief, sexual orientation|Yes/No |Yes /No
and pregnancy whilst allocating and undertaking observations?
3. Observation recording forms
Are the Therapeutic Observation forms completed in line with
policy?
Low intermittent Observation form Yes No
High Intermittent Observation form Yes No
High Continuous Observation form Yes No
Multi Professional Continuous Observation form Yes No
4, Select two sets of notes of patients who have been under| Set 1 Set 2
varying types of observation.
» Does the care plan include the level of observations? Yes/No |Yes/No
» Does the care plan specifically address the patient’s privacy|Yes/No |Yes/No
and dignity needs?
> Is there evidence that observation levels have been reviewed | Yes/ No |Yes/No
as per policy?
> Is there evidence of clear rationale for observations levels|vyes/No |Yes/ No
being increased or decreased?
> Is there evidence that intensities of observations have been|yes/No |Yes/No
made based on an assessment and formulation of risk?
> s the;re evid_ence that the patient has begn involved in the |vas/No | Yes / No
decision makina around the use of observations?
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Therapeutic Engagement and Observation Audit Form continued:

Local action plan:

Completed by: Date:
Action required: By By Date
whom: when: of

next
audit:

1.

2.

3.

4,

5.

Please Note: Audit findings must be addressed in line management supervision where there are

discrepancies or learning points identified. Findings must also be reported in local ward meetings

and the local and Divisional Quality Safety Experience (QSE) meeting

44






