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Introduction
Please read Appendix 9 'Case Study of Frankie Jeremiah' before reading this
policy. Use this appendix to hold the importance of Therapeautic engagement and
observations in mind while reading. This policy should be led by patients and staff,
and has be written by a wide range of people to support it being meaningful
This policy is here to give guidence and explanation about how to use therapeutic
engagement and observations. The policy aims to support Engagement and
Observations as a part of someones individualised risk assessment and care plan,
and should, where possible be agreed and carried out collaboratively.
Enhanced Engagement and Observations should be used to provide intensive
support in response to their increased mental and physical health needs. This can
feel restrictive at times and so needs to be weighed up with the potential benefits.
The observations and engagement should be used to enhance care and
treatment and not purely to avoid risk. It is an opportunity to build therapeutic
relationships and maximise the opportunity for therapeutic support.
Observation and therapeutic engagement is seen as an integral part of the
inpatient care plan that will contribute to the management and reduction of risk.
As such all staff engaged in observations should have received adequate training,
have the required experience and be identified as competent to do so.
1.1

Purpose of policy
The purpose of this policy is to ensure that all levels of inpatient observation
and engagement within the Trust are delivered within the right ethos.They
should be discussed collaboratively between staff, patients, and carers.
Engagement and observations should be assessed and carried out at the
appropriate level for the individual’s mental and physical health care needs.
The clinical risk assessment is the basis for determining levels of observation
and applies to both informal and detained patients.
It reflects contemporary guidance, terminology and definitions for practice issued
by the National Institute for Health and Clinical Excellence (NICE 2005) and the
Mental Health Act 1983 Code of Practice 2015 (MHA 1983 CoP).

1.2

Definitions

1.2.1 “Observation is a minimally restrictive intervention of varying intensity in
which a member of healthcare staff observes and maintains contact with a
service user to ensure the service user's safety and the safety of others”
(NICE 2015 p15)
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. It should not be delivered in a way that is, or is perceived
as, custodial or punitive.
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Observation relates to the 24-hour period. Observation, in this context, must not
be confused with the physical observations that are conducted when a patient is
physically unwell or in receipt of medication via the rapid tranquilisation policy, in
which case staff are directed to the standards that may apply. These are included
in the Physical Health Assessment and Monitoring, Rapid Tranquilisation
Policy and the Clinical Protocols for recording Physiological Observations
using the NEWs/PEWs tools including the “No contact Observation Protocol”
and the Resuscitation and Medical Emergencies Policy .
1.2.2 NICE (2005) has defined four levels of observation. For the purpose of clarity
within this policy, any observations beyond the frequency of general observations
will be classified as “enhanced” (MHA 1983 CoP, 2015 version). They should not
be referred to in anything other than their full descriptions as listed below:
•

General observation

•

Intermittent enhanced observation

•

Within eyesight enhanced observation

•

Within arms length enhanced observation

A full definition and description of the four levels of observation guidance can be
found in Table 1 (page 5).
1.2.3 Whether a person is detained under the Mental Health Act or is informal, the staff
and patients should always try to decide collaboratively about the level of
observation and engagement used. All four levels of observation can be used for
patients detained under the Mental Health Act 1983 without their consent, if an
agreement cannot be found and the staff member can give a rational for this in
relation to the persons risk and safety. The person still has the right to ask for a
review of the observation.
1.2.4 When assessing levels of observation with and for people who are informal, it is
first necessary to assess and document their capacity to understand the level of
observation. This should be done on the Carenotes Capacity assessment form. If
the informal patient is assessed to have capacity, their views about their level of
observation should be supported. If the patient consents to being on enhanced
observations, they may continue to be an informal patient. If the patient objects to
being on enhanced observations, there must be an immediate MDT review,
including the patient to discuss the best way to care for and support the person's
safety. If this cannot be agreed and the professional feels the person needs
observations, then there must be a Mental Health Act Assessment with a view to
detaining them under the Mental Health Act.
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. Where
the care plan is considered to be a deprivation of the patient's liberty please
follow the Deprivation of Liberty Safeguards (DoLS) process (see DoLs policy)
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Table 1 - Detailed description of the four levels of observation
The following applies to all types of observation:•
•
•
•
•

•
•
•

Engaging with a person whilst carrying out observations can have a positive effect on levels of distress.
(NICE 2005, COP 2015) 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.
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 level of observation must be recorded in full in the clinical notes and on the care plan.
When an observation is recorded this must be based on a visual sighting of the patient (unless it is known
that the patient is off of the ward).
Observations cover the 24 hour period. 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. Observing
staff must be familiar with the patient’s current risk assessment and from this should ascertain if it is
safe/appropriate to enter the patient’s room on their own.
At times, it may be necessary to search the patient and their belongings whilst having due regard for the
patient's legal rights. The Trust’s Searching patients and their property Policy will be followed.
In some circumstances it may be necessary to temporarily remove belongings that could be used to inflict
harm.
All observations will be recorded on the appropriate recording form (Appendix 4, 5, 6 and 7).

Please Note: ALL LEVELS OF OBSERVATION BEYOND THE FREQUENCY OF GENERAL OBSERVATION
ARE CLASSIFIED AS ENHANCED OBSERVATION.
Within Arms Length Enhanced Observation
This level of 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 (NICE 2005). The patient must be at 'arms length' of
the observing nurse at all times, day and night. On rare occasions more than one member of staff may be
necessary. Observation will be maintained when using the lavatory or bathroom facilities. Wherever possible the
same gender staff will be used to complete this aspect of the therapeutic observation.
Within Eyesight Enhanced Observation
This level of observation is for patients assessed to be at the highest level of risk of harming themselves
or others but who can be safely supervised within eyesight. The patient must be kept within sight at all times,
day and night. Observation will be maintained when using the lavotory or bathroom facilities. Wherever possible
the same gender of staff will be used to complete this aspect of the therapeutic observation.
Intermittent Enhanced Observation
This level of observation is appropriate when patients are assessed to be potentially, but not imminently
at risk of suicide or potential risk of harm to others. The care team must agree the maximum time period
between observations. This can be between 15 and 30 minutes. Guidance states that the intermittent observations
must be completed at irregular and unpredictable intervals.
General Observation
General observation is the minimum level of observation for all inpatients - it means we will check the location of
the patient every hour - this covers the 24 hour period. All patients whereabouts must be known to staff and
observations need to be completed and recorded hourly

1.2.5 'In general, engagement refers to the process of creating connections with
clients that drive decisions, interaction, and participation, over time (Temkin, 2008).'
Please refer to Safewards and Starwards for great resources and ideas:
Safewards - https://www.safewards.net/
Starwards - HTTPS://WWW.STARWARDS.ORG.UK/75-IDEAS/
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1.3

Principles
Observation is a dynamic therapeutic intervention through which patients needs
will receive ongoing assessment and intervention. Any risks relating to personal
safety, or risk to others should be managed consistently by the multi-disciplinary
team. It is important that the level of observation is matched to the risk identified
and is reviewed regularly.
We know that care environments which 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
(Bowers et al 2008).
The primary function of observation and engagement is to maintain patient safety.
However, the process of observing patients gives staff the opportunity to assess
behaviour, symptoms, physical well being and interactions.
As a general principle the level of observation and engagement should be the
least restrictive level necessary, balancing the patient’s dignity and privacy with
the need to maintain their safety and the safety of others. All levels of observation
are an opportunity to engage with patients and must not be regarded as just
another task to be recorded or simply 'suvailance'.

1.4

Scope of policy
The policy is applicable to most wards and units across the Trust. Recovery
and Rehabilitation services take an approach appropriate to the patient group as
detailed in Appendix 1.

2.0.

Policy Statement

2.1

Specific observation tasks are the responsibility of registered nurses, who may
delegate to competent persons (NICE 2005). Registered nurses are accountable
for all areas of their practice, including delegation, the carrying out and recording
of observation activities.

2.2

The decision to increase or decrease the level of observation must be
underpinned by an assessment of risk which must be clearly documented.

2.3

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 Age,
Disability, Gender and Gender Identity, Race, Religion & Belief, Sexual
Orientation and Pregnancy when addressing the patient’s needs for observation
and engagement. With regards to transgender patients, unless there is a risk that
outweighs their right to choose, the patient should be able to decide which gender
the person who escorts them to the toilet is.
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2.4

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. Staff must
be mindful that they need to adhere to the principles of the accessible information
standards. The aims of observation must, where appropriate, be communicated
with the patient’s approval to the nearest relative, friend or carer (NICE 2015).
Information sheets for patients, their advocates, families and carers and the public
can be found in Appendix 2. These can be provided in other formats such as
large print, audio or other community language, on request.

2.5

The privacy and dignity of patients must be considered and maximised whilst
being addressed within the care plan. For example, care plans should specify
whether the patient can use the toilet or bathroom with or without the nurse
physically going into the room or they should make it clear how access to fresh air
will be facilitated.

2.6

In Secure and Forensic Inpatient Services, decisions about the type of
observation to use must be related to 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).

3.0

Duties

3.1

Chief Nursing Officer
To ensure provision and distribution of a comprehensive, up to date policy,
reflecting best practice, that is fit for purpose across all care groups.

3.2

Matrons
Matrons 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 are also
responsible for ensuring that the Observation Audit (Appendix 7) is completed
once a month.

3.3

Ward Managers
Training in observation practice and the use of this policy is essential for all staff
(including bank and agency) working in inpatient units. This is provided in a range
of ways including: local induction to the ward which includes completion of the
Knowledge and Skills Test (KSA), brief teaching sessions on the ward, the
preceptorship programme for newly-qualified nurses and within the training
provided for health care assistants. Training and the recording thereof, is the
responsibility of ward managers.

3.4

Multi-Disciplinary Team
The patient’s multidisciplinary team, especially 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.

4.0

Procedure
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4.1

Ensuring a Safe Environment

4.1.2 The environment in which engagement & 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. Windows may not be appropriately glazed or the ward layout may make
unobtrusive observation difficult. All staff must be aware of environmental risks
(including ligature risks).
4.2

Risk Assessment prior to admission

4.2.1 Thorough and careful risk assessment underpins the application of appropriate
levels of observation.
4.2.2 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.
4.2.3 It is therefore important that the referring team provides an accurate, up to date
assessment of risk at the point of admission. The 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 and the safety of
other patients and staff.
4.3

Risk Assessment and observation on admission

4.3.1 On admission, the patient must be kept on ‘within eyesight’ enhanced
observations. This must be recorded on the appropriate recording sheet
(appendix 5).
4.4

Observation following the admission assessment

4.4.1 Once a mental health and risk assessment has been completed a decision can
be reached about the appropriate level of observation. This decision will be
made by the admitting nurse in conjunction with a second registered
professional who has also completed the Knowledge and Skills
Assessment in relation to this policy and conveyed to the Nurse in Charge and
all other staff on the shift. The agreed observation will be implemented and
recorded on the relevant ‘observation recording form’ (see apendix 3-6) and in the
patient’s clinical records on Carenotes.
4.4.2 When deciding on levels of observation the following should be considered (MHA
COP, 2015 p291):
• The patient’s wishes and feelings, if known (e.g. by an advance statement).
• What is necessary to meet the needs of the individual based on a current
mental health and physical assessment, their history and identified risks.
• The patient’s age and any individual physical or emotional vulnerability that
increases the risk of trauma arising from specific forms of restrictive
intervention.
• Responsibilities to protect other patients, visitors and staff.
• Any prescribed medications and their effects (or sudden withdrawal of these).
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Risk Assessment
This section should be read in conjunction with the Trust’s Safe & Effective
Assessment & Management of Clinical Risk Policy
•
•

Indication for enhanced levels of observation should be informed by the
Trust’s risk assessment practice, knowledge (or lack of) of the individual
patient and known warning signs and triggers.
Wherever possible risk assessment, and in particular decision making around
levels of observation, should be a multi-disciplinary and dynamic process.
Best practice guidance suggests the following indications for enhanced levels
of observation:
- 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 and ideas that the patient has about harming themselves or
others
- Specific plans or intentions to harm themselves or others
- Past or current problems with drugs or alcohol
- Recent loss (bereavement)
- Poor adherence to medication regimens
- Patient has a request and a structure/reason for the observations being
beneficial

This list should not be considered exhaustive and all risk assessments
should be based on all available knowledge of the individual which should
be enhanced as a result of observations and engagement feedback on an
ongoing basis
Other circumstances/risks to consider are:
- Risk of AWOL
- Bullying (perpetrator or victim)
- New admission to services (The Department of Health (2001) “Safety
First” report highlights the increased risk of suicide for those newly
detained and those in their first 7 days in hospital during evenings
and at night time.)
- When a person is unknown to services and is presenting for the first time in
acute mental health crisis.
- New transfer to an unfamiliar ward/unit,
- Unsuccessful tribunal/managers hearing and changes in legal status
- Impending day in court/interview with police
- Difficult social visit
- Loss of section 17 leave
- Concerns for physical health
- Self-control is reduced making a patient vulnerable to exploitation / harm
from others, e.g. sexual behaviour
- Patients experiencing command hallucinations with the intent of acting on
them
- In rare occasions patient under 18 years in an adult facility
- Cognitive impairment
- Risk of falls (please refer to Slips, Trips and Falls Policy)
- Recent loss e.g. divorce / access to children / accommodation / finances /
employment
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- High levels of impulsivity, hopelessness or agitation.
Other ways of supporting someone to manage this risk should be sought. Firstly through
engagement and least restrictive practice
4.4.3 The rationale for the level of observation will be recorded in the care plan.

4.5

Carrying out therapeutic engagement and observation - skills and
competencies

4.5.1

The ward manager/nurse in charge of each shift must ensure that all staff
(inclusive of bank and agency staff) who take on the observation duties detailed
in this policy have:
• Been familiarised with the ward, the ward policy for emergency procedures
and potential environmental (including ligature) risks.
• Read this policy.
• Successfully completed and signed the Knowledge & Skills Assessment
(KSA) (Appendix 8). This must be completed every two years.
• Read the patient’s care plan and been fully briefed about the reasons the
patient is subject to the current observation level, including their background
and specific risk factors particular needs and any relevant equality and
diversity issues – Age, Disability, Gender and Gender Identity, Race,
Religion & Belief, Sexual Orientation and Pregnancy.
• Been familiarised with how to access interpreting services; inc. community
languages, British Sign Language etc., if required.

4.5.2 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. The nurse from the out-going shift must verbally handover
any pertinent information and both staff members must sign the observation
recording form to show that this has been carried out.
4.5.3 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.
4.5.4 Observations cover the 24 hour period. At night, staff must continue the agreed
level of observation. Observing patients at night can pose particular difficulties,
especially while the patients are or appear to be asleep. It is important to note
that it is the responsibility of the person carrying out the observations to ensure
that the patient’s safety and welfare are monitored.
When a patient appears asleep the member of staff carrying out the period of
observation must monitor the patient’s physical health, noting changes in body
position, breathing etc. Staff must not assume that the patient is sleeping and/or
that they should not be woken. If the member of staff has not observed the
patient move or cannot observe the patient breathing, they must ensure the
patient is conscious by:
• Increasing lighting
• Getting close enough to observe breathing
• Checking for a pulse
• Rousing the patient
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This will require entering bedrooms (or areas of the ward the person is in e.g.
appearing to sleep in the lounge) to ensure that patients are safe and not in
emotional distress – and checking that they are not experiencing, or have not
experienced, any physical or emotional distress, loss of vital signs or collapse.
4.5.5 Staff undertaking observations will carry an alarm so that they can call for
assistance in the event of an emergency.
4.5.6 The least restrictive 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.
4.5.7 The following outlines the period of enhanced observation duty that staff should
not exceed.
• Within arms length enhanced– no longer than one hour.
• Within eyesight enhanced – no longer than one hour.
• Intermittent enhanced observation – no longer than two hours.
4.5.8 The nurse in charge is responsible for ensuring that the number of patients that
any individual staff member is required to intermittently observe allows sufficient
time for engagement and does not jeopardise the safety of any of those patients.

4.6 Leave from the Hopsital whilst on Observations
Somebody being on enhanced observations is often a result of their level of risk.
Given this, it is often that they cannot access leave from the hospital. However, this
is not a blanket rule, and there may be exceptional circumstances where the use of
leave may enhance the person's care, safety and experience; in these cases the
use of leave should be individually risk assessed, focusing on the identification and
balance of clinical risk and benefits. It is important that the terms and conditions of
leave are explicit if someone is on enhanced observations is to utilise any leave or
time away from the ward, Tthese should be decided as an MDT and in partnership
with anyone the person might be going on leave with, and the person themselves.
Should someone go on leave while they are on enhanced observations, there
should be clear documentation on care notes that evidences a multi disciplinary
discussion that clearly weighs up the risk of leave against the risk of restricting
leave. This should also be referred to in the person's care plan and risk
assessment. There will need to be a clear leave management plan in place that
details support pre, during and post leave, and assessment and management of
risk and support at each stage.
4.7 Reviewing types of observation
4.7.1. All levels of observations will be reviewed by the nursing team on a shift-by-shift
basis.
4.7.2 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’scare and observation, it is recognised that this may not always be
possible.
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4.7.3 Changing the level of observation must be dependant on the
patient’srequirements for care and safety and not on the availability of the
fullmultidisciplinary team to make decisions.
4.7.4 Any request made by the patient, their carer or relative, about increasing or
decreasing the level of observation must be considered in line with
currentassessment of risk.

4.8
4.8.1

Who can change the type of observation?
Increasing levels of observation

4.8.1.1 The following may increase the patient’s levels of observation:
• Any Registered Nurse
• The multidisciplinary team (MDT) when reviewing care.
• The individual making this decision takes the lead in ensuring that the risk
assessment and care plan are updated.
4.8.2 Decreasing Enhanced Observations (Within eyesight, within arms length
and intermittent levels of observation)
4.8.2.1 The following staff may decrease the patient’s level of observation:
• Any Registered Nurse who has completed the Knowledge and Skills
Assessment (KSA) in relation to this policy in collaboration with a second
registered professional e.g nurse, occupational therapist etc.
• The MDT when reviewing care.
• The individual making this decision takes the lead in ensuring that the risk
assessment and care plan are updated.
Reduction in the level 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.
Evidence of positive change or any other acceptable criteria for the reduction in level
must be agreed by the two or more professionals referred to and documented by one of
them. For reasons of professionalism and quality record-keeping, all those who
contribute to the review and decision should be cited as having contributed.
Prior to reducing enhanced observations, the reviewers will re-familiarise themselves
with the initial reason for the increase to the current enhanced observation level.
The reviewers will re-assess the current risks, taking into account:
a) Views of nurses on duty.
b) Views of the patient and their family / carer if appropriate.
c) Views of other members of the MDT (when on duty).
4.8.3 If a patient remains on within eye sight or within arms length enhanced
observations for more than 5 days and there either remain concerns about the
patient or there are disagreements within the team on whether to
increase/decrease/remain the same there should be an internal MDT review
(preferably to include the matron). This should include a review of the risk and
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rationale for agreed levels of observation with a plan that describes what needs to
happen in order for the observation levels to be reduced.

4.9

Who should be informed of the change?

4.9.1 The patient (and carer where appropriate) must be informed about the change of
observation and the reason explained.
4.9.2 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.

4.10 Recording observation
4.10.1 Clear, timely and accurate recording of observations is imperative to ensure the
observaion procedure is completed allowing for staff to monitor patients
4.10.2 The recording of observation 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 in
Appendices 4, 4, 5, and 6.
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 must be entered in full.
• Each recording entry must be legible.
• The full 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.
• Observation forms must not be completed retrospectively, and should be in
the moment. Staff carrying out observations must complete accurate which
includes the precise time that the person was seen.
• If there are any concerns about the observation of patients then they must be
shared with the nurse in charge without delay.

5.0

Development, consultation and ratification
This policy has been consulted upon with a range of stakeholders including
experts by experience, health care assisistants, nurse consultants, matrons, and
other clinical staff working in inpatient areas.
This policy has been ratified by the Policy and Professional Practice Forum and
has been subject to on-going review since its inception following the publication of
NICE guidance on observation practice, learning from Serious Incidents and
based on the experience of staff in its use and implementation.
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Should staff feel this policy does not meet the needs of patients or staff in their
area of care then they should contact the Head of Nursing for Acute Care and a
Quality Improvement project may be considered with the correct governance
structure to support any change

6.0

Equality and Human Rights Impact Assessment (EHRIA)
This policy has been subject to an equality impact assessment.

7.0

Monitoring Compliance

7.1

Audits will enable us to measure complaince with this policy. These will be
undertaken by matrons. As a minimum these audits will be completed on a
monthly basis and utilise the audit form provided in Appendix 7.

7.2

The audits will measure how many staff in inpatient settings have received training
on the implementation of the policy. Including the appropriate observation
recording sheets have been completed and that details of observation and
engagement are recorded in the patient’s care plans and in daily progress notes
on Carenotes.

7.3

The Quality Committee receives a Quarterly Serious Incident (SI) report. The
report details trends in incidents including trends related to the
consistentimplementation of this policy. Information about such trends will be
addressed to the policy author and executive sponsor for appropriate action

7.4

This policy will be reviewed every two years unless there is a need to review
earlier as a result of learning from audit, trends or lessons revealed through
Serious Incident investigations or changes in national standards, policies and
guidance.

8.0

Dissemination and Implementation of policy
This policy will be uploaded to the Trust’s clinical policy page and advertised in
the Partnership Bulletin and on the staff intranet. The Executive Sponsor will
ensure that clinical staff are alerted to the issue, reissue and review of versions
of this policy and that training requirements are complied with.
Martin Jeremiah (author of appendix 9) and the Head of Nursing have created a
training video to share the updates of this policy. There have also been huddles
facilitated to engage staff in face to face conversation about the policy

9.0

Document Control including Archive Arrangements
The Policies team will place updated versions of this policy on the Trust’s
policy webpages and archive out-dated documents in accordance with Trust
policy. The Trust’s Partnership Bulletin will alert stakeholders to the issuing of
the policy and any subsequently revised versions.
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Slips, trips and falls policy
Transfer and Management of Sussex Partnership Inpatients Requiring
Care in a Local General Hospital

Appendix 1

Observation Practice in Sussex Partnership NHS Foundation Trust
Recovery & Rehabilitation Services
This protocol applies to the following units:
Amberstone
Bramble Lodge
Rutland Gardens
Shepherd House
Connolly House
78 Crawley Road

Reviewed Feb 2020

Wykes and Holloway (2000) define the recovery and rehabilitation 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 the Trust’s care.
The 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.
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The Policy
Decisions to adopt a lower level of observation than that described within the Trust’s
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.
2) Craig, T ch1 pg 4in what is Psychiatric rehabilitation Wykes T and Holloway F 2005.
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Appendix 2

Information for patients, relatives and carers
Written by a Carer

What is Engagement and Observation?
Sometimes during a hospital stay, patients may require extra care from staff
through an increased level of engagement and observation. This might be to
keep vulnerable patients safe; to prevent any harm to themselves or others; or
because they are physically unwell. Any increased level of engagement and
observation is also seen as a more regular opportunity to talk to a patient and
hear what care and activities they think might help them the most at any given
time on the ward. Staff will keep the person informed about anything useful to
be noted down.
How are Levels of Engagement and Observation Decided?
It is important that support is tailored to each patient as an individual, so staff
will assess their mental and physical health care needs on a regular basis.
Staff will also bear in mind any other factors, for example: medication changes
and patient history. If an enhanced level of engagement and observation, or
any change in this, is thought to be beneficial at any stage, staff will discuss
this with the person (and any nominated relative, friend or carer), explain the
thinking, take their views into account, respect the patients dignity and privacy
as far as they are able and always use the minimum level of observation
necessary. They will, if possible, also let the person know how long a change is
likely to last. In particular, staff will carefully and formally review any reduction
in levels of observation.
What is the Most Common Level of Observation?
General Observation is the minimum level of observation for all inpatients. It
means staff will record the location of each patient every hour in a 24 hour
period. During each shift, nurses will also generally assess the welfare of every
patient on the ward and address any concerns.
What are the Enhanced Levels of Observation?
There are three types of enhanced observation: Intermittent, Within Eyesight
and Within Arms Length. If a person is being cared for on any of the following
observation levels they will generally not be allowed to leave the hospital
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environment, unless individualy care planned, or if it is to seek urgent medical
assistance and appropriate plans are in place to keep them safe. Indeed,
physical health conditions (and associated risks with these conditions) might
also play a major part in determining an appropriate level of enhanced
observation for a patient.
1) Intermittent Enhanced Observation: This level of observation is mostly
used when staff are concerned about a patient’s level of risk, either to
themselves or to others. Staff will check to see where the patient is and how
they are, at specified intervals between 15 and 30 minutes over each 24 hour
period.
2) Within Eyesight Enhanced Observation: This level of observation is mostly
used if there is a risk the patient could try to hurt themselves or another
person at any time. Staff must keep them within eyesight at all times. This
includes when they are using the lavatory and bathroom facilities. If
necessary, anything they could use to harm themselves or others will be
removed and staff may need to search them and their belongings. However,
staff must do this in a sensitive way and must keep the patients’ legal and
human rights in mind.
3) Within Arms Length Enhanced Observation: This observation means that
one or more members of staff will stay within arm's length of a patient at all
times. This also includes when they are using the lavatory and bathroom
facilities. This form of observation will be used if the person is likely to hurt
themselves or others and if necessary, anything that might have the potential
to cause such harm will be removed. As far as possible, the privacy and
dignity of the patient must be respected and they must be asked their
opinions on different aspects of being under this type of observation; (for
example, would they prefer to be observed by staff of the same gender as
themselves).
Are There Any Other Considerations?
When planning and conducting the appropriate levels of engagement and
observation with a patient, staff will also abide by the Trust’s local policy,
relevant national guidance and best practice. For example, they will consider
any relevant equality and diversity factors of Age, Disability, Gender & Gender
Identity, Race, Religion & Belief and Sexual Orientation. For further
information, please see the trust Therapeutic Engagement and Observation
Policy
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GENERAL OBSERVATION: HOURLY RECORDING FORM – INSTRUCTIONS FOR USE (11.5 hour shifts)

Enter patient’s activity, utilising these codes: 1.1 = one-to-one time; ✓= safe/present; E = out with escort; U = out unescorted; A = AWOL; SF = asleep, breathing and lying face down; SB =
sleep, breathing and lying on back; SR= sleep, breathing and lying on right side; SL= sleep, 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.
General observation forms must be retained on the ward for ease of access – as per record keeping policy

06.00

05.00

04.00

03.00

02.00

01.00

24.00

23.00

22.00

21.00

20.00

19.00

18.00

17.00

16.00

15.00

14.00

13.00

12.00

11.00

10.00

09.00

Print full name of patient

08.00

Room
No

Ward:

07.00

Date:
Name of Nurse Observing
(PRINT)
Both nurses to add initials when carrying out
shift-to-shift observation handover
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Appendix 3a (continued)

GENERAL OBSERVATION: HOURLY RECORDING FORM – INSTRUCTIONS FOR USE (11.5 hour shifts)

Enter patient’s activity, utilising these codes: 1.1 = one-to-one time; ✓= safe/present; E = out with escort; U = out unescorted; A = AWOL; SF = asleep, breathing and lying face down;
SB = sleep, breathing and lying on back; SR= sleep, breathing and lying on right side; SL= sleep, 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.
General observation forms must be retained on the ward for ease of access – as per record keeping policy

06.00

05.00

04.00

03.00

02.00

01.00

24.00

23.00

22.00

21.00

20.00

19.00

18.00

17.00

16.00

15.00

14.00

13.00

12.00

11.00

10.00

09.00

Print full namf of patient

08.00

Room
No

Ward:

07.00

Date:
Name of Nurse Observing
(PRINT)
Both nurses to add initials when carrying
out shift-to-shift observation handover
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GENERAL OBSERVATION: HOURLY RECORDING FORM – INSTRUCTIONS FOR USE (7.5hr shift)

Enter patient’s activity, utilising these codes: 1.1 = one-to-one time; ✓= safe/present; E = out with escort; U = out unescorted; A = AWOL; SF = asleep, breathing and lying face down;
SB = sleep, breathing and lying on back; SR= sleep, breathing and lying on right side; SL= sleep, 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.
General observation forms must be retained on the ward for ease of access – as per record keeping policy

06.00

05.00

04.00

03.00

02.00

01.00

24.00

23.00

22.00

21.00

20.00

19.00

18.00

17.00

16.00

15.00

14.00

13.00

12.00

11.00

10.00

09.00

Print full name of patient

08.00

Room
No

Ward:

07.00

Date:
Name of Nurse Observing
(PRINT)
Both nurses to add initials when carrying
out shift-to-shift observation handover
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Appendix 3b (continued). GENERAL OBSERVATION: HOURLY RECORDING FORM – INSTRUCTIONS FOR USE (7.5hr shift)
Enter patient’s activity, utilising these codes: 1.1 = one-to-one time; ✓= safe/present; E = out with escort; U = out unescorted; A = AWOL; SF = asleep, breathing and lying face down;
SB = sleep, breathing and lying on back; SR= sleep, breathing and lying on right side; SL= sleep, 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.
General observation forms must be retained on the ward for ease of access – as per record keeping policy

06.00

05.00

04.00

03.00

02.00

01.00

24.00

23.00

22.00

21.00

20.00

19.00

18.00

17.00

16.00

15.00

14.00

13.00

12.00

11.00

10.00

09.00

Print full name of patient

08.00

Room
No

Ward:

07.00

Date:
Name of Nurse Observing
(PRINT)
Both nurses to add initials when carrying
out shift-to-shift observation handover

Page 23 of 36

Appendix 4
INTERMITTENT ENHANCED OBSERVATION: RECORDING FORM
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 intermittent enhanced observation
The patient’s location and wellbeing must be checked at irregular and unpredictable intervals
ranging from 15 – 30 minutes - the maximum time between checks and rationale for use must be
documented on this form and in the persons healthcare records and must not be exceeded.
Enter the exact time the intermittent enhanced 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 breath you must ensure that the person is
conscious which will require entering the bedroom.
Upload recording form on carenotes.
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 intermittent enhanced observations (i.e. maximum time between checks)
Reason for Intermittent enhanced observation

Exact time
observed

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

Full name, job title (please
print) and Signature of Staff
Observing
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INTERMITTENT ENHANCED 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 5
WITHIN EYESIGHT ENHANCED 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
• Separate recording form to be used for each patient subject to within eyesight enhanced observation
• Enter details of the patient’s behaviour, 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
upu are unable to observe the patient move or breath you must ensure that the person is
conscious which will require entering the bedroom.
• Upload recording form on carenotes
• It is very important that you actively engage with the patient whilst they are on within eyesight enhanced
observation.
• When handing over the observations, both nurses must sign the form

Patient’s full name:

Room Number:

Date

Reason for Within Eyesight enhanced observation

Time

Comment on location, engagement, sleeping position, risks,
mental state, dietary intake, personal care, behaviour 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 ENHANCED OBSERVATION: RECORDING FORM (cont)
Time

Comment on location, engagement, sleeping position, risks,
mental state, dietary intake, personal care, behaviour 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

01.00

02.00

03.00

04.00

05.00

06.00
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Appendix 6
WITHIN ARMS LENGTH ENHANCED 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
• Separate recording form to be used for each patient subject to within arms length enhanced observation
• Enter details of the patient’s behaviour, 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 breath 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
enhanced observation.
• When handing over the observations, both nurses must sign the form
• Upload recording form on carenotes

Patient’s full name:

Room Number:

Date

Reason for within arms length enhanced 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 ARMS LENGTH ENHANCED 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

01.00

02.00

03.00

04.00

05.00

06.00
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Appendix 7

Therapeutic Engagement and Observation Policy - Audit Form
This audit form is to be used once every month. It is the responsibility of the Matron to
complete the audit, but this duty can be delegated to a Ward Manager.
1.

2.

3.

4.

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

Yes

No

Choose two staff on duty, one qualified and one
unqualified
• Confirm that the Knowledge and Skills test has been
completed.
• Is the member of staff able to explain the purpose of the
Therapeutic Engagement and Observation policy and
procedure?
• Is the member of staff able to explain the 4 levels of
observation and reasons why they may be used?
• Can the member of staff describe how they should
undertake observations at night?
• Is the staff member about to describe how they consider
the protected characteristics (Age, Disability, Gender
and Gender Identity, Race, Religion & Belief, Sexual
Orientation and Pregnancy) whilst allocating AND
undertaking observations?

Registered
Staff

Unregistered
staff

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes
Yes
Yes
Yes

No
No
No
No

Observation recording forms
Are the observation forms completed in line with policy?
• General observation form
• Intermittent enhanced observation form
• Within Eyesight enhanced observation form
• Within Arms length enhanced observation form
Select five sets of notes of patients who have been
under varying types of observation (please add a tick for yes

Set 1

Set 2

Set 3

Set 4

and a x for no in the next columns)

•

Does the care plan include the level of observations?

•

Does the care plan specify address the patients privacy
and dignity needs?

•

Is there evidence that observation levels have been
reviewed as per policy?

•

When observation levels were increased/reduced is the
rational for this clearly recorded?

•

Is there evidence that the patient has been involved in
the decision making around the use of observations?
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Therapeutic Engagement and Observation Policy Audit Form (cont)
If the audit identifies that any standards are unmet please evidence what action you are
going to take to address this on the following template:
Local Action Plan
1.

2.

3.

4.

5.
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Appendix 8

THERAPEUTIC ENGAGEMENT AND OBSERVATION POLICY KNOWLEDGE AND SKILLS ASSESSMENT
Staff Name
Role
Date Assessment Completed
Ward Manager / Nurse in Charge
(name) and signature

1. Why would enhanced engagement and observations be a good clinical intervention for
someone?

2. What are the different levels of observation called and what do they mean?

3. What actions / skills will you be utilising whilst undertaking observations and
engagement?

4. Tony has just arrived on the ward to be admitted. What level of observation should he
be placed on and for how long?

5. You are undertaking intermittent enhanced observations at intervals of 15 minutes for
Elizah. When you go to find him he is in the bathroom with the door shut. What would
you do?

6. You have been allocated to complete general observations at night when all of the
patients are asleep. Please describe how you will ensure that these are completed
appropriately?

7.

Sammy is an informal patient, who is not detainable A decision has been made to
nurse her on within eye sight enhanced observations however she is demanding to
be let out of the ward to go to the shops. What would you do?
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OBSERVATION KNOWLEDGE AND SKILLS ASSESSMENT (cont)

8.

You have just returned from 2 days off and there have been several new admissions
to the ward during that time. You are asked to undertake intermittent enhanced
observations at intervals of no longer than 15 minutes. What are your responsibilities
when receiving a handover of these observations from the previous member of staff?

9.

Which is the correct way to record intermittent enhanced observations of intervals no
longer than 15 minutes - A or B or C? Why is accurate record keeping important?
A
10.15hrs
10.30hrs
10.45hrs
11.00hrs

10.

B
10.12hrs
10.23hrs
10.38hrs
10. 49hrs
11.00hrs

C
10.05hrs
10.22hrs
10.44hrs
11.00hrs

Whilst completing within eyesight observations you observe that Nnedi has taken
something off from of a visitor and tried to hide it from you in her bag. On a
previous
admission she took an overdose of tablets that had been bought into
Hospital for
her. What would you do and is there any other Trust policies that
you would need
to utilise?

For Registered Staff Only

11.

Please describe the process for reducing enhanced observations and who can
agree this?

12.

In terms of documentation, what are the responsibilities of the individual leading on
the review (either when reducing or increasing the level of observation)?

I confirm that I have read and understood the Therapeutic Engagement and
Observation Policy
Name:
Signature:
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Appendix 9
A Case Study -Frankie; written and permission given to share by her loving and
intelligent father Martin
Frankie was admitted to Worthing Hospital by ambulance from her care facility early on a
Tuesday morning. She was having difficulty breathing with a ‘gurgling chest’ and called
Langley Green (where she had often been admitted in the past and knew the staff there)
as she did not trust the staff at the home. The paramedics checked out Frankie’s vital
signs on arriving at the facility and she was showing all the symptoms of having
pneumonia. At Worthing hospital Frankie was given a blood test and the results were
consistent with a pneumonia/chest infection diagnosis, so she was treated with antibiotics
and steroids. At Worthing Hospital Frankie was on 1–1 obs, but staff were finding it
difficult to maintain this level of observation.
Frankie had gone absent from her care home in Littlehampton on the Sunday evening, a
couple of days before. She had checked herself into the Brighton Metropole; went
swimming, ordered some food and settled down to watch some television. On a tip-off
from her parents, Frankie was visited by the police in the early hours of the morning who
confirmed that she was safe and well in the hotel. It did mean Frankie missed her
medication on the Sunday evening and Monday morning however. There was also some
doubt about whether she had refused medication on the Monday evening having been
returned to the care home in the afternoon; and a similar doubt about whether she was
able to take medication next morning, as no administration of any meds featured in the
paramedics’ handover to Worthing Hospital.
Frankie was a Clozapine patient and she was assessed by a nurse from the Mental
Health Liaison Team on the Wednesday morning at Worthing Hospital. After contacting
the care home by telephone, the nurse documented that Frankie had “Clozapine dose in
the morning on 26/1/20 [Sunday] and in the evening on 25/1/19 (sic) [Saturday] therefore
has had dose within 48 hours”. Being 10.30 on 29/1/20 (Wednesday morning) the 48
hours conclusion at that point was not quite accurate however. Frankie was given her
morning dose of Clozapine (one quarter of daily) on Wednesday by a Worthing Hospital
doctor before being ‘medically cleared’ and the A&E clerking notes taken at Worthing
Hospital were sent over to the relevant SPFT ward as a bed had been found.
Frankie arrived on the mental health ward at 11 pm on Wednesday evening with her
steroids and antibiotics as TTOs (take away medication). The transfer was not ideal in
terms of timing, particularly as Frankie still had no day clothes and was tired. Frankie
went straight off to bed but was woken by the Duty Doctor at 3.15 am for admission
clerking and a National Early Warning Score (NEWS) assessment. Frankie’s vital signs
had improved somewhat since her admission to Worthing but she refused a blood
pressure test at this time. Unfortunately, there was no discharge letter from Worthing but
the comprehensive A&E clerking notes were available. The Duty Doctor placed Frankie
on 15 minute obs.
The ward meeting on Thursday morning was a short one in terms of Frankie’s
participation, being just six hours or so later. Anyone who knew Frankie would know that
she could ‘sleep for England’. A 9.30 am start after an 11.15 pm bedtime and interrupted
sleep was not going to happen! There were further attempts to try and clarify her
medication regime at the ward round. Other limitations were that the doctors were unable
to see Worthing’s blood results as they were on a different system and Frankie had
missed her monthly blood test appointment at the Clozapine clinic the day before. At the
previous visit to the clinic, Shepherd House had alerted a sudden, significant escalation in
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Frankie’s BMI, but unfortunately this had remained unacknowledged by the community
team.
After some further sleep through Thursday morning Frankie was feeling much brighter,
but refused another NEWS assessment, probably because it was coming up to lunchtime.
Historically, lunch was an important feature on the wards for Frankie, particularly as
breakfast was not! She had often been known to refuse things like blood pressure tests at
this time in the past, but agree to them later. NEWS was documented in her notes to be
carried out twice daily, but unfortunately the second attempt was missed that day.
One of the doctors at the ward round telephoned the care home in the early afternoon.
They told him Frankie had taken her meds on the evening of 27th (Monday] and morning
of 28th [Tuesday] so it was decided to recommence Clozapine along with Frankie’s other
meds apart from any Clonazapam.
On the face of it, Frankie was therefore carrying a significant amount of risk.
a) Frankie had been discharged with a medical condition from Worthing that she was
still being treated for.
b) There had been a limited participation of Frankie as the patient in the ward round.
c) There was real confusion about Frankie’s medication and what she had taken
when. No definitive MAR sheets from the care home had been made available.
d) Recent NEWS data and bloods data was not accessible on the ward.
e) A seriously elevated BMI in a short space of time had recently been flagged up by
the Clozapine clinic but not investigated.
Frankie went off to bed on the Thursday evening having taken her meds, which included
her recommenced (300mg) evening dose of Clozapine. She was observed on her 15
minute obs throughout the night and at 5.30 am was seen to have moved from her bed to
the floor. Frankie was discovered to be dead at 7.30 am in the morning and the
pathologist concluded at the inquest that she had “been dead for at least an hour, maybe
two”. Indeed, it seems likely that Frankie died soon after she moved to the floor, at which
point, she would have ceased to snore loudly.
I felt sorry for Frankie. I felt sorry for the staff on the ward in the morning, vainly trying to
do CPR, de-fib etc. (according to the reports that I later read). I felt sorry for the HCA
involved in the obs. I felt sorry for the ward matron who rang to tell me that Frankie had
passed away just as the three police officers arrived at my door. I felt sorry for Vicki who
answered the door to the police. I felt sorry for Frankie’s Mum when I had to inform her of
Frankie’s death by telephone (as she was in Australia at the time).
The appropriate level of engagement/observations, with the right level of expertise and
the right timing; thereby truly ‘knowing’ the patient; must surely help to accurately assess
risk and feed the development of the appropriate level of engagement/observations for a
particular patient on an ongoing basis.
I am grateful to have been able to contribute to this project and hope any sad and
traumatic cases such as Frankie’s can be avoided in future as a result of the reissued
policy, appropriate staff training and its implementation.
Martin Jeremiah (Frankie’s Dad)
The Head of Nursing, Katy Stafford, adds:
Frankie was (and will continue to be in our memories) an incredibly intelligent,
explorative, creative, humorous, kind and sociable, individual. Sadly, Frankie suffered
with her mental health for years, and had a lot of experience of hospital admission. With
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this experience, Frankie often used her insight and designer mindset to think of ways in
which services could be better for everyone. It is with great sadness that Frankie is not
able to help me re write this policy in person. It is with great honour that her story and her
father are.
While Frankie is not here to physically help me write the policy, her death very much
informs how we approach therapeutic observation and engagement, and changes in
practice. I know that those reading this policy want give the best care they can to patients;
please let Frankie's story help give this policy and the importance of observations real
meaning. As you read this policy, please think of Frankie
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