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1.0    Policy Statement (Purpose / Objectives of the policy) 
There are several circumstances where patients, both adult and children, may require 

enhanced care, such as: 

• the patient is at risk of self-harm and, or presents a risk to others, 

• the patient is likely to abscond from the ward and is at risk to him or herself., the patient 

 is confused, agitated, aggressive or violent towards others, 

• the patient has a history of falls or is assessed as at high risk of falling, and 

• the patient has delirium and behaviour compromising dignity. 

 

This is not an exhaustive list. The policy has been developed to facilitate the assessment of 

all patients who may require enhanced care to ensure patient safety is maintained. 

 

1.1 To ensure that resources are appropriately allocated through robust assessment 

  and escalation processes. 

1.2 To reflect and support other related policies that are integral to patient safety, 

  patient liberty and patient experience. 

1.3 To assist staff with the decision making required to support patients who may  

  require enhanced care to keep them safe. 

1.4 To ensure that one to one nursing is not the immediate solution to every clinical   

           Scenario, and that an individual risk assessment (see  Appendix 2,  7 and 8) is  

          completed before the decision is taken to utilise the type of resource. See 

Appendix 1 for support contact details. 

1.5 To ensure that all the following controls and safety measures have been 

considered and or put in place.  

• Moving or locating the patient(s) closer to the nurses’ station for observation or 

            consider a side room or bay furthest from the entrance to reduce stimulation 

and  

             enable rest as guided by the individual risk assessment (see Appendix 2). 

• Where there are several patients of the same sex on a ward who may require 

close observation, consider the benefits of moving them into the same room (also 

known as cohorting) or moving to a different area or are causing a disturbance to each 

other. 

• Using patient safety equipment and, or assistive technology to lower the risk to 
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the patient e.g.,  

  lowering the bed,  

 bed safety rails,  

 nasal bridles or safety mittens (CP59) to prevent dislodgement of 

feeding tubes or cannulae and catheters. 

 

• Consider a staff member allocated to a bay of four to six patients to include the 

patient who has been risk assessed as requiring additional observation within 

existing   resources and establishment and the use of Tag Nursing to ensure there 

is always a member of staff in the bay. See Appendix 5 for description of Tag 

Nursing. 

• Ensure that the surroundings are safe. This may include removing obstacles, 

making sure call bell, walking aids, glasses, hearing aids and footwear are within 

reach, although it may include removing any items that may be used as a ligature 

such as the call bell cord. Therefore, actions must be indicated by the individual 

risk assessment (see Appendix 2) and documented in the patient notes. 

• In adhering to this Policy, all applicable aspects of the Conflicts of Interest Policy must 

be considered and addressed. In the case of any inconsistency, the Conflict of Interest 

Policy is to be considered the primary and overriding Policy. 

 
2.0 Definitions 

Enhanced care where a patient or cohort of patients require an increased level of 

nurse-to-patient care due to their complexity or acuity. Enhanced care is defined as 

“watching the patient attentively” while minimising the extent to which they feel 

that they a r e under surveillance. Encouraging communication, listening, and 

conveying to the patient  

that they are valued and  cared for are important components of skilled nursing 

observation. 

• All Patients is defined as, all adult, maternity and paediatric patients in any 

inpatient care setting. Patients in the Emergency Portals will follow the 

Emergency Care Risk assessment for either Adult or Paediatric patients. See 

Appendices 7 and 8. 

• Patient Safety is about working to prevent events that can cause harm to patients. 

 Harm in this context means the patient is at risk of self-harm and, or presents a 
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risk to others. 

• Vulnerable is defined as a confused patient, at risk of harm to themselves or 

others, or physically frail with the potential for fall injury. 

• A patient is deprived of their liberty for the purposes of Article 5 of the European 

Convention on Human Rights (points 1-3 are as defined by the Deprivation of Liberty 

Safeguards (2009) and would need to be read in conjunction with the CP02 (DoLS 

policy) if they: 

1. have been assessed as lacking the capacity to consent to their care or treatment 

arrangements, 

2. are over the age of 18 years old, 

2.  are under continuous supervision and control, and 

3.  are not free to leave. 

• Tag Nursing is a model of nursing whereby the designated patient or area is not 

left unattended by a staff member. Changeover of staff MUST occur within the 

designated area and staff who are deemed to be Tag Nursing must not abandon 

their post. See  Appendix 5 for Tag Nursing standard operating procedure. 

• ‘At Arm’s Length’ definition is that patients at the highest levels of risk of harming 

themselves (or others) are nursed within arm’s length of the staff looking after them 

(i.e., no further away from the member of staff allocated to closely observe them 

by a distance equal to the length of their arm). 

 

• Levels of Observation  
Score 0-3 Blue: General observation is the minimum acceptable level of observation 

 for all in-patients. The location of all patients should be known to staff, but not all 

patients need to be kept within sight. This includes checking all elements on the 

intervention chart.  

Score 4-7 Green: Intermittent observation means that the patient’s location must be 

checked at frequent intervals, exact times must be specified on the enhanced care 

assessment.  

This level is appropriate when patients are potentially but not immediately at risk. 

Observation record must be completed for each patient (see Appendix 3). 

Score 8-11 Amber: Within eyesight is required when the patient could, at any time, 

try to harm themselves or others. The patient should be always kept within sight, by 

day and by night, and any tools or instruments that could be used to harm themself 
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or others must be removed. An observation record must be completed for each patient 

(see Appendix 3). 

Score 12-15 Red:  Within arm’s length.  Patients at the highest levels of risk or 

harming themselves or others may need to be nursed in proximity.  On rare 

occasions, more than one nurse may be necessary. Issues of privacy, dignity and 

consideration of the gender in allocating staff, and the environment dangers must 

be incorporated into the care plan. An observation record must be completed for 

each patient (see Appendix 3). 

 

3.0 Accountabilities 
 

         3.1 Chief Executive Office 
Responsible for ensuring the policy is implemented across the Trust. 

 

        3.2 Chief Nursing Officer 
Manages and co-ordinates the assurance processes at an organizational level, 

working in support of the Chief Executive, and is the Director with overall 

responsibility for the management of risk, clinical governance and for the 

management of complaints within the Trust. 

 

3.3 Medical Team with responsibility for the care and treatment of the patient 

• Where Mental Health problems have previously been identified, liaise with the  

  psychiatric team that is usually responsible for the care and treatment of the 

patient. 

• Participate in undertaking and documenting agreement with the enhanced care 

risk assessment to determine appropriate level of observation. 
 

3.4 Divisional Heads of Nursing and Midwifery 

• Review budget detail and incidents. 

• Will spot check adherence to policy. 

 

3.5  Matron 

• Ensure compliance with the policy and accurate monitoring of incidents. 

• Review requests for enhanced care and allocate staff from other areas or, if 

there are none available, authorise bank nurse cover. 
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• Review patients receiving enhanced care with the Nurse in Charge to ensure that 

the risk identified in the individual risk assessment still applies and if enhanced 

care is still required. 

 

3.6  Staffing Bleep Holder 
• Where requested by a Sister, Charge Nurse or Shift Leader, during 5pm to 8am 

and at weekends and bank holidays, the on call manager will review a request for 

enhanced care and consider moving staff from other areas if temporary staff are 

required. 

• Where it has been assessed that temporary staffing is required, the staffing bleep 

holder will approve the request for the 24 hours following a Bank Holiday or 

weekend. 

 

3.7 Band 7 Ward Manager 

• Responsible and accountable for ensuring all staff are aware of and adhere to the 

policy and are adequately trained in enhanced care. 

• Responsible for monitoring assessments and numbers of patients requiring enhanced 

care. 

• Ensuring the ward environment is calm and clutter free. 

• Ensuring that the Matron is made aware of the need for enhanced care. 

 

3.8 Nu r s e in Charge of Shift 
Where the Nurse in Charge has identified that a patient requires enhanced care, 

she or he will do the following. 

• Employ alternative strategies and controls to manage the individual patient as 

indicated by the individual risk assessment. 

• During 8am-5pm weekdays, escalate needs for enhanced care to the Matron for 

inclusion in the ward RAG rating. If it is agreed that temporary staffing is required, 

consider what competencies and skills are required to care for the patient 

safely. 

• Where temporary staffing is required for enhanced care at Amber or Red 

level, nurse bank requests are made. 

 During 5pm-8am liaise with the Directorate or Division Staffing bleep holder, and at 

weekends and on Bank Holidays, liaise with the Temporary Staffing Bank to update the 
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ward RAG rating with the requirement for enhanced care. 

• Ensure that staff providing enhanced care at Amber or Red level receive a full report 

on the patient's condition, the rationale for this level of care, and a summary of 

concerns and risk factors. 

• Ensure cover for breaks are provided to the staff member providing enhanced care at 

Amber or Red level. 

• Ensure no period of enhanced care at Amber or Red level by a member of staff 

w i l l  b e  longer than 2 hours except in very exceptional circumstances. 

• Ensure that support and assistance for the staff allocated to enhanced care is available 

from other members of the team as required. 

• Ensure that the patient understands why enhanced care at Amber or Red level is being 

given. If they do not have capacity, it is essential that relatives and, or carers are 

kept informed of the care and the reasons why enhanced care is required and the 

reasons why this may be adjusted. 

• Ensure that staff are aware that they must avoid any situation which jeopardises 

their own safety. 

• It is important to note that the registered nurse remains accountable for the decision 

to delegate enhanced care to a support worker or student in training. 

• In the instance that extra staff are not available to provide the level of 

enhanced care, the nurse in charge will delegate duties on the ward to 

provide the safest level of care possible. 

 
3.9 Staff performing enhanced care at Amber or Red level (see Appendix 6 for 
staff leaflet) 

• Will be aware of the needs assessment and the plan of care drawn up by the multi-

disciplinary team. 

• Be familiar with the ward environment and layout, ward policy for emergency 

procedures, and potential risks in the environment. 

• Enhanced care at Amber or Red level is an opportunity for one-to-one interaction. 

The nurse must show the patient positive regard.  If a patient is uncommunicative, 

the nurse can initiate conversation and convey a willingness to listen using principles 

of VERA (Validation, Emotion, Reassure, Activity), a framework that describes a 

stage by stage process for nurses to provide compassionate and caring 

communication. (Appendix 4). 
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• Some patients will prefer to be active or may just want to pass the time.  It is 

important that the nurse elicits the patient’s preferences, for example, in music, 

TV or reading, and provides them. 

• The patient is entitled to information about why they are receiving enhanced care at 

            Amber or Red level, how long it will be maintained, and what may happen. 

• The aims and level of enhanced care should be communicated, with the patient’s 

approval, 

to the nearest relative, friend or carer. 

 
 

4.0 Policy Detail 
 

• An individual risk assessment must be completed using the Enhanced Care Scoring 

Tool considering the staffing skill mix and current patient acuity on the ward. 

• Any level of enhanced care must be reviewed by the Nurse in Charge or the ward at 

least daily (including weekends). 

• It is acceptable to ask volunteers or a carer or relative to be with the patient if 

this is appropriate and in the best interest of the patient. 

• Consider the Deprivation of Liberty Safeguards (DoLS) for all patients identified Amber 

and Red as they would be continuously supervised and controlled. They must fulfil the 

criteria, which are that the patient must be 18 years or over, lacks mental capacity for 

care and treatment, is continuously supervised, continuously controlled, and not free 

to leave. 

• If a patient has capacity, it will be professional judgement to provide enhanced care 

observation for patients identified as Amber or Red. 

• If the patient’s circumstances change (i.e., regains mental capacity) then the 

safeguarding team and supervisory body (Local Authority) must be informed as DoLS 

would no longer apply.  

• If mittens or nasal bridles are used, separate care plans and risk assessments must 

be used in conjunction with any other monitoring documentation used. 

• Records of enhanced care must be kept by staff responsible for carrying out enhanced 

care, see Appendix 3. 

• All decisions regarding observation are recorded by the registered nurse in the 

patient's main medical or clinical notes. Records should include: 

- Enhanced Care Screening Score and actions taken, 
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- mental capacity assessment is recorded and reassessed as planned, 

- current assessment of risk of falls, and 

- Clear directions regarding therapeutic approach i.e., occupation therapy sessions. 

 

Review or Termination of Enhanced Care 

• The full rationale for discontinuing close observation must be fully documented in 

the care record including th e  na m e s  o f  those involved in making the decision.  

A relative or carer must be notified of the decision and its rationale, and this must 

be documented. 

• If the patient was at risk of self-harm, a psychiatric assessment must be performed  

             before enhanced care is discontinued. 

• If an application has been submitted for a DOLs, assessment this must be reassessed 

           before enhanced care is discontinued. 
• Consideration must be given to the patient's previous assessment and the time of day 

         it is required e.g., does the patient require enhanced care for any particular part 

of   the 24 hours such as night-time or twilight shift?  If so, consider continuing at 

these times rather than the close observation being stopped completely. 

 

5.0  Risk Management 
Details of how to manage risks can be found in the following associated Royal 

Wolverhampton NHS Trust policies: 

CP42a and b-Falls; OP52-Safe Hands; Chaperone CP36; CP53-Safeguarding; OP26- 

Security; Safer Nurse Staffing OP 107; Risk management and patient safety reporting- 

OP10; Temporary Staffing Bank-Managers Guidelines; Visiting Policy CP43; Mental 

Health CBP webpage, including patient process maps; LD Strategy; Dementia Strategy; 

Delirium Protocol; OP96-Tissue Viability; CP56-Restraint and Sedation; and 

Management of deliberate self-harm on hospital premises of young person’s up to the 

age of 18-CP63. 

 

6.0 Process for Monitoring Effective Implementation 

The use of all temporary staff and associated costs will be monitored monthly using 

information collected by the Ward Manager and monitored by Matron and the 

Divisional Head of Nursing or Midwifery. This must demonstrate that the correct 

escalation procedures were in place for those patients who needed enhanced care 
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and to confirm the procedure for approving temporary staff was followed. 

This policy will also be monitored in Directorate governance for incident trends 

where patients have sustained an injury due to any of the reasons for a patient 

requiring enhanced care that are outlined in section 1.0 of the policy. 

 

 7.0 Financial Risk Assessment 
1 Does the implementation of this policy require any additional 

Capital resources 
No 

2 Does the implementation revenue resources of this policy require 
additional 

No 

3 Does the implementation of this policy require additional 
manpower 

No 

4 Does the implementation of this policy release any manpower 
costs through a change in practice 

No 

5 Are there additional staff training costs associated with 
implementing this policy which cannot be delivered through 
current training programmes or allocated training times for staff 

No 

 Other comments  

 

 
If the response to any of the above is 'Yes' please complete a standard business 
case report and which is signed by your Divisional Accountant and Directorate 
Manager for consideration by the Divisional Management Team before 
progressing to your specialist committee for approval. Please retain all yes 
content in the final policy. 
 
 

8.0 Equality Impact Assessment 
 
Trust has a statutory obligation to assess the potential for policies to discriminate on the 

grounds of race, disability, gender (including transgender), sexual orientation, religion and 

age. 

 
An equality analysis has been carried out and it indicates that: 

 
Tick Options 

x A. There is no impact in relation to Personal Protected Characteristics 
as defined by the Equality Act 2010. 

 

B. There is some likely impact as identified in the equality analysis. 
Examples of issues identified, and the proposed actions include: 
•  
•  
•  
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9.0 Maintenance 

The Deputy Chief Nurse is responsible for recommending any changes or 
amendments to the policy and is responsible for ensuring the policy is kept up to 
date. 
 
 

10.0 Communication and Training 
        Wards will have a training pack for cascading to the teams; this includes examples 

 of the enhanced care risk assessment and care record charts.  Both have MI 

 number for department ordering.        

 

        The VERA communication poster and staff leaflet have MI numbers for     

         department ordering. 

 

Policy communication will be varied including the following: 

• Professional Nursing Forum, 

• Senior Sister meeting, and  

• presentation at key Department Governance meetings such as Gastro, ED, 

Neuro and OAM. 

 
11.0 Audit Process 

Criterion Lead Monitoring 
method 

Frequency Committee/ 
Group 

• Duties 
 

(Accountabilities) 

Author of 
 

Policy 

Policy Review 1 year PSIG 

• Audit of 
 

enhanced care 

assessment and 

resources 

Divisional 
 

Heads of 
 

Nursing 

NAAR peer review Annual QSAG 

• Incidence of 
 

falls and trends for 

patients requiring 

enhanced care. 

Chair of Falls 
 

Group 

Incidents Quarterly Falls Group 
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12.0 References - Legal, professional, or national guidelines  
 
Official guidance 

 
• Department of Health Guidance on reducing the use of restrictive practices inter alia in 

health care settings issued by Department of Health (April 2014) 

• CQC briefing for providers in health and social care settings (updated late April 2014). 
 
 

 Other policy references 
 

• CP42 Prevention of Adult and Paediatric Inpatient Falls Policy.  

• OP52-Patient Identification Policy. 

•  CP36-Chaperone. 

•  CP53-Safeguarding.  

• OP26-Security Policy. 

• HR31 Safe Staffing Policy  
• OP10-Risk management and patient safety reporting.  

• Temporary Staffing Bank-Managers Guidelines. 

• Hospital Visiting Standard Operating   
• Mental Health CBP webpage, including patient process maps.  

• Learning Disability Strategy. 

• OP96-Tissue Viability. 

• CP56-Procedural Sedation Policy 
• CP63 – Management of Self Harm on Presentation to RWT of Young People up to 18th 

Birthday - Wolverhampton 
• Delirium Protocol 
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Policy 
number and 
Policy 
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CP66  
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Policy Title 
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Patients Requiring 
Enhanced Care 

Status: 
 
Final 

Author: Matron 
Rehabilitation and 
Ambulatory Care 
 
Chief Officer  
Sponsor: Chief 
Nurse 

Version / 
Amendment 
History 

Version Date Author Reason 

 

1.0 
 

January 
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Matron 
Rehabilitation 
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Ambulatory 
Care 

 

Introduction of 
policy 

2.0 January 2020 

 

Matron 
Rehabilitation 
and 
Ambulatory 
Care 

 

Revision of policy 

 

2.1 October 2020 Matron 
Rehabilitation 
and 
Ambulatory 
Care 

Minor amendment to 
Appendix 2. 

 
Links to appendices 7 
& 8 updated. 

 

2.2 December 
2022 

Matron 
Rehabilitation 
and 
Ambulatory 
Care 

Review of policy 

Intended Recipients: All Trust employees 
Consultation Group / Role Titles and Date: Falls Group, Safeguarding Group and Senior 
Nurse Group, Quality Team 
Name and date of Trust level group 
where reviewed 

Trust Policy Group – December 2022 
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unless otherwise indicated – see 
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directorate governance meetings and intranet 
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If yes you must ensure that you have read and have fully considered it meets the 
requirements outlined in sections 1.9, 3.7 and 3.9 of OP01, Governance of Trust-wide 
Strategy/Policy/Procedure/Guidelines and Local Procedure and Guidelines, as well as 
considering any redactions that will be required prior to publication. 
To be read in conjunction with: The following policies CP42a and b-Falls; OP52-Safe hands; 
Chaperone CP36; CP53-Safeguarding; OP26-Security; Safer Nurse Staffing OP 107; Risk 
management and patient safety reporting-OP10; Temporary Staffing Bank-Managers Guidelines; 
Visiting Policy CP43; Mental Health CBP webpage, including patient process maps; LD Strategy; 
Dementia Strategy; Delirium Protocol; OP96-Tissue Viability; CP56-Restraint and Sedation; 
Management of deliberate self-harm on hospital premises of young person’s up to the age of 18-
CP63; 
 
Initial Equality Impact Assessment (all policies): Completed Yes  
Full Equality Impact assessment (as required): Completed NA 
 If you require this document in an alternative format e.g., larger print please contact Policy 
Administrator 8904 
Monitoring arrangements and 
Committee 

Compliance monitored using NAAR peer 
review reporting to QSAG 

 
Document summary/key issues covered.  
Key messages 

• Applies to vulnerable patients who need extra observation. 
 

• Vulnerable means: confused, at risk of harm to themselves/ others, or physically frail 
with the potential for injury. 

 

• Close links to safeguarding and inpatient falls management policies 
 
 
Enhanced Care Levels 

 
• Score 0-3 Blue: general observation is the minimum acceptable level of observation for 

all in-patients. 
 

• Score 4-7 Green: intermittent observation when patients are potentially, but not 
immediately, at risk. 

 
• Score 8-11 Amber: the patient should be kept within sight of member of staff 

allocated to closely always observe the patient. 
 
• Score 12-15 Red: patients at the highest levels of risk of harming themselves (or 

others), nursed within arm’s length. 
 
Designated member of staff is required for compliance at red and amber. 
Key words for intranet searching purposes Enhanced Care Score, observation, falls 

risk 
High Risk Policy? 
Definition: 

 • Contains information in the public domain 
 that may present additional risk to the public 
 e.g., contains detailed images of means of 
 strangulation. 
• References to individually identifiable cases. 

 
No (delete as appropriate) 
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• References to commercially sensitive or 
 confidential systems. 

If a policy is considered to be high risk, it will be the 
responsibility of the author and chief officer 
sponsor to ensure it is redacted to the requestee. 
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IMPLEMENTATION PLAN 
To be completed when submitted to the appropriate 
committee for consideration/approval 

 
 

Policy number and 
policy version 
CP66 

Policy Title 
Policy For Care of Patients Requiring 
Enhanced Care 

 

Reviewing Group  Date reviewed: 

Implementation lead: Print name and contact details 

Implementation Issue to be considered (add 
additional issues where necessary) 

Action 
Summary 

Action lead / s 
(Timescale for 
completion) 

Strategy; Consider (if appropriate) 
1. Development of a pocket guide of strategy aims for 

staff 
2. Include responsibilities of staff in relation to strategy 

in pocket guide. 

  

Training; Consider 
1. Mandatory training approval process 
2. Completion of mandatory training form 

  

Development of Forms, leaflets etc; Consider 
1. Any forms developed for use and retention within 

the clinical record MUST be approved by Health 
Records Group prior to roll out. 

2. Type, quantity required, where they will be kept / 
accessed/stored when completed 

  

Strategy / Policy / Procedure communication; 
Consider 
1. Key communication messages from the policy / 

procedure, who to and how? 

  

Financial cost implementation 
Consider Business case development 

  

Other specific Policy issues / actions as required 
e.g., Risks of failure to implement, gaps or barriers 
to implementation 

  

 



Patients Likely to Need Enhanced Care 

Violent and 
aggressive patient 
(Rule out 
psychiatric 
/physical cause) 

Dementia patients/ 
cognitively 
impaired patients 

Falls Risks (with or 
without dementia) 

Patients needing DoLS ie 
with delirium/HI/alcohol 
withdrawal 
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security 
presence/ 
Mental health 
staff 
presence 

 
Ensure 
Patients Who 
Pose a Risk 
to 
Themselves 
or Others 
assessment 
is completed 

 
Band HCA 
not suitable 

Ensure risk assessment 
has been undertaken 
using Self Harm pathway 

 
Consider where patient is 
placed on the ward 

 
May need MH section 

 
Consider 1:1 if high risk 
of self-harm 

 
 
 
 

HCA unlikely to be 
suitable 

Clinical expertise required 
so a qualified nurse is 
required 24/7 

 
 
 
 
 
 
 
 
 
 
 

HCA unsuitable 
RN with specialist skills 
required 

Consider placement 
position on the ward 

 
Increased intentional 
rounding 

 
Distraction therapy – 
Work with therapists 
Work with friends/family 

 
May need trained 1:1 
depending on issues ie 
trained in breakaway/ de- 
escalation techniques 

 
 
 

HCA unlikely to be 
suitable 

Consider distraction 
therapy 

 
Consider cohorting with 
others 

 
Increase frequency of 
intentional rounding 

 
Planned activities during 
the day 

 
Working with 
friends/family 

 
1:1 last resort if the 
above are ineffective – 
may not need 1:1 24/7 

 
HCA suitable but may 
need dementia training 

Use of alarms 

Consider environment 

Consider placement on 
ward 

 
Increased intentional 
rounding 

 
Work with therapists 

 
Plan activities with patient 
1:1 last resort if above are 
ineffective – again may 
not be needed 24/7 

 
 

HCA suitable but may 
need dementia training 

Patients at risk of self- 
harm 

Patients with a clinical 
risk ie 
CPAP/tracheostomy 
patients especially if 
isolated in side room 



Su
rn

am
e	

U
n

it
 N

o

Fo
re

n
am

e	
N

H
S 

N
o

A
d

d
re

ss
	

D
O

B

Po
st

co
d

e	
(o

r 
af

fi
x 

p
at

ie
n

t 
la

b
el

)

En
h

an
ce

d
 C

ar
e 

Sc
o

ri
n

g
 T

o
o

l
To

 b
e 

co
m

p
le

te
d

 f
o

r 
an

y 
p

at
ie

n
t 

w
h

o
 y

o
u

 f
ee

l i
s 

at
 r

is
k 

o
f 

h
ar

m
in

g
 t

h
em

se
lv

es
 o

r 
o

th
er

s,
 is

 c
o

n
fu

se
d

 o
r 

is
 p

h
ys

ic
al

ly
 f

ra
il 

an
d

 
at

 r
is

k 
o

f 
h

ar
m

.

In
st

ru
ct

io
n

s 
fo

r 
as

se
ss

in
g

 t
h

e 
p

at
ie

n
t 

u
si

n
g

 t
h

e 
EC

ST
: S

co
re

 e
ac

h
 e

le
m

en
t 

se
p

ar
at

el
y 

– 
ta

ke
 t

h
e 

h
ig

h
es

t 
sc

o
re

 f
ro

m
 e

ac
h

 
el

em
en

t 
an

d
 t

o
ta

l a
ll 

fi
ve

 s
co

re
s 

u
p

 t
o

 id
en

ti
fy

 t
h

e 
en

h
an

ce
d

 c
ar

e 
sc

o
ri

n
g

 t
o

o
l t

o
ta

l. 
Ex

am
p

le
: P

sy
ch

o
lo

g
ic

al
 f

ac
to

rs
 (

e.
g

. 
re

m
o

vi
n

g
 c

ri
ti

ca
l p

h
ys

io
lo

g
ic

al
 s

u
p

p
o

rt
) 

=
 3

; C
o

g
n

it
iv

e 
Im

p
ai

rm
en

t 
(p

at
ie

n
t 

is
 w

an
d

er
in

g
) 

=
 2

; D
is

tr
es

se
d

 B
eh

av
io

u
r 

(t
ry

in
g

 t
o

 
g

et
 o

u
t 

o
f 

b
ed

) 
=

 2
; E

n
vi

ro
n

m
en

t 
(b

eh
av

io
u

r 
re

q
u

ir
es

 p
at

ie
n

t 
to

 b
e 

is
o

la
te

d
) 

=
 3

; f
al

l (
n

o
n

e)
 =

 0
. E

C
ST

 s
co

re
 =

 1
0.

U
si

n
g

 t
h

e 
p

at
ie

n
t 

EC
ST

 s
co

re
, r

ef
er

 t
o

 t
h

e 
g

u
id

el
in

es
 (

o
ve

rl
ea

f)
 t

o
 d

et
er

m
in

e 
th

e 
le

ve
l o

f 
su

p
p

o
rt

 r
eq

u
ir

ed
.

El
em

en
t

Sc
o

re
 3

Sc
o

re
 2

Sc
o

re
 1

Sc
o

re
 0

Ps
yc

h
o

lo
g

ic
al

 
Fa

ct
o

rs
 e

.g
.

•	
Pa

ti
en

t 
is

 a
 c

u
rr

en
t 

ri
sk

 t
o

 s
el

f
•	

A
d

m
is

si
o

n
 b

ec
au

se
 o

f 
se

lf
-h

ar
m

 / 
su

ic
id

e 
ri

sk
•	

Ir
ra

ti
o

n
al

 b
eh

av
io

u
r

•	
A

tt
em

p
te

d
 t

o
 h

ar
m

 o
th

er
s

•	
Pa

ti
en

t 
is

 r
em

o
vi

n
g

 c
ri

ti
ca

l p
h

ys
io

lo
g

ic
al

 s
u

p
p

o
rt

•	
Pu

b
lic

 h
ea

lt
h

 is
su

es
 in

vo
lv

ed

•	
Po

o
r 

co
m

p
lia

n
ce

 w
it

h
 m

ed
ic

at
io

n
s 

an
d

 o
r 

tr
ea

tm
en

t
•	

Pr
ev

io
u

s 
su

ic
id

e 
at

te
m

p
ts

•	
Pa

ti
en

t 
ex

p
re

ss
in

g
 h

ar
m

fu
l b

eh
av

io
u

rs
 t

o
 

se
lf

 o
r 

o
th

er
s.

•	
Pa

ti
en

t 
ex

p
re

ss
in

g
 h

o
p

el
es

sn
es

s

•	
Pr

ev
io

u
s 

se
lf

-h
ar

m
 

g
en

er
at

in
g

 o
n

-g
o

in
g

 
co

n
ce

rn
•	

Lo
w

 m
o

o
d

•	
B

ac
kg

ro
u

n
d

 h
is

to
ry

 o
f 

m
en

ta
l h

ea
lt

h
 is

su
es

•	
Pr

ev
io

u
s 

se
lf

-h
ar

m
 a

n
d

 
n

o
t 

cu
rr

en
tl

y 
g

en
er

at
in

g
 

co
n

ce
rn

•	
N

o
n

e 
th

is
 e

p
is

o
d

e

C
o

g
n

it
iv

e 
Im

p
ai

rm
en

t 
e.

g
.

•	
Lo

ss
 o

f 
ti

m
e,

 p
la

ce
, p

er
so

n
 &

 in
ve

st
ig

at
io

n
•	

B
eh

av
io

u
ra

l c
h

an
g

es
•	

In
ab

ili
ty

 t
o

 r
at

io
n

al
is

e 
le

ad
in

g
 t

o
 a

g
g

re
ss

io
n

•	
C

ar
er

s 
ar

e 
ex

p
re

ss
in

g
 c

o
n

ce
rn

•	
Pa

ti
en

t 
is

 a
tt

em
p

ti
n

g
 t

o
 h

ar
m

 o
th

er
s

•	
Pa

ti
en

t 
h

as
 im

p
ai

re
d

 a
b

ili
ty

 t
o

 c
o

m
m

u
n

ic
at

e 
/ 

fo
llo

w
 c

o
m

m
an

d
s 

o
r 

in
st

ru
ct

io
n

s

•	
A

b
sc

o
n

d
in

g
 / 

w
an

d
er

in
g

 o
u

ts
id

e 
o

r 
in

 t
h

e 
cl

in
ic

al
 a

re
a 

w
h

ic
h

 im
p

ac
ts

 o
n

 o
th

er
s

•	
Pa

ti
en

t 
h

as
 s

h
o

rt
 t

er
m

 m
em

o
ry

 lo
ss

•	
R

em
o

vi
n

g
 e

ss
en

ti
al

 / 
p

h
ys

io
lo

g
ic

al
 s

u
p

p
o

rt
 

lin
es

•	
N

o
n

 r
es

p
o

n
si

ve
 t

o
 d

is
tr

ac
ti

o
n

s 
su

ch
 a

s 
V

ER
A

 
(V

al
id

at
e,

 E
m

o
ti

o
n

, R
ea

ss
u

re
, A

ct
iv

it
y)

•	
Lo

w
 in

 m
o

o
d

•	
W

it
h

d
ra

w
n

•	
C

o
n

fu
se

d
 b

u
t 

re
sp

o
n

d
s 

to
 

V
ER

A
 (

V
al

id
at

e,
 E

m
o

ti
o

n
, 

R
ea

ss
u

re
, A

ct
iv

it
y)

 /
d

is
tr

ac
ti

o
n

.

•	
C

al
m

•	
Pa

ss
iv

el
y 

co
n

fu
se

d

D
is

tr
es

se
d

 
B

eh
av

io
u

r 
e.

g
.

•	
Ep

is
o

d
es

 o
f 

p
h

ys
ic

al
 a

g
g

re
ss

io
n

 / 
ag

it
at

io
n

 in
 t

h
e 

la
st

 2
4 

h
o

u
rs

•	
Th

re
at

en
in

g
 s

el
f 

an
d

 / 
o

r 
o

th
er

s
•	

H
as

 b
iz

ar
re

 b
eh

av
io

u
r 

im
p

ac
ti

n
g

 o
n

 s
el

f 
o

r 
o

th
er

s
•	

H
ea

vy
 s

m
o

ke
r 

o
r 

u
n

co
n

tr
o

lle
d

 w
it

h
d

ra
w

al
 f

ro
m

 
al

co
h

o
l

•	
U

n
in

h
ib

it
ed

 s
ex

u
al

 o
r 

p
h

ys
ic

al
 b

eh
av

io
u

r, 
ca

u
si

n
g

 
co

n
ce

rn
 t

o
 s

el
f 

an
d

 o
th

er
s

•	
Sy

m
p

to
m

s 
o

f 
al

co
h

o
l o

r 
d

ru
g

 w
it

h
d

ra
w

al
•	

V
er

b
al

ly
 a

g
g

re
ss

iv
e 

/ a
g

it
at

ed
 

•	
Sm

o
ke

r
•	

W
it

h
d

ra
w

n
 / 

u
n

co
m

m
u

n
ic

at
iv

e
•	

In
ap

p
ro

p
ri

at
el

y 
tr

yi
n

g
 t

o
 g

et
 o

u
t 

o
f 

b
ed

•	
R

es
tl

es
sn

es
s 

co
m

p
ro

m
is

in
g

 s
af

et
y

•	
A

lc
o

h
o

l /
 s

u
b

st
an

ce
 a

b
u

se
 

n
o

t 
o

n
 w

it
h

d
ra

w
al

 p
ro

to
co

l
•	

H
is

to
ry

 o
f 

ag
g

re
ss

io
n

 /
ag

it
at

io
n

•	
N

o
 s

ig
n

s 
o

f 
ag

it
at

io
n

 o
r 

ag
g

re
ss

io
n

 

En
vi

ro
n

m
en

t 
e.

g
.

•	
U

n
ab

le
 t

o
 c

al
l f

o
r 

h
el

p
 o

r 
u

se
 b

u
zz

er
 a

n
d

 is
o

la
ti

o
n

 
n

ec
es

sa
ry

•	
B

eh
av

io
u

r 
re

q
u

ir
es

 p
at

ie
n

t 
to

 b
e 

is
o

la
te

d

•	
D

is
tr

es
se

d
 a

t 
is

o
la

ti
o

n
 b

u
t 

ab
le

 t
o

 r
at

io
n

al
is

e 
an

d
 b

e 
d

is
tr

ac
te

d
 

•	
N

o
t 

is
o

la
te

d
 b

u
t 

ca
n

n
o

t 
co

m
m

u
n

ic
at

e 
n

ee
d

s

•	
Is

o
la

te
d

 b
u

t 
n

o
 r

is
k 

to
 s

el
f 

o
r 

o
th

er
s 

•	
C

an
 c

o
m

m
u

n
ic

at
e 

an
d

 
ra

ti
o

n
al

is
e

•	
N

o
 is

o
la

ti
o

n

Fa
lls

 e
.g

.
•	

Pa
ti

en
t 

h
as

 h
ad

 a
 f

al
l w

it
h

 m
o

d
er

at
e 

to
 s

ev
er

e 
h

ar
m

 a
ss

o
ci

at
ed

 w
it

h
 a

n
 o

n
-g

o
in

g
 r

is
k 

(e
.g

. l
ac

k 
o

f 
in

si
g

h
t 

/ u
n

d
er

st
an

d
in

g
 b

y 
p

at
ie

n
t)

•	
H

is
to

ry
 o

f 
fa

lls
 in

 t
h

e 
la

st
 m

o
n

th
•	

X
1 

fa
ll 

as
 a

n
 in

p
at

ie
n

t 
w

it
h

 n
o

 h
ar

m
 o

r 
lo

w
 

h
ar

m

•	
H

ig
h

 r
is

k 
o

f 
fa

lli
n

g
•	

A
d

m
it

te
d

 f
o

llo
w

in
g

 a
 f

al
l 

•	
Fa

lls
 e

q
u

ip
m

en
t 

n
o

t 
ef

fe
ct

iv
e

•	
N

o
 / 

lo
w

 r
is

k 
o

f 
fa

lls

N
o

te
: I

f,
 in

 y
o

u
r 

p
ro

fe
ss

io
n

al
 ju

d
g

em
en

t,
 y

o
u

 f
ee

l t
h

at
 a

 p
at

ie
n

t 
re

q
u

ir
es

 e
n

h
an

ce
d

 o
b

se
rv

at
io

n
s,

 t
h

en
 p

le
as

e 
p

ro
vi

d
e 

en
h

an
ce

d
 c

ar
e.

 P
le

as
e 

fo
llo

w
 s

p
ec

ia
lis

t 
ad

vi
ce

.

D
em

en
ti

a 
Sp

ec
ia

lis
t 

N
u

rs
e 

- 
ex

t.
 8

45
4	

Pe
n

n
 H

o
sp

it
al

 -
 t

el
. 0

19
02

 4
44

14
1 

	
Sa

fe
g

u
ar

d
in

g
 -

 e
xt

. 5
16

3	
Ps

yc
h

ia
tr

y 
Li

ai
so

n
 -

 b
le

ep
 3

93
3	

C
A

M
H

S 
- 

te
l. 

01
90

2 
44

40
21

Le
ar

n
in

g
 D

is
ab

ili
ty

 S
p

ec
ia

lis
t 

Te
am

 -
 e

xt
. 5

22
8	

Se
cu

ri
ty

 -
 e

xt
. 8

22
2 

	
C

ER
L 

- 
b

le
ep

 7
39

4	
D

ru
g

 &
 A

lc
o

h
o

l L
ia

is
o

n
 -

 e
xt

. 4
07

9

M
i_

14
39

51
4_

10
.0

1.
19

_V
_7



G
u

id
el

in
es

Pl
ea

se
 u

se
 t

h
es

e 
g

u
id

el
in

es
 t

o
 d

et
er

m
in

e 
th

e 
le

ve
l o

f 
su

p
p

o
rt

 / 
o

b
se

rv
at

io
n

 r
eq

u
ir

ed
 b

as
ed

 o
n

 y
o

u
r 

en
h

an
ce

d
 c

ar
e 

sc
o

ri
n

g
 t

o
o

l. 
Pl

ea
se

 r
ev

ie
w

 s
co

re
 e

ve
ry

 2
4 

h
o

u
rs

.

EC
ST

SC
O

R
E

Le
ve

l o
f 

o
b

se
rv

at
io

n
s 

an
d

 a
ct

io
n

s 
to

 b
e 

co
n

si
d

er
ed

:
B

lu
e 

- 
G

en
er

al
 O

b
se

rv
at

io
n

G
re

en
 -

 1
5-

30
 m

in
u

te
 in

te
rv

al
s

A
m

b
er

 -
 W

it
h

in
 e

ye
si

g
h

t
R

ed
 -

 W
it

h
in

 a
rm

s 
le

n
g

th

Ex
am

p
le

Date:

Date:

Date:

Date:

Date:

Date:

Date:
13.01.19

0-
3

•	
Pa

ti
en

t 
sa

fe
 –

 r
ev

ie
w

 d
ai

ly
 o

r 
if

 c
o

n
d

it
io

n
 d

et
er

io
ra

te
s

Time:
09:00

Time:

Time:

Time:

Time:

Time:

Time:

4-
7

G
re

en
 

•	
Is

 t
h

e 
p

at
ie

n
t 

cl
in

ic
al

ly
 w

el
l?

 E
xc

lu
d

e 
p

h
ys

ic
al

 c
au

se
s 

fo
r 

re
st

le
ss

n
es

s.
•	

C
o

n
si

d
er

 a
n

 a
p

p
ro

p
ri

at
e 

en
vi

ro
n

m
en

t 
– 

si
d

e 
ro

o
m

 if
 n

ec
es

sa
ry

, l
o

w
 li

g
h

ts
, 

re
d

u
ce

 n
o

is
e

•	
C

o
n

si
d

er
 c

o
h

o
rt

in
g

 p
at

ie
n

ts
 in

 a
 b

ay
•	

Es
ca

la
te

 t
o

 n
u

rs
e 

in
 c

h
ar

g
e 

an
d

 / 
o

r 
b

le
ep

 h
o

ld
er

 o
f 

cl
in

ic
al

 a
re

a
•	

R
ev

ie
w

 p
at

ie
n

t 
at

 e
ve

ry
 s

h
if

t 
u

si
n

g
 t

h
e 

ES
C

T 
(a

n
d

 m
o

re
 f

re
q

u
en

tl
y 

if
 

in
d

ic
at

ed
)

•	
A

p
p

ro
p

ri
at

e 
sp

ec
ia

lis
t 

re
fe

rr
al

 (
se

e 
co

n
ta

ct
 d

et
ai

ls
 o

ve
rl

ea
f)

 d
o

cu
m

en
t 

in
 

H
ea

lt
h

 R
ec

o
rd

s
•	

Tr
y 

to
 e

st
ab

lis
h

 a
n

d
 t

re
at

 u
n

d
er

ly
in

g
 c

au
se

 / 
u

n
-m

et
 n

ee
d

s 
w

h
er

e 
p

o
ss

ib
le

•	
B

e 
fu

lly
 a

w
ar

e 
o

f 
an

y 
ca

re
 m

an
ag

em
en

t 
p

la
n

 / 
b

eh
av

io
u

ra
l g

u
id

el
in

es
•	

C
o

m
m

u
n

ic
at

e 
cl

ea
rl

y 
w

it
h

 t
h

e 
p

at
ie

n
t 

an
d

 b
e 

se
n

si
ti

ve
 t

o
 t

h
ei

r 
n

ee
d

s
•	

U
ti

lis
e 

d
is

tr
ac

ti
o

n
 s

tr
at

eg
ie

s 
/ a

ct
iv

it
ie

s
•	

En
su

re
 n

ex
t 

o
f 

ki
n

 a
re

 k
ep

t 
fu

lly
 in

fo
rm

ed
•	

R
ev

ie
w

 m
ed

ic
at

io
n

Signature and designation
A. Nurse
Staff Nurse

Signature and designation

Signature and designation

Signature and designation

Signature and designation

Signature and designation

Signature and designation

8-
11

A
m

b
er

•	
C

o
n

si
d

er
 e

n
h

an
ce

d
 c

ar
e 

o
b

se
rv

at
io

n
s

•	
Im

p
le

m
en

t 
al

l o
f 

th
e 

ab
o

ve
 a

ct
io

n
s

•	
C

o
n

si
d

er
 r

es
tr

ic
ti

ve
 p

h
ys

ic
al

 in
te

rv
en

ti
o

n
•	

C
o

n
si

d
er

 t
ag

 n
u

rs
in

g
, f

o
llo

w
in

g
 a

ss
es

sm
en

t 
o

f 
m

en
ta

l c
ap

ac
it

y
•	

Es
ca

la
te

 t
o

 n
u

rs
e 

in
 c

h
ar

g
e 

an
d

 / 
o

r 
b

le
ep

 h
o

ld
er

 / 
m

at
ro

n
 o

f 
cl

in
ic

al
 a

re
a

•	
C

o
n

si
d

er
 p

sy
ch

ia
tr

ic
 r

ev
ie

w
•	

D
o

cu
m

en
t 

in
 p

at
ie

n
t 

n
o

te
s 

th
e 

ac
ti

o
n

s 
yo

u
 h

av
e 

ta
ke

n
 in

cl
u

d
in

g
 a

n
y 

re
fe

rr
al

s 
an

d
 c

o
m

m
en

ce
 a

n
y 

re
le

va
n

t 
ca

re
 p

la
n

s

Stamp:
A. Nurse
00AB00Z

Stamp:

Stamp:

Stamp:

Stamp:

Stamp:

Stamp:

12
-1

5
R

ed

•	
N

ee
d

s 
en

h
an

ce
d

 c
ar

e 
o

b
se

rv
at

io
n

s
•	

Im
p

le
m

en
t 

al
l o

f 
th

e 
ab

o
ve

 a
ct

io
n

s
•	

C
o

n
si

d
er

 s
ec

u
ri

ty
 in

vo
lv

em
en

t 
fo

r 
su

p
p

o
rt

 a
n

d
 a

d
vi

ce
•	

Es
ca

la
te

 t
o

 n
u

rs
e 

in
 c

h
ar

g
e 

/ w
ar

d
 m

an
ag

er
 / 

b
le

ep
 h

o
ld

er
 / 

M
at

ro
n

 / 
H

ea
d

 
o

f 
n

u
rs

in
g

•	
C

o
n

si
d

er
 / 

co
n

su
lt

 e
xp

er
ts

 g
ro

u
p

 (
se

e 
co

n
ta

ct
 d

et
ai

ls
 o

ve
rl

ea
f)

Score: 9

Level of Observation:
Amber

Score:

Level of Observation:

Score:

Level of Observation:

Score:

Level of Observation:

Score:

Level of Observation:

Score:

Level of Observation:

Score:

Level of Observation:



 
 
 
 

CP66 Appendix 3 
1:1 Nursing Care Plan/Record Chart for a 24hr period 

 
 

Nursing Care Plan/Record Chart 
Patients Name……………………………… Unit no…………………… Ward……………………. Date……………………. 

 

Risk Assessment Score………………….. Date Level 4 observations commenced …………… DOLs Referral Required? (Please tick) YES □ NO 
 

□ 
Time Record patient behaviour/ 

activities on a minimum of 2 
hourly basis or depending on 
the patient’s needs 

Identifying what harm you 
are trying to prevent and the 
assessed risks 

Actions taken to minimise harm to 
patient and identified risks. i.e. 
Nursing interventions to determine 
the least restrictive care possible 

Staff or relative 
responsible for the 
observation period. 
Job 
Title/Relationship 

Staff/Visitor 
Signature 

e.g. Patient persistently attempting 
to leave the ward and unsteady 
on their feet. 

Falling and sustaining an 
injury, leaving the ward 
unaccompanied 

(depending on the individual patient) 
talking, reassurance, mobilising the 
patient, reading to the patient 
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CP66 Appendix 4 
 
The VERA framework describes a stage by stage process of communication that guides health care 
professionals towards providing compassionate and caring responses to patients with dementia. 

 

 V
 

 
Validate 

 
Accept and empathise with what the patient is saying, take it at face value and 
develop an understanding of her perceived situation. 

 
“You sound concerned about your husband. May I ask why?” 

E
 

 
Emotion 

 
Acknowledgement of her feelings provides a „Kind‟ and empathic 
understanding of the patient‟s frame of mind. 

 
“I would be concerned too if I didn‟t know where my loved one was.” 

R
 

 
Reassure 

 
Simply stating that the patient is „Safe‟ communicates to the patient that no 
harm, real or imagined, will come to him. 

 
“We‟re in a safe place, may we sit together and work things out.” 

 A
 

 
Activity 

 
An activity is constructed that fits with the patient‟s perceived situation. 
„Excellent‟ care incorporates her behaviour rather than invalidates it. 

 
“Your „This is Me‟ says you have a photo album, may we look through it?” 
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CP66 Appendix 5 
BAY TAGGING OBJECTIVES 

 
Bay Tagging is a method for ensuring that a bay of high falls risk patients has continuous nursing presence to try to reduce the risk of patients falling due 
to lack of supervision. The main point of Bay Tagging is that the nurse appointed to work in the bay cannot leave until he or she has “tagged” another 
staff member to take over. If a person in a bay has to go behind the curtains with a patient, wherever possible they should ask for another person to tag 
them and oversee the bay. 
Below is the methodology used on one ward to achieve this: 

 
• ASSIGNMENT OF COLOURED BAY WILL BE GIVEN AT SAFETY BRIEF – EACH 5 BEDDED BAY IS ALLOCATED A DIFFERENT COLOUR 
• YOU WILL THEN WEAR THE APPROPRIATE COLOURED BADGE TO MATCH YOUR BAY 
• STAFF ASSIGNED TO THEIR APPROPRIATE COLOURED BAY MUST NOT LEAVE THE BAY UNTIL THEY HAVE TAGGED ANOTHER 

MEMBER OF STAFF 
• TO TAG ANOTHER MEMBER OF STAFF YOU MUST GIVE THEM YOUR COLOURED BADGE AND THEY ARE THEN RESPONSIBLE FOR 

THAT BAY OF PATIENTS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Policy No: CP66 / Version 3.0 / TMC Approval Date January 2023 Page 1 of 1 



CP66 Appendix 6 

Enhanced Care 

A guide for staff on close observation 

Safe & Effective  |  Kind & Caring  |  Exceeding Expectation 



1 

What is Close observation? 

Close observation is defined as one-to-one care provided to a 

patient who may pose a particular safety risk to themselves or 

others possibly due to physical and/or psychological distress, or 

frailty. There are two types of close observation 

• Red – Continuous one-to-one observation at arm’s length.

• Amber – the patient is in eyesight at all times.

Why do we do it? 

If a patient is particularly vulnerable and at risk and we need to help 

to protect their safety or the safety of other patients and visitors. 

When do we do it? 

The Nurse In Charge (NIC) will identify patients whom they deem as 

vulnerable for whatever reason (e.g. falls risk, absconding risk) and 

require close observation. Some patients may only need close 

observation for part of the day/night – the NIC will clarify this on the 

assessment document. The enhanced care assessment will 

also identify whether close observation needs to continue when the 

relatives are present. The NIC allocates a rota at beginning of each 

shift identifying who is responsible for closely observing the patient. 

Interaction with the patient is key! 

Where do we do it? 

A patient on any ward may require close observations. The enhanced 

care assessment will identify if there are any environmental 

boundaries, for instance if the patient needs 

to remain in the ward area, or can only leave the ward with 

supervision. 



2 

Who does it? 

Healthcare assistants will normally be delegated to deliver the close 

observation.  However, a Registered Nurse is required to review the 

enhanced care paperwork and reassess the patient on a daily basis.  

If you are allocated to closely observe a patient you must ensure you 

complete the enhanced care record during your time closely 

observing the patient. 

How do I know who needs close observation? 

Patients who need close observation will be identified during shift 

handover.  This is followed by a patient specific handover where you 

will be given information relating to that patient. It is important that 

you, in turn, give a full handover to the person 

taking over from you, giving details of what has happened during your 

time providing the close observation (e.g. pad changed, refused lunch, 

would like a shower) – this will help your colleague on taking over and 

ensure consistency of care. 

What do I do when I’m closely observing a patient? 

Close observation is in place to help ensure the patient’s safety. It is 

not acceptable to sit with a patient and not interact with them. If the 

patient has dementia you can fill out an ‘About Me’ booklet find out 

more about the patient and discuss it with them. You 

can watch television with them, listen to music, play games or 

participate in other care activities such cleaning nails and washing 

hair. Patients will respond more readily if you interact with them than 

you simply telling them to sit down! 

Close observation is an opportunity to enhance patient care 

and confidence – make sure you use it in this way. 
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Responsibility of NIC 

• Identify patients who require enhanced care observation

• Allocate close observation rota (ideally a maximum 2 hours

slot)

• Confirm with person undertaking close observation how to attract

attention if it is required for patient such as more than one staff to

stand a patient or member of staff e.g. for break

• Communicate the needs of those patients identified to

Specialist teams as required i.e. Safeguarding, dementia or LD

• Request additional shifts are put to cover close observation

• Liaise with medical staff about patient condition

Responsibility of staff assigned to closely observe a patient: 

• Inform NIC if you have any restrictions on ability to special e.g.

pregnancy, muscular-skeletal injuries

• Complete enhanced care observation and interaction

document

• Focus on main priority – the patient you are closely observing

• Ask for help if unsure about any aspect of close observation

• Interact with patient and gain their confidence
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What do you do if: 

Another patient asks for help? 

Do not leave the patient you are closely observing. Ask the patient 

needing help to press their call bell, or ask someone e.g. 

housekeeper/volunteers to get the nurses attention if you cannot if the 

other patient is in extreme danger – pull the emergency call buzzer 

and press the safe hands alert button on your badge. 

Emergency Buzzer goes off? 

If the emergency buzzer goes off whilst you are allocated to 

closely observe a patient don’t leave the patient unless you are 

advised by the NIC. 

A colleague asks you to help them with a task while you are 

allocated to close observation of a patient? 

If the task doesn’t require you to lose direct eye contact with 

the patient then you can quickly assess the request according to how 

the patient is at the time – for instance, if they are settled in their 

chair having lunch.  However, do not be afraid to ask your colleague 

to find someone else to help. 

Your main priority is to closely observe the patient you have been 

allocated to. 

You have been closely observing a patient for longer than two 

hours? 

There may be occasions when the patient will benefit from being 

closely observed by someone they have become accustomed to. 

However, short periods of close observation may be better for both 

patient and staff. The NIC will confirm in handover what length of time 

you can expect to be engaged in close observation. 

Unfortunately, there may be rare occasions when the nurse due to 

take over from you is busy with another patient. If this happens, alert 

the NIC so that they can manage the rota accordingly and allocate 

someone to take over. 
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The patient you are closely observing is asleep? 

You can ensure that paperwork for your patient, and the rest of the 

patients in the bays, are up to date. Do not assume that you can 

leave the patient if they are asleep unless you have spoken to the 

NIC , who may wish you to stay with that patient, they may de-

escalate them to an amber special during their sleep, or 

they may ask you to perform other tasks in the bay i.e. vital signs 

recording, food charts, etc. 

The patient you are closely observing is aggressive towards you? 

Please use de-escalation techniques – your Team Leader or 

Staff bank are responsible to ensure you have received conflict 

resolution training.  Security may need to be called if the patient is not 

readily responding to reassurance. 

If a junior colleague tells you the patient doesn’t need close 

observation? 

Seek advice from the NIC. Do not assume you can leave your patient 

– the NIC the NIC is the only one who can alter the level of close

observation.

Items that may be useful during close observation: 

• Newspaper or magazine

• Memory and Activity Box please ask NIC for this

• Nail Care Kit

• About Me document

• Patient items – photos etc.
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People who can support you: 

• Relatives – they know the patient best and may know how to

reassure them

• Volunteers – a lot of them have dementia awareness, involve them

in conversation, but do not leave them to closely observe the

patient – we have volunteers at meal times to assist you

• Chaplaincy – the patient may benefit from a religious or

pastoral presence.

• Dementia Specialist Nurse – will give advice on techniques/

methods to be used.

• LD specialist nurse – will give advice on techniques/methods to be

used.

• Medical Team – they can adjust medication, make referrals etc.

Items to read: 

• Enhanced Care Policy

• Prevention, diagnosis and management of delirium and

dementia in older patients

• VERA framework communicating with people who have

dementia

Nursingstandard.rchpublishing.co.uk/…/article-vera-framework- 

communicating-with-people-who-have-dementia 



The prevention of infection is a 
major priority in all healthcare and 
everyone has a part to play. 
• Wash your hands with soap and

warm water and dry thoroughly.
Use hand gel, if provided, in care
facilities.

• If you have symptoms of
diarrhoea and vomiting stay at
home and do not visit relatives
that are vulnerable in hospital or
in residential care. You will
spread the illness.

• Keep the environment clean and
safe. Let’s work together to keep
it that way. Prevention is better
than cure.

Designed & Produced by the Department of Clinical Illustration, New Cross 
Hospital, Wolverhampton, WV10 0QP 
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