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1

Introduction

11

1.2

1.3

1.4

1.5

1.6

Therapeutic Engagement and Supportive Observation is an intervention by which staff
engage with a patient to develop a therapeutic relationship, offer therapeutic
intervention and to reduce risk to the patient and others on the ward. It is imperative
that this policy has patients and their loved one’s experiences at the heart of it. In
partnership with reading this policy therefore, please pay particular attention to
Appendix 1 “A Case Study — I/s s story” and Appendix 2 “A Patients View”,
whereby you can read about experiences of patients and a carer in relation to
observations. Please also see and use Appendix 3, which is an information leaflet for
patients, relatives and carers. Therapeutic Engagement and Supportive Observation
should be used to support care and treatment and not purely to avoid risk. It is an
opportunity to build therapeutic relationships and maximise the opportunity for
therapeutic support. It should be goal directed and seen as an integral part of the
inpatient care plan, one that will also contribute to the management and reduction of
risk. It should take into account the equality needs of patients including the protected
characteristics, which are; age, race, disability, gender reassignment, marriage and
civil partnership, religion and belief, sex, sexual orientation, maternity and pregnancy.
Individualised care plans mindful of patient and carer preferences are central to
providing considerate care at a time of increased need and vulnerability; and in order
to promote dignity

Enhanced Therapeutic Engagement and Supportive Observation should be used to
provide intensive support in response to the patient having increased mental and/or
physical health needs. Enhanced observations are defined as anything above hourly
checks and can be restrictive in practice. They need to be weighed up with the potential
benefits therefore.

This policy, associated procedure and appendices takes into account current guidance
on Duty of Care, patient engagement and supportive observation issued by the
National Institute of Clinical Excellence (NICE 2005; NICE Guidance NG10 2015). The
Standing Nursing and Midwifery Advisory Committee (SNMAC 1999) Practice
Guidance: Safe and Supportive Observation of Patients at Risk, June 1999 and the
Patient Safety Observatory at the National Patient Safety Agency (NPSA) and the
Mental Health Act Code of Practice (2015) — Chapter 26.

The purpose of this policy is to make clear the standards expected of clinical staff for
the Therapeutic Engagement and Supportive Observation of (and with) patients, and
when appropriate their carers. This policy will provide staff with direction and guidance
for making decisions about observation levels including reviews, correct completion of
documentation and training requirements.

This policy and its associated procedures have been developed with the following
principles:

Observations of this kind provide opportunity to build therapeutic relationships.
Engaging with a person whilst carrying out observations can have a positive effect on
levels of distress, promote feelings of safety and are seen as being supportive rather
than punitive. Ongoing assessment, engagement and intervention being used to
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1.7

recognise risk to self and/or others and/or from others i.e. in cases of vulnerability or
disinhibition; and proactively and therapeutically manage such risk.

This means that:

The level and the reason for any enhanced Therapeutic Engagement and Supportive
Observation must be clearly recorded in the patient’s clinical notes. This is particularly
important for any changes to the level of observations also.

Therapeutic Engagement and Supportive Observations cover the whole 24-hour
period. This means when the person is sleeping there is still a requirement for the staff
member to check their physical well-being (non-contact observations unless as
assessed as needing more). It should be carried out with minimal disturbance to the
patients sleep; however, safety must be prioritised. When the patient is resting, staff
should still take the opportunity to check on their physical and mental well-being and
ensure there is no loss of vital signs. All observations will be recorded on the
appropriate observation recording form.

2 Principles

2.1

2.2

2.3

This policy and associated procedure follows the general principles issued by the NICE
guidance (NG10 Violence and aggression: short-term management in mental health,
health and community settings May 2015) recommend that staff should be aware of
the location of all patients for whom they are responsible, but not all patients need to
be kept within sight. At least once during each shift a member of the clinical team
should set aside dedicated time to assess the mental state of, and engage positively
with, each patient. As part of the assessment, the engager should evaluate the impact
of the patient’s mental state on the risk of violence and aggression, record any risk in
the notes; report any concerns to the Nurse in Charge.

The least intrusive level of observation that is appropriate to the situation should always
be adopted so that due sensitivity is given to the patients’ dignity and privacy whilst
maintaining the safety of the patient and those around them. It is also important that
observations are collaborative with the patient; and are seen as opportunities for
enhanced support when particularly vulnerable to proactively reduce risk and promote
safety. On these occasions, the patient should feel able to advocate for a short term
therapeutic intervention that at another time may be viewed as a restrictive practice in
order to promote their long term recovery and coping strategies.

Decisions about what level of observation a patient requires will be based and
supported by documented evidence of assessed current need. Where discussions for
prescribing observations take place, the clinical teams will ensure they factor any
information with regards to the patient’s trauma history. To then consider how restrictive
interventions, such as high levels of observation, may impact on them in harmful ways
such as re-traumatisation. For example, a patient with a history of interpersonal trauma,
such as domestic violence or sexual abuse, may experience re-traumatisation as a
result of being constantly watched on observations, or when otherwise restricted or
even secluded; this is because feelings associated with past traumatic experiences,
such as being unable to escape, being violated, or lacking control over their lives, may
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be recreated and re-experienced in the present as a result of the restrictive
intervention. A service-user's preferences in terms of the gender of the staff who
undertake restrictive interventions, such as observations, must also be considered.

2.4 There may be occasions when it is appropriate to combine observation levels over a
24-hour period, for example, defined observation (level 2) and within eyesight (level 3).
This is likely to occur when an increased risk is associated with a particular event or time
frame for the patient, i.e. meal times, during visiting, handover periods.

3 Scope

3.1 The purpose of this document is to:

Support all inpatient wards in providing Therapeutic Engagement and Supportive
Observations as a therapeutic intervention

4 Definitions / Glossary

4.1 Engagement:

There is a need for nursing interventions to be based on engagement with the patient,
not just on observation [BARKER AND CUTLIFFE 1997, JONES ET AL 2000]. The
engagement process is a way of establishing a clinically based working relationship
that should be supportive, explorative and reassuring towards patients who may feel
alienated, isolated, threatened, and fearful [BARKER 1998, 2000, BARKER AND
BUCHANAN-BARKER 2004].

Engagement is a way of assessing mental state, physical state, behaviour, mood and
risk. Consideration should be given to the use of activity, discussion and distraction
processes, with recognition of sometimes the need for silence and as much privacy
as is safely achievable.

4.2 Practical Engagement is not limited to but can include:

Activities of Daily Living — assisting individuals to maintain self-care, maintaining
some responsibility and dignity. Assisting with bed making, tidying room and doing
personal laundry. As appropriate; writing letters, making telephone calls or facilitating
visitors.

Social Interaction — (Respect patient’s right for silence). If patient wishes to talk,
introduce general conversation topics. Explore their previous or current hobbies or
interests. Do not assume that the patient prefers silence and take responsibility for
initiating conversation; or facilitating conversations with their peers.

Promoting or developing coping strategies - Ask the patient what would be helpful to
them at that moment in time, what has helped in the past and what could you help
them with to try now. Coping strategies may include identifying emotions, thoughts or
urges, distraction through activities such as colouring in, reading, imagining a safe
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place or a future experience, breathing exercises — this can be as simple as breathing
in and out at a count of four, engaging with the senses — smell; sight; taste; touch;
sound to self soothe.

Therapeutic intervention — support access to on-ward therapeutic interventions and
promote participation in groups including when necessary with adaptations.

Physical activity — walking around the ward, garden or around the grounds (if care
plan allows). This is an opportunity to implement a ‘5, 4, 3, 2, 1’ activity; where you
each name 5 things you can see, 4 things you can hear, 3 things you can smell, 2
things you can touch, 1 thing you can taste.

Active diversion (The Tidal Model) — is a technique that is used to support the patient
to understand their distress/agitation/anxiety etc. Therefore, during the engagement
with the patient identify what activity may help (and suggest to try ‘as it may work for
them!’) e.g. going for a walk, drawing, watch TV, conversation, gym, pool, squeezing
objects/fidget toys, listening to music.

Safewards interventions that may be available on the ward, e.g. Mutual Help
Meetings, Coping Box, reading messages on the discharge tree — see
(www.safewards.net for more information).

4.3 Engagement with patients can include any of the following:

Engage alongside the patient within the ward environment (walking through the
garden, walking to the dining room, walking to the bathroom):

Engage in activities that elicit sensory-motor feedback and assist with orientation

Mechanisms for Calming — e.g. going to a space that is less noisy and busy, or with
reduced lighting.

Mechanisms for Soothing — e.g. music, sensory ‘toys’, weighted blanket.

Mechanisms for distracting attention — e.g. music, sucking sweets, popping bubble
wrap, colouring-in, playing a game/sport, something that brings mental stimulation.

Mechanisms for grounding — focusing on the sensory inputs of the here and now
through physical body or describing in detail something that can be seen, heard, felt
etc.

Engage the patient in a physical activity (5 min) to either reduce arousal or activate.

Engage the patient in a personal care activity (5 min) sensory, nutritional, self-
awareness.

Engage the patient in a self-care task (5 min) washing, dressing, make-up, hair.
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Engage the patient in a food/drink based task (5 min).

Engage the patient in a sensory activity (5 min) such as self-massage, relaxation,
soft music.

(see also Appendix 5: Engagement Prompt Card, Appendix 6: Stepping into my
shoes and Appendix 7: Coping with hearing voices for resources created by Lived
Experience Ambassadors and Patients, and the Hearing Voices Network for
resources to use for engagement

4.4 Observation:

Engagement and supportive observation calls for empathy and engagement
combined with readiness to act. It provides an opportunity for staff to interact with the
patient in a therapeutic way. Supportive observation can increase understanding of
the feelings and motivations of the patient to act in a particular way. It can also offer
the patient support and guidance in howto deal with those feelings and thoughts.

There are a number of reasons why a patient may need to be cared for on defined or higher
engagement and supportive observations levels, it is key that staff know the reasons why
an individual is on this level of observations and can respond accordingly.

Some of these risks may be:

¢ Intent to harm self/others

e Personal safety

e Social/sexual vulnerability

e Self-neglect

¢ Risk of falling/wandering

¢ Risk of absconding

e To support agreed objectives in care plan, e.g. support with identified
triggers/dietary intake/supervised visits

e Poor adherence to or non-compliance with treatment programmes/medication
regimes

e Physicalillness

e Unknown patient recently admitted

¢ Following a seclusion episode

e To provide an atmosphere where therapeutic risks can be taken

e Marked changes inbehaviour/presentation

e Recentloss/bereavement

¢ Hallucinations - suggesting harm to self or others

e Paranoid ideas - where the patient believes that others pose a threat

¢ Reaction to medication
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NB: This list is not exhaustive
45 Levels of Observations:
Levell — General Observations

This is the minimum level of observation for all patients in inpatient areas. Staff should
know the location of all patients in their area, but patients need not be kept in sight.
This is for patients assessed as being low-risk to themselves or others, or able to
manager the risks through a different intervention/way. The frequency of engagement
and supportive observation is once every 60 minutes. This is prescribed and
recorded in patient’'s notes. Any patients unaccounted for must be reported
immediately to the nurse in charge. No member of the clinical team (Registered
Nurse, Health Care Assistant, Doctor, Psychologist, Occupational Therapist,
Activities Co-ordinator etc.) will be assigned to conduct therapeutic and supportive
observation at any level for more than two hours at a time.

Level 2 — Intermittent Observation

With this level of enhanced observation, the patient’s safety must be visibly checked
a minimum of four times at irregular intervals within every one-hour period. The
patient must not be able to predict the pattern or to anticipate the time of the next
checks. This enhanced level of observation is for patients who pose a potential but
not immediate risk of becoming violent, or aggressive or absconding or patients who
have previously been at risk of harm to self or others, or are at risk of vulnerability but
in the process of recovery. Thisis prescribed and recorded in the patient’s notes.

This level of Therapeutic Engagement and Supportive Observation, as with all levels
of enhanced observations, must be reviewed on a shift-by-shift basis.

The Nurse in Charge should allocate an observations rota at the commencement of
a shift. During each shift, the allocated observers must engage with the patient,
establishing a rapport which should also include an assessment of mental state,
behaviours associated with risk, mood and this should be recorded in patient’s
records.

In order to provide adequate opportunity to engage, no member of the clinical team
will be assigned to observe more than three patients on Level 2 at one time.

Changes must be recorded in case notes and any concerns reported to the Nurse in
charge.

It is worth noting that during research completed by Len Bowers there was no
statistically significant association between constant special observation and self-
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harm outcomes. The lack of association with self-harm suggests that the use of
constant observation could be reduced without compromising patient safety.

Level 3 — Continuous Within Eye Sight

This means a nominated staff member will be allocated to each patient being managed
on this level of observation and the patient must be kept within continuous eyesight
and the observer is able to engage with the patient as per care plan. This is for
patients who could, at any time, make an attempt to harm themselves or others, or
where a patient is perceived as being vulnerable and at immediate risk

This is prescribed and recorded in patient’s notes. Hourly notes must be written and
signed on the Therapeutic Engagement and Supportive Observations Record Sheet
during the designated period of observation. The record sheet must be passed on to
the nurse/clinician taking over the observation, which should be kept in patient’s notes
once completed.

Level 4 — Continuous within Arm’s Length

This means a nominated staff member will be allocated to observe the patient in close
proximity (i.e. within arm’s length). This is for patients who pose the highest level of
risk of harm towards themselves or potentially to others, and it has been determined
that this level of risk can only be managed by close proximity of the patient with staff;
more than one nurse may be required to implement this level of observation safely.

This must involve maintaining arm’s length contact at all times, including when the
patient is asleep or using the toilet. The clinician/s should be in sufficiently close
proximity to ensure immediate intervention (arm’s length). This is prescribed and
recorded in patient's notes. Hourly notes must be written and signed on the
Therapeutic Engagement and Supportive Observations Record Sheet during the
designated period of observation. The record sheet must be passed on to the
nurse/clinician taking over the observation which should be keptin patient’s notes once
completed.

Multi professional continuous observation:

Usually used when a patient is at the highest risk of harming themselves or others and
needs to be kept within eyesight of more than one member of staff and/or at arm's
length of more than 1 staff member.

This type of observation should only be used in exceptional circumstances for the
management of extremely challenging behaviour.

4.6 Zonal Engagement and Supportive Observations

This is an approach a ward or clinical area may take for level 1, 2 and 3 observations
of a particular group of patients within a specific ward or environment, e.g. a dementia
ward. Zonal observations can be plotted against certain times or functions dependent
on the ward layout and key tasks relevant to the patient group. Individual needs
assessment will inform individual care plans and individual observation levels as
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4.7

4.8

detailed in this policy and procedure. A staff member may be assigned to observe and
engage with individuals using specified zones within the ward area.

Staff must maintain a constant presence in communal zones and incorporate this
approach with each patient’'s management plan within those established zones.

This is prescribed and recorded in patient’s notes. A risk assessment must be
completed followed by an individual management plan, which must be agreed and
reviewed at least once a week.

Applicable to all levels of Observations

Issues of privacy and dignity, consideration of whether a patient might benefit from a
member of staff being a particular gender carrying out observations, religious
requirements and environmental dangers should be discussed and incorporated into
the patient’s therapeutic engagement and supportive observation care plan.

In exceptional circumstances, such as when the patient has to be escorted to attend
an appointment elsewhere, the level of observation may be reviewed to ensure the
time away from the ward happens safely and in a supported way.

The possibility of self-harm by patients under supportive observation must never be
under estimated, as it is unlikely that closer observation will eliminate the desire for a
patient to do so. In fact, patients who habitually self-harm are likely to experience an
increase in frustration during periods of reduced opportunity to self-harm.

A proactive approach is required, which includes agreed optimum observation periods
by any one nurse/clinician. Staff observing a patient on level 3, 4, or multi professional
observations should never leave the patient before the next nurse/clinician on the rota
arrives and the appropriate handover has been conducted.

All checks must be recorded on the Therapeutic Engagement and Supportive
Observations Record Sheet, stating exact time, location, activity and/or presentation
of patient and any interventions or actions taken. Entries are signed off by the observer

Combining Therapeutic Engagement and Supportive Observation Levels

There may be occasions when it is appropriate to combine therapeutic engagement
and supportive observation levels over a 24-hour period.

A combination of levels may also be appropriate when ‘stepping down’ for a patient
who has been on a long period of intensive observations.

As with all levels of observation, the decision to combine levels must be based on
patient’s risk assessment followed by an individual management plan which must be
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4.9

4.10

411

agreed and reviewed at least once a week. The rationale behind the decision recorded
clearly in the patient’s records.

The patient’s care plan must be clear as to the combination of observations and clearly
communicated to all staff involved in the care of the patient and, as appropriate, the
patient, family or significant others.

Leave from the ward

Due to the level of risk someone is being supported to manage under enhanced
engagement and supportive observations, it is assumed that the patient should not
have time away from the ward, until these risks are reduced. However, it is important
that care is individualised and so if there are individuals whereby the team feel it is in
the patient’s best interest to access leave, then a multi-disciplinary decision will take
place, and should involve the views of the patient and their carer/s. This decision
should be clearly documented within the patient notes. The plan for leave should be
clearly set out in the care plan, with a plan as to how the person’s safety will be
maintained while off the ward

The team may reduce the level of engagement and supportive observation that the
person is on for this to happen, and a decision will be made as to whether the leave is
escorted by staff or not.

Safety Huddle

This is an additional multi-disciplinary team (MDT) review meeting of patients on level
of observations due to safety concerns or the deterioration in mental or physical state
of the patient being observed. See CG20 Handover Guidance for definition and details
regarding Safety Huddles.

The safety huddle is requested by anyone within the team and the MDT staff
(consultant, ward manager/nurse in charge, occupational therapist, physiotherapist,
pharmacist and other relevant staff such as the ward activity coordinator and patient’s
named nurse) is invited to attend.

They are an opportunity for a quick and proactive review of care, raising concerns and
obtaining support in implementing any necessary interventions. Outcomes should be
recorded in the patient’s notes to support ward review, MDT review etc.

Carers

Carers are an integral part of someone’s care and risk assessment. Carers will often
be able to support professionals in telling them about what the individual is usually like,
when well, and how they best engage with others. This brings a key opportunity for
staff to better individualise care.

Where the patient has given consent, the carer should be updated in a timely manner
about the level of observations the patient is on, and the rationale as to why. The carer
should be given the opportunity to give their view on this. The carer should also be
welcomed to review this level of observations with the MDT and patient themselves.
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This includes being able to discuss concerns when decisions are being made to
‘downgrade’ a patient’s observation levels, and to have their voices heard and listened
to when practically possible.

In the absence of carer involvement, all patients should be aware of their right to have
an Independent Mental Health Advocate or an Independent Mental Capacity Advocate.

Appendix 3 gives an information leaflet that carers can also be given, about
Therapeutic Engagement and Supportive Observations.

5 Duties

5.1 Committee responsibilities

As per CLP28 Clinical Risk Assessment and Safety Management Policy; accountability
and responsibility for managing clinical risk is one that is shared between the
organisation, individual practitioners, patients and carers.

5.2 Trust Board is responsible for:

Ensuring that the principles of this policy and procedure and other associated
policies are implemented across the organisation;

Ensuring necessary financial resources

Ensuring there is an appropriate and adequate infrastructure to support the
engagement and supportive observations of patients and that patient are
safeguarded, and their equality and human rights is not compromised.

Individual responsibilities (i.e. Chief Executive)

5.3 Executive Director of Nursing will ensure:

That this policy and procedure is embedded into clinical practice and monitored;
The regular review and updating of this policy and procedure and in accordance
with national guidance and promotes engagement and supportive observations,
of patients and safeguards against unnecessary use of restrictive practice;

The identification and implementation of training to meet educational needs
arising from any relevant audits, reviews, reports and lessons learnt.

5.4 Directors / Associate Directors will:

Co-ordinate the management of clinical risk within the Trust and identify risks in
a clinical context. This includes designing and implementing steps to investigate
those risks.

Report to the appropriate Committee/Quality group for decision-making.

Have a structured, robust approach to incident investigation which looks beyond
immediate actions and assumed causes and identifies the contributory factors,
latent conditions and root causes which lead to an incident occurring.

Address with relevant line managers clinical risk issues such as ligature risks in
line with the associated trust policies.

Support services in being aware of and implementing best clinical practice,
evidence based interventions and engagement skills.

Page 14 of 60




Therapeutic Engagement and Supportive Observation Policy (Inpatients) / CLP8 / v4.2

ESSEX PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST

5.5

5.6

5.7

Clinical Directors will be responsible for ensuring all medical staff are conversant with
this policy and procedure.

Service Managers will:

Have operational responsibility for clinical services compliance with this policy and
procedure, and will ensure mechanisms in place within each service for Identifying and
deploying resources within the clinical service to safely deliver this policy and
procedure. Monitoring the clinical services’ compliance and consistent application of
the policy and procedure through Matron’s Assurance and clinical audit.

Multidisciplinary Care Team will:

Have a responsibility to understand their role in initiating, carrying out and reviewing
supportive observations. They must balance the potentially distressing effect on the
individual of increased levels of observation, particularly if these are proposed for
many hours or days, against the identified risk of self-injury or behavioural disturbance,
in line with Trauma Informed Principles (Appendix 4). Where possible, the reasons for
initiating and maintaining observations should be discussed and explained to the
patient in keeping with collaborative and therapeutic working.

Regular review of levels of observation and risk are required, at least once per shift,
as well the period the patient has been on the level of observations. This should consist
of reviewing the individual risk and whether observations are effective in reducing this.
This review should be done with the patients input where this is supportive. If for a
prolonged period, the review should be balanced with effectiveness of the intervention
and the risk.

Reviews must consider how observation can be undertaken in a way which minimises
the likelihood of individuals perceiving the intervention to be intrusive and must
consider their trauma history. In addition, how observation can be carried out in a way
that respects the individual’s privacy as far as practicable and minimises any distress.

Ensure a record is made of decisions agreed in relation to increasing or decreasing
the observation following review. This record must include the patient’'s views and
participation in the review and reasons as to why they were unable to participate and
whether they have been advised of their right to have an advocate.

Ensure the care plans outline how an individual’s dignity can be maximised without
compromising safety when individuals are in a state of undress, such as when using
the toilet, bathing, showering, dressing etc.

5.8 Responsible Clinicians will:

e Have a legal and professional responsibility for the care and treatment of patient.

e Ensure they are kept up to date on the patient’s care.

e Ensure they provide input to patient’'s current care plan and observational
requirements.

e Provide advice when uncertainty arises regarding level of observation required.
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5.9 Matrons/Integrated Clinical Leads will:

Provide assurance to the service managers that their wards are compliant with
the requirements of this policy and procedure through Matrons Assurance.

Have oversight of all engagement and supportive observations on their units.

Be responsible for monitoring staff competencies for carrying out engagement
and supportive observations.

5.10 Ward Managers will:

Have overall accountability for the management of their ward and must ensure
that:

All clinical staff (permanent, bank and agency) with responsibility for prescribing
and carrying out therapeutic engagement and supportive observation have read
and understood the content of this policy and procedure. They must keep records
that staff have done this as part of induction to the ward.

Ward staff understand their role in initiating and reviewing such observations.
Ward staff are equipped with the skills and confidence to carry out the task of -
engagement and supportive observation with patients which is an integral part of
managing patients as set out within this policy and procedure.

Care plans are in place and appropriately identify the required level of
observation.

Documented risk review accompanies the decisions made to change the levels
of observation.

Deployment of the available resources to safely deliver this policy and procedure
on theirward.

Identify and respond to any areas of non-compliance with this policy and
procedure on their ward, escalating as necessary and ensuring that staff
competency records are up to date and maintained. Use opportunities for
reflective practice and identify staff that may require further support.

5.11 Nurse in Charge will:

Be responsible for identifying staff who are best placed to carry out level 2, 3 or
4 observation. This selection should take account of the individual’s
characteristics, circumstances (including factors such as experience, ethnicity,
sexual identity, age and gender) and preferences where possible. They should
also take into account the individual’s care plan and the rationale for their being
on observations as well as any patterns of heightened risk that have previously
been identified for that individual. Use professional judgement to allocate
numbers of staff to the levels of observations to be carried out on the ward, along
with otherduties.

Ensure staff allocated to undertake observations have been assessed as
competent to do.

Ensure all documentation is completed by assigned staff by the end of shift.
Support the Nurse in Charge on other wards within their unit in decisions with
changes of observation levels.
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5.12 Site Coordinator will:

Support wards and nurse in charge to review observation levels out of hours
when needed.

5.13 All Registered Inpatient Clinical staff will be responsible for:

Understanding their role in initiating, carrying out and reviewing therapeutic
engagement and supportive observations.

Carrying out that role in line with this policy and procedure.

Completing the care plan with their named patient; and when appropriate/ with
consent of the patient including their family or carer’s in constructing this.
Including each patient in the decision of what level of observation they are
support on and the reasons for this with a focus on collaborative goal setting.
Reviewing the level of observation based on recorded clinical need and risk
review.

Ensuring the care plan is implemented.

Ensuring the periods of observation are viewed and used as opportunities to build
a therapeutic relationship.

Completing all the required documentation.

Fully familiarising themselves with this policy and procedure.

Ensuring that every member of staff undertaking level of observation is aware of
their individual responsibility in relation to Infection Prevention & Control
standards with regards to clinical practice and patient care within clinical
environment.

5.14 All Non-Registered Inpatient Clinical staff will be responsible for:

Understanding their role in carrying out therapeutic engagement and supportive
observations, this includes ensuring that they have an understanding of the
reason for the patient being on such observations and have received a handover
before commencing any period of engagement from the person who was
previously assigned and from suitably qualified clinical staff.

Carrying out such observations in line with the observation level prescribed.
Ensuring the periods of observation are viewed and used as opportunities to build
a therapeutic relationship; in line with the ambition of moving from a culture of
observation to engagement.

Becoming familiar with, and implementing, the patient’'scare plan.

Completing the required documentation accurately and contemporaneously.
Reporting any relevant information that would assist the effective review of the
patient’s needs.

Escalating any concerns they may have e.g. with regards to ensuring a patient’s
dignity and maintaining a safe level of care with the Nurse in Charge or suitably
gualified substitute.

In order to achieve the aim of minimising and managing risk, the following mental
health practice standards will be implemented. These include standards set by
the Royal College of Psychiatrists, the Nursing and Midwifery Council and the
Health and Care Professions Council (HCPC).
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5.15 All staff will:

Receive a local induction and be briefed on appropriate procedures. Individuals
will be required to sign to confirm that the following areas have been covered
within their induction: clinical policies; record keeping policies; agreed clinical
protocol for ECT; security training for secure services.

Have clear lines of responsibility for the administrative maintenance of clinical
records, including the filing of reports and records of treatment CP9 Record
Management Policy.

Have access to Trust’s electronic systems. That will be fully documented within
Essex; systems will be in place to ensure ease of access and 24-hour availability
of information for all clinical staff (CPA and Non CPA Policy); and within
Bedfordshire, systems will be in place to ensure that out of hours’ contact is
documented as soon as is practicable.

Have a clear understanding of the interface between health and social care. Itis
essential that care plans, support plans and risk management safety plans record
the responsible agency and individual.

6 Training requirements

6.1 Therapeutic Engagement and Supportive Observations competencies will be
completed locally before carrying out the intervention

7 Monitoring and audit

7.1 A Trust wide audit will be undertaken at the minimum of every three years. The policy
author will usually lead the audit, with the relevant clinical leads responsible for
collecting data in their area. The clinical audit will be supported by the clinical audit
department.

The following will be audited:

Clinicians understanding of the policy and procedure and the different
observation levels.

Staff have been assessed against observation core competencies.

The relevant paperwork has been completed in line with this policy and
procedure. This includes the patients’ notes for decision making, levels and
duration of increased levels of observation as well as the rationale for decision.
Have we gained feedback from patients about their experience of Therapeutic
Engagement and Supportive Observations.

A Lived Experience Ambassador to complete a peer review of the quality of such
observations.

The findings of such audits will be reported to the relevant Director and discussed
at relevant local quality/governance groups and committees.

The outcome of the clinical audit will be used to inform any review and/or changes
to this policy and procedure and the Trust’'s programme of training.

The monitoring of training compliance will be undertaken by Workforce,
Development and Training as outlined in this procedure.
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Service Managers will monitor compliance and consistent application of the policy
and procedure through matron’s assurance and clinical audit.

Ward managers and matrons will monitor the implementation of this policy via
supervision with staff. A component of management supervision must include the
scrutiny of records/documentation relating to the Therapeutic Engagement and
Supportive Observation. Please refer to the 1:1 Support and Appraisal Policy and
Procedure HR48.

The policy and procedure will be available via the Trust Intranet site.

Any amendments to this clinical policy will be submitted to the Clinical
Governance & Quality Sub-Committee for approval.

This clinical policy and associated procedure will be reviewed at least once every
three years, or sooner should there be a need to revisit the contents following
any updates in national guidance, outcomes of any untoward incidents, changes
roles and responsibilities or changes in practice.

The Therapeutic Engagement and Supportive Observation recording takes place
on Oxehealth which pulls information through to Mobius/Paris and Oxehealth.
Documentation is required for each time a level of Therapeutic Engagement and
Supportive Observations are completed (hourly for Level 3 observations and level
4 observations, intermittently through the hour for level 2 observations and hourly
for level 1 (general observation). Please refer to the Oxehealth SOP

8 Approval and implementation

8.1 All policies, procedures and guidelines will be approved by the Clinical Governance

8.2

and Quality Sub Committee, which is the specialist group with the authority to approve
local documents. These will then be forwarded to the Policy team for submission and
ratification by the Policy Oversight and Ratification Group.

It is the author’s responsibility to inform the above committee of the approved
documents when they are uploaded to the Trust’s Intranet.

9 Preliminary equality analysis

9.1

The Trust is committed to the provision of a service that is fair, accessible and
meets the needs of all individuals.

(Refer to Appendix 7)
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Appendix 1: A Case Study — /s ’s Story

(This experience of observations was written by her loving and intelligent father /s who
has given permission to share widely)

IIS  was taken by ambulance to hospital from her care facility early on a Tuesday
morning. She was having difficulty breathing with a ‘gurgling chest’. The paramedics
checked out /s ’s vital signs on arriving at the facility and she was showing all the
symptoms of having pneumonia. Having been admitted to hospital, 1S was given a
blood test and the results were consistent with a pneumonia/chest infection diagnosis; so
she was treated with antibiotics and steroids. Due to her long-term mental health condition
of schizophrenia being combined with her physical illness /s  was put on an enhanced
level of observations. The level of observations thought to be appropriate at the time meant
that a staff member was to be permanently with her. Nevertheless, staff were finding it
difficult to maintain this level of observation.

IIS  had gone absent from her care home on the Sunday evening, a couple of days
before. She had checked herself into a local hotel; went swimming, ordered some food and
settled down to watch some television. On a tip-off from her parents, 1S  was visited by
the police in the early hours of the morning who confirmed that she was safe and well in the
hotel for the time-being. It did mean 1S  missed her regular 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
too, as no administration of any meds featured in the paramedics’ handover to the hospital.

IIS  was a Clozapine patient and she was assessed by a nurse from the Mental Health
Liaison Team on the Wednesday morning at the hospital. After contacting the care home by
telephone, the nurse documented that s had “Clozapine dose in the morning on
26/1/20 [Sunday] and in the evening on 25/1/20 (sic) [Saturday] therefore has had dose
within 48 hours”. Being 10.30 am on 29/1/20 (Wednesday morning) the 48 hours conclusion
at that point was not quite accurate however. /S  was given her morning dose of
Clozapine (one quarter of daily) on Wednesday by a hospital doctor before being ‘medically
cleared’ ready for discharge to a mental health facility. The Accident & Emergency clerking
notes taken at the hospital were then sent over to the relevant mental health ward as a bed
had been found there.

Due to a delay in available transport, /s 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 she still had no day clothes and was
tired. 1S 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. /S s vital
signs had improved somewhat since her admission to the previous hospital, although she
refused a blood pressure test at this time. Unfortunately, there was no discharge letter from
the hospital but the comprehensive A&E clerking notes were available. The Duty Doctor
placed /s on a less strict level of observations (intermittent enhanced observations)
with a view to checking on her every 15 minutes or so. The ward meeting on Thursday
morning was a short one interms of |/s ’s participation, being just six hours or so later.
Anyone who knew /1S  would know that she could ‘sleep for England’. A 9.30 am start

Page 22 of 60




Therapeutic Engagement and Supportive Observation Policy (Inpatients) / CLP8 / v4.2

ESSEX PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST

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, but these efforts
were not conclusive.

Other limitations were that the ward meeting staff were unable to see the hospital’s blood
results as they were on a different system and /s , due to the medical emergency had
missed her monthly blood test appointment at the Clozapine clinic the day before. At the
previous visit to the clinic, the staff had also alerted a sudden, significant escalation in

IIS ’s BMI. Unfortunately, this had remained unacknowledged by the community team.
After some further sleep during Thursday morning, 1S  was feeling much brighter.
However, she refused another NEWS assessment, probably because it was coming up to
lunchtime. Historically, lunch was an important feature on the wards for s , particularly
as breakfast was not! She had often been known to refuse things like blood pressure tests
at mealtimes 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 overlooked that day. One
of the doctors at the ward round telephoned the care home in the early afternoon. They told
him s had taken her meds on the evening of 27th (Monday] and morning of 28th
[Tuesday] so it was decided to recommence Clozapine along with /S ’s other meds
apart from any Clonazepam. On the face of it, /S  was carrying a significant amount of
risk therefore:-

. IIS  had been discharged with a medical condition from hospital that she was still
being treated for;

e There had been a limited participation of /s  as the patient in the ward round;

o There was real confusion about /S ’s medication and what she had taken when.
No definitive MAR sheets from the care home had been made available;

e Bloods data was not accessible on the ward;
e Latest NEWS data (particularly blood pressure) was not available;

e A seriously elevated BMI in a short space of time had recently been flagged up by the
Clozapine clinic but not investigated.

IIS  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 the ‘intermittent
enhanced observation’ throughout the night and at 5.30 am was seen to have moved from
her bed to the floor. After several more 15 minute checks /S  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 /s  died soon after
she moved to the floor, at which point, she would have also ceased to snore loudly.

| felt sorry for s . 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 | later read). | felt sorry for the Health Care
Assistant involved in the obs. | felt sorry for the ward matron who rang to tell me that /s
had passed away just as the three police officers arrived at my door. | felt sorry for /s who
answered the door to the police. | felt sorry for /s ’s Mum when | had to inform her of
IIS s death by telephone (as she was in Australia at the time). The appropriate level of
observations, with the right level of expertise and the right timing; thereby truly ‘knowing’ the
patient; must surely help to accurately assess and mitigate risk; and feed the development
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of the appropriate level of therapeutic engagement and supportive observations for a
particular patient on an ongoing basis. | am grateful to have been able to contribute to this
project and hope any sad and traumatic cases such as |/S ’s can be avoided in future
as a result of this reissued policy, appropriate staff training and its implementation.

IS ( vs ’sDad)

The Deputy Director of Quality and Safety for Inpatient and Urgent Care Services, Katy
Stafford, adds: 1S was (and will continue to be in our memories) an incredibly
intelligent, explorative, creative, humorous, kind and sociable, individual. Sadly, /s
suffered with her mental health for years, and had a lot of experience of hospital admission.
With this experience, IS often used her insight and designer mind-set to think of ways
in which services could be better for everyone. It is with great sadness that /S is not
able to help us re write this policy in person. It is with great honour that her story and her
father are. While /s is not here to physically help us write the policy, her death very
much informs how we approach observation and engagement, and changes in practice. |
know that those reading this policy want to give the best care they can to patients. /s ’s
story is an example whereby things could have been different if staff had been able to
actively engage with her, and personalise her care through therapeutic observations and
supportive engagement. It feels important to note, how it must have felt for s to hear

I’'S had been dead upon numerous ‘observations’ from staff. It is humbling to see /S
contribute and lead improvement work in response to this. Please let /s 's story help
give this policy and the importance of engagement and observations real meaning.
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Appendix 2: A Patient’s View

Engagement and Observations done well

| was in my room at night, feeling incredibly vulnerable and scared, | had never been in such
a bad place in my mental health. | had no access to my family and usual home comforts
except the few things | had brought into hospital with me. A nurse was on my 1:1
observations, she spoke to me in a warm and calm manner, asking how | was feeling. She
asked in a genuine way, | knew she cared about the answer. She went on to teach me some
coping strategies for the distress | was experiencing. Her engagement at this time will stay
with me for ever, | now use the skills she taught me regularly and in that moment had a huge
sense of comfort. If a nurse had come and merely starred at me at this time, | would have
felt unbearable, lonely and undignified.

Engagement and Observations done well (2)

| was under section and on 1:1 observations. The staff member had to always accompany
me in the bathroom because | sometimes presented as a risk to myself. My arms were badly
bruised as | had spent a few days in general hospital and had been attached to drips and
cannulas. | needed to wash my hair but it was difficult as my arms were sore. She offered
not only to wash my hair for me, she dried and gently combed it out. She added oil as it was
very dry and offered to plait it. | felt she really wanted me to feel comfortable and invested
in my holistic well-being.

| felt valued and cared for as she didn’t have to make such effort but offered to lift my own
well-being. It was a very kind gesture. | have never forgot her thoughtfulness.

Engagement and Observations done poorly

| have unfortunately been regularly hospitalised due to my mental health problems.
Sometimes on a Section and occasionally Level 3 or 4 observation too. | understand why
they do this. During the night shifts, almost all ward nurses were non-regular staff, who |
didn’t know. Frequently | would spend the whole night with someone | didn’t know seated
by my head with my light full on - | accept the need of observations but how they are done
could be different. The staff would never interact with a patient, instead they usually spent
the night reading a magazine and were constantly on their mobile phone. This meant my
sleep would be disturbed by the noise of paper or phone for much of the night. This was a
regular and usual behaviour from people who only seemed concerned in racking up paid
hours, then rushing off the ward. Very little ‘care’, support, connection or nursing was offered
or received.

Engagement and Observations — mixed view

| was in hospital and staff checked in on me once an hour, every hour. Some staff would
come and say ‘hello’ and ask how | was or If need something, this felt caring and supportive,
| knew | could raise any difficulties | was having and support them to support me to stay
safe. Other staff would come and stare through a window at me, without a word. This felt
incredibly threatening and cold. Two different approaches to the same check makes a huge
difference.
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Engagement and Observations — mixed view (2)

| have mixed experiences of being on observations. There were staff who actively avoided
me; | was too ‘risky’; had made a formal complaint about my care already; actively sought
opportunities where | knew the person was unfamiliar with me or my needs. There were
times when no one had even introduced themselves and so | could detach myself from any
emotional impact my actions would have — this was when | was at my most suicidal. There
were staff that didn’t book shifts on the ward during that period following incidents they were
involved in; it was communicated to me that it was because | was a liability, and they would
rather work elsewhere. In contrast, though during the same episode of care, there were
people who were confident, would alternate, described me as being someone that they
enjoyed ‘working with’.

| think that was a big difference; being on observations felt collaborative. | was made to feel
safe. The staff member got to know me, and vice versa, it was a relationship based on trust,
communication. They learnt what mattered to me; my puppy, my ‘day job’ we focused on
goals, distractions. It wasn’t about whether the staff member was permanent or agency; or
whether it was day or night; although | do recognise there could be variations in care, it was
because they held the hope, when | had none. They made me believe in my own ability to
recover; saw that their role was to engage with me, not just watch me. Even when | was no
longer on Level 4, or Level 3, these staff noticed when | was struggling. That relationship
meant | felt able to reach out when | needed extra support; even when it meant going back
onto enhanced observations; it empowered me to be in a place where | could take control
of my own safety.
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Appendix 3: Information for patients, relatives and carers leaflet

Therapeutic Engagement
and Supportive Observation

Information for patients,
relatives and carers
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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.

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. This is the only level of observation where the patient is able
to leave the hospital environment.

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 environment, unless 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.
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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.

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. This is the only level of observation where the patient is able
to leave the hospital environment.

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 environment, unless 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.
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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 arms
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 themself).

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.
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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 .......ccocevvrrvernnnn
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Appendix 4: Trauma Informed Principles

A trauma-informed approach to care involves practices that adhere to a particular set of
values. It translates the knowledge that most mental health service users have experienced
trauma in their lifetime into the development of effective relationships and service delivery,
so that these service users can be active participants in their recovery rather than passive
recipients of care.

Traumatic events can happen at any age and as many as 1 in 3 people in the UK have
experienced at least one traumatic event in their lifetime. Many people will recover from that
event, whereas for others this can cause long-lasting harm. Trauma can include but are not
limited to:

e one-off or ongoing events
e being directly harmed or witnessing harm to someone else
¢ living in a traumatic atmosphere or being affected by trauma in a family or community

When we experience trauma, our responses are loosely grouped into the following
categories it is important to note not everyone will respond in this way. It is also vital to know
that a person does not have control over which response will happen to the event:

Freeze — feeling unable to move.

Flop — Being unable to protest.

Fight — fighting, struggling or perhaps shouting for help.
Flight — hiding or moving away from the danger.
Fawn/friend — trying to please someone who harms you

Individuals who have experienced trauma can present with:

e Emotional dysregulation — difficulty recognising, communicating, managing and
expressing emotions

¢ Difficulty forming relationships; trusting others

e Hypervigilance and hyperarousal

e Difficulty in thinking, concentrating, interpreting the world and other people’s

intentions

Physical health comorbidity

Increased risk of self-harm or suicide

To be trauma-informed involves reframing behaviours that may have previously been
considered dangerous or destructive as responses to distress; a person’s method of
managing and communicating their difficulties; coping strategies that prevent them from
becoming overwhelmed. They are seen as a response to the person’s thoughts, feelings,
memories or urges, but has negatively affected the individual’s quality of life or prevented
them from achieving their goals to the extent that they are now in in need of being supported
in the mental health inpatient environment.
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Through engagement we can encourage the person to explore other means of expressing
themselves and their feelings, such as to:

Talk or write about their experiences, to express themselves through music or art
Practice mindfulness activities — to keep them in the present

To build their self-esteem, such as promoting routine, activities of daily living

Learn coping skills when in crisis through distress tolerance techniques

Supporting them identify thoughts, feelings, emotions, urges and practice regulation
skills

e Promote access to peer support and increase social networks.

A key way of being able to do this is by becoming familiar with the patient’s strengths, their
care plan and what matters to them.

The core principles of trauma-informed care are:

Choice
Collaboration
Trust
Empowerment
Safety

Adhering to these principles can enable those that work in healthcare to provide effective
care for all service users, staff and visitors while practising in a way that promotes inclusion
and recovery of those who have experienced trauma.

It is also vital that we acknowledge that we can inadvertently re-traumatise someone who
has experienced previous trauma. Re-traumatisation refers to the re-emergence of
symptoms previously experienced because of trauma, although the trigger may not be
traumatic it reminds the person of the event. This could be the use of restrictive practices —
such as prone or supine restraint, seclusion or enhanced observations, which could be
particularly difficult for anyone that has experienced sexual harm — or triggers in the
environment such as the banging of office doors or violence and aggression for a person
that has experience of being in conflict.

When restrictive practices cannot be avoided, or the ward environment cannot be changed;
service users should be given as much of a voice and choice as possible; including helping
the person to identify their own triggers and having as much involvement as possible in their
care.

Some further resources included those that can be printed off in PDF format can be found
on the Mind (2023) website at:

https://www.mind.org.uk/information-support/types-of-mental-health-
problems/trauma/about-
trauma/#:~:text=Going%20through%20very%20stressful%2C%20frightening,re%20affecte
d%20by%200ur%20experiences.
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A video explanation 'What is trauma?' By the author of “The Body Keeps the Score”, Bessel
van der Kolk, which offers further understanding in less than 8 minutes can be found at
https://www.youtube.com/watch?v=BJImfkDOQb14

Appendix 5: Engagement Prompt Card

Co-Produced with patients across inpatient wards

Broader ward engagement tools - https://www.safewards.net/

Support in managing voices - https://www.hearing-voices.org/resources/

Learn and engage in positive coping skills together (DBT informed) -
https://dbtselfhelp.com/dbt-skills-list/

Quick and easy engagement to do in the moment:

Ask the patient what they are interested in

Do a mindfulness activity

Read a newspaper together

Play a word game

Pick and plan a quality improvement project for the ward
Create a personalised board of engagement (board/poster where the patient write what
they’d like staff to engage in with them)

Find something soothing for each of the senses

Print off a crossword

Listen to and discuss music

Find some ward art materials

Conversation starters:

As a child, what did you want to be when you grew up?

Who inspires you?

What is the one thing you are most proud of?

For what do you feel most grateful?

What are your happy memories?

Where is your happy place?

What is your favourite comedy film?

Complete this sentence — ‘it might surprise you to learn this but | once....’
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Appendix 6: Step into My Shoes

STEP INTO

My Shoes

Ideas For Getting To

Know New People
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The ward or service that
this pack belongs to is:
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Introduction

Being on a mental health ward can at times
mean being surrounded by others and yet still
feeling lonely.

You can have lots of contact and support with
others and still feel alone. Especially if you don’'t
feel understood by the people around you or
that you don't have a sense of connection with
them.

Getting to others better can pass time, improve
the relationship with staff, create opportunities
for informal peer support or long lasting
friendships.

However, we recognise that this is not easy,
especially when you and those around you may
already be struggling.

These cards were designed to offer ideas,
suggestions and activities that all aim to help
people to get to know each other better.
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The cards can be used in pairs, in groups, with
staff, even with visitors who may be coming for
the first time to this environment.

They can be helpful as a distraction or to ground
you - to bring you back to the present moment.

There is no order to do them in.

There is no right way or wrong way.

You can spend as little or as long with each
activity as you wish to.

You will notice, each card involves six items.
This means that you can adapt them to include

rolling a dice and then answering the question
that matches the number that you roll!

If someone is finding the task difficult please
imagine 'stepping into their shoes’ and look at
ways that they can still participate.

Before long, as people get to know each other
better, they often realise that they have far
more in common than they have differences.
We hope that these cards help you to do that.
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Would You Rather? 1/4

Take it in turns to ask each other some
or all of the following questions.
"Would you rather’:

1.Be able to fly or breathe
underwater?

2.Be able to see into the future or
relive a special moment from your

past?

3.Go through your whole life being
the most hilarious person or being
the most intelligent person?

4.Spend a year with the same song
stuck in your head or with an itch
you can’t scratch?

5.Be able to sleep standing up or walk
lying down?

6.Have blue hair or green hair?
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Would You Rather? 2/4

Take it in turns to ask each other some
or all of the following questions.
"Would you rather’:

1.Have people admire you for your
good deeds or respect you for your
power?

2. Live in a world where there is no
crime or no privacy?

3.Have an exciting but dangerous life
or a boring but meaningful life?

4.Be liked by everyone or have
everything you've ever wanted?

5.Be the center of attention or go
unnoticed?

6.Watch TV or listen to music?
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Would You Rather? 3/4

Take it in turns to ask each other some
or all of the following questions.
"Would you rather’:

1.Find true love or win the lottery?

2.Have to sing to every song you hear,
or dance to it?

3.Be the best at something that no

one takes seriously or be average at
something well respected?

4.Run at 100 miles per hour or fly at
20 miles per hour?

5.Have to give up social media or
watching movies for a year?

6.Live a peaceful life in a cabin in the
woods or an exciting life in a busy
city?
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Would You Rather? 4/4

Take it in turns to ask each other
some or all of the following
questions. "Would you rather’:

1.Fly a kite or sail a boat?

2.Live in a tree house or an igloo?

3.Go back in time or forward?

4.Be a bird or a fish?

5.Have melted ice cream or cold
chips?

6.Go on a luxury holiday or an
adventure?
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Quick Questions. 1/2

Take it in turns to answer these
questions. At the end, see if anyone
wants to more questions about some
of the answers.

1.What is your proudest
achievement?

2.1f you could write a book, what
would it be about?

3.What is the happiest moment in
your life? What made it so special?

4.What is the scariest thing you've
ever done for fun?

5.What is the best gift you've ever
given/received?

6.1f you could be doing anything right
now, what would you choose?
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Quick Questions. 2/2

Take it in turns to answer these
questions.

1.What's the best piece of advice
you've ever been given?

2.Where is one place you'd love to
travel to?

3.What one piece of advice would you
give to someone in a situation
similar to yours right now?

4.What would your dream day look
like?

5.1f you could travel back in time,
where/when would you choose?

6.Name one fear you have managed
to overcome in your lifetime.
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Quick Questions. 3/3

Take it in turns to answer these
questions.

1.1f you were a colour, what would it
be?

2.What superpower would you choos
to have? Why?

3.What was your favorite television
show when growing up?

4.1f you could only eat one thing for
the rest of your life, what would it
be?

5.1f you had one wish, what would
you wish for? Why?

6.1f you were stranded on an island,
what 3 things would you bring with
you?
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Favourites. 1/2

Take it in turns to answer with your
favourite:

1.Type of takeaway food to eat.

2.Colour.

3.Musician or band you listen to. or
television or movie.

4.Quote or script.

5.Activity to do in your free time.
6.Subject from when you were at
school or job that you have had.
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Favourites. 2/2

Take it in turns to answer.

1.Favourite thing you have heard
today?

2.Thing a member of staff or patient
has ever said to you?

3.Way to distract yourself?

4.Thing that you have done, for

yourself?

5.Thing you have done that was nice,
for someone else?

6.Way to make you feel better about
a situation you can not change?
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Unusual facts

Take it in turns to answer. The most
unusual:

1.Thing you have ever eaten

2.Place you have ever been to

3.Thing you have ever done for fun.

4.Fact about yourself (or your ‘party
trick’

5.Thing you have ever owned
6.Film you have ever watched or book
you have ever read
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More about me

Take it in turns to answer.

1.1 difficult situation you have
overcome in the past

2.0ne quote or spiritual passage that
helps you to get through a difficult
time

3.A person in the media or in your
personal life that inspires you

4.The most helpful thing you have
ever done when you felt
ovewhelmed

5.3 things you have or would put in a
self soothe or coping box

6.1 problem you have managed to
problem solve in the last day or few
days.
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Naming Questions

Take it in turns to name the following:

1.1 thing you did today that has made
you proud.

2.2 things that others can do if you
are experiencing a difficult
moment.

3.1 thing that has helped you get
through a tough time.

4. 2 things you can do to or have seen
others do to keep busy whilst on
the ward.

5.1 thing that someone has done with
you that has been helpful since you
have been on the ward.

6.1 way that you can soothe yourself/
make you feel calmer.




Therapeutic Engagement and Supportive Observation Policy (Inpatients) / CLP8 / v4.2

ESSEX PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST

The five senses

Take it in turns to answer the
following:

1.Your favourite smell that makes
you feel more awake

2.The type of music you listen to
when you feel sad and want to
improve your mood

3.A place that you find calming

4. Something you like to touch or hold
when you need to feel comforted

5.A food you turn to when you need a
treat

6.The smell that you find more
relaxing
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Being mindful

Answer these questions in your pair or
groups:

1.A type of music or meditation that
you can practice when you want to
feel in the present moment

2.A breathing exercise that has
helped you when you are feeling
overwhelmed

3.A place that you find calming and
imagine being at when distressed

4.An activity that helps you to forget
what else is happening around you

5.A way that you can ground yourself

6.Five things you can see, four things
you can hear, three things you can
smell, two things you can touch,
one thing you can taste right now.
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Shees
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HEARING VOICES

COPIN

STRATEGIES

The following are suggestions for coping with
the experiences of hearing voices, and seeing
visions and having tactile sensations. 1t is
hoped some of these ideas can help you, or
someone you care about, towards living
positively with these experiences and to
maintain a sense of ownership over them.

Remember that you are not alone:

Research shows that 4% of people hear voices,
this is the same number as have asthma. Voice
hearers throughout history have included a
great many influential people: religious
prophets, doctors and  psychologists,
philosophers, artists, poets, explorers and
politicians.

The following list was compiled by the
Manchester Hearing Voices Group.

Be Prepared: Some people get a warning sign
that the voices are about to start. For example,

they know what can trigger the voices or they
hear another noise like whistling or an extra
heart beat. This can be used as a positive thing
because you are forewarned. You can then learn
to use relaxation and breathing techniques to
calm right down. Decide if you want to listen to
them, if you don’t and you hear the whistles,
distract yourself.

Don’t Believe What The Voices Tell
You: This can be difficult and takes a
lot of determination, but you don’t
have to believe or do what the voices
tell you. Be aware that sometimes the
voices become nastier and more
persistent when you stand up to them.
This can be a sign they know their
days are numbered.

Use Selective Listening: Some voice
hearers find they hear positive as well
as negative voices or that the same
voices say both helpful and unhelpful
things, so they develop their skills of
selective listening, learning to take
what is useful from the voices and
ignoring the rest. For example “T need
to get to the shops before they close”.
There is a difference between this
speech pattern and “We want you to go
to the shops before they close”. It is often the
subtle switches between reminding yourself of
something and interacting with the voices.
Change statements like “We want you out of the
house now” to “I’m going out”.

Take Care of Yourself: Taking a regular bath
or shower can be very therapeutic. This can be
a challenge for some people when they are
feeling low but it can be a great way to pamper
yourself. Try playing relaxing music when you
are taking a bath.

Use Stepping Stones: Set small goals to start
with, such as getting out for a certain amount of
time each day. Remember to reward yourself
for your progress.

Being Busy: Keeping busy to distract yourself
from the voices has proved useful for some
people. For other people it has just been tiring
and restrictive.  Experiment with different
activities and find what works for you.
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Hearing Voices Group: Going to your nearest
hearing voices support group can mean that you
have time in the company of others who truly
understand what it means to live with the
experience of hearing voices. This can create a
sense of fellowship and shared solidarity
between group members which can minimize
the sense of isolation that many voice hearers
feel. Many people have found that the onset of
voices was preceded by a traumatic incident in
their lives. Groups can offer a safe place to
explore these experiences.

Structure and Routine: Many voice hearers
have discovered that planning, combined with
good self-awareness, can be very helpful. For
example, a person who tends to hear the voices
in the afternoon can plan to get their cooking
and cleaning done in the morning, and then rest
in the afternoon.

Social Support Network: It is useful to build
up a network of people in your life who can give
you support at different levels of intensity at
different times and in different ways. Your
partner, siblings, Helplines, friends, relations
and your doctor may be included.

Educating Others On How Best To Help
You: It is useful to develop your
communication skills so you can describe to
concerned people how best it is they can help
you. These should be people in your life who
will want to support you in coping with your
experiences, both in a professional and personal
capacity. Give clear descriptions of what you
find helpful and why, and how others can help
you.

Develop Your Rules of Engagement:

Many people have increased their abilities to be
assertive with their voices. This can involve
making a contract with the voices. Saying
something to them like “T am too busy to talk
just now. “I will listen to you if you come back
at 7 pm when I have finished my dinner”.
Sometimes the voices stick with these contracts.
Some people find ignoring the voices more
helpful. Others have found just shouting and
swearing at the voices makes them feel better.
Use A Mobile: Some people find that if the
voices get nasty in public places they want to
scream and shout at them, but this can be
embarrassing. Try carrying a mobile phone or a

realistic toy that is cheaper for these occasions
this way you can shout at the voices without
attracting the attention of other people. This
will also work if you find a public phone you
can use if you need to.

Get Creative: Writing about, drawing or
sculpting what you see and hear can be helpful
to get a handle on your experiences. It can also
help distract you away from the voices. You
can develop your creative potential and gain a
sense of achievement. It can also be very
relaxing.

Hobbies: If you feel up to going, common
interest groups can be a great way to meet
people and to learn. If that feels too much,
drop-in centres can be a good way to jump-start
getting back out again and meeting people.

Music: This is a popular coping strategy.
Different styles of music can be helpful or
unhelpful to different individuals. ILearn what
you find the most therapeutic. Some people
have found that listening to music whilst
wearing headphones can be a useful distraction
from voices.

Journals: Keeping a diary of what the voices
say to you and keeping a jourmal of your
feelings can be a very helpful way to develop
your self awareness and find patterns of what
makes you feel bad and what triggers your
voices. Some people find that when they are
with a helpful professional like a psychologist or
a counsellor they may want to talk about their
experiences, but find it hard to find the words.
Some people have found that giving their diary
to the professional can be a helpful way of
explaining what life is like for them. Other
people just like to write their problems out and
not read what they have written, or just thrown it
away. Be aware that what you write 1s your
private property and keep it in a safe place. Do
not give it to anyone unless you choose to of
your own free will.

Religious Activity: Some people have found
spiritual activities useful for helping them to live
with their voices. Be cautious though of cult
groups or people that may try to pressure you in
to becoming more involved than you want to.
The first time you go to a new place of worship
take a friend with you.

Page 55 of 60




Therapeutic Engagement and Supportive Observation Policy (Inpatients) / CLP8 / v4.2

ESSEX PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST

Praying And Prayers Of Others: Some voice
hearers have specifically described the benefits
of praying and also having others pray for them
in their struggles.

Change The Picture: If you see frightening
images forming on carpets or curtains for
example it can be possible to try and change the
shapes of them to something neutral like a tree
or flower.

TV And Radio: Some people find TV or a
radio a useful distraction. Others find these
interact with their voices and cause distress. But
turning them off because of the voices can be
allowing the voices to control you and your
time. If you find that certain words or events on
TV or radio trigger your voices or very difficult
emotions try changing the channel as an
alternative to turning them off. If it gets too bad
then you can turn off. For people whose voices
make it hard to concentrate on reading, TV or
radio, try children’s books or programs to help
build concentration.

Medication: Finding the right kind of
medication for you can be helpful. but it can
take time and be a process of trial and error to
get it right.  Finding the right dosage of
medication can be a very important factor in
determining how successful it will be for you.

Read And Learn About Hearing Voices:
Learn all you can about others who have had the
experience. Useful books include “Accepting
Voices” by Marius Romme and Sandra Escher.
Also very helpful is “Working with Voices:
Victim to Victor”™ by Ron Coleman and Mike
Smith. Ron is a voice hearer who has been
through the psychiatric system and survived to
write this useful book with nurse Mike Smith.

Adrenalin Rushes: Some people like horror or
action movies because of the climax of the film
and the adrenalin rush. It gives them a
distraction from the voices. If this works for
you then be aware that such an adrenalin rush
can make it harder to relax when you want to go
to bed so you could use this strategy in the day
and try to avoid it during the night.

Alternative Complementary Therapies: These
are used to support or replace conventional
medicines. There are a great range available
including massage and acupuncture and many
people find them helpful.

Self-injury Or Self-Harm: These have
sometimes been described as coping strategies
for the distress of hearing voices. If you use
self-injury to cope with your voices, consider
alternative forms of expression, or more
controlled self-injury like wearing a rubber band
on your wrist and pinging it when you feel the
impulse to harm yourself. Drawing on yourself
with a red felt tip pen can be an alternative to
self-harm, as can squeezing ice on your hands.

Being Aware of Substance Use: Some people
have found that using street drugs or alcohol has
such a negative impact on their voices that they
choose to abstain.  Beware of the risks
associated with alcohol and drugs and how these
could, or do, influence your voices.

Use Visualisation: Using creative or positive
visualisation, i.e. imagining how you would like
to be in various scenarios, can be a powerful
helping tool. If you read and see the story in
your head as you read you can use your
imagination to create and manipulate these
mental pictures. Construct a room in your head
that only you hold the key to and use it to lock
up your voices.

Celebrate: Reward yourself with some helpful
treat each time you take control. When voices
become less frequent people can find they are
left with a void to fill. When this happens you
can become anxious. The anxiety can invite the
voices back. Be aware of these times, think
positively, stay in control and use your social
supports.

Hearing Voices Network Helpline:
Web: www.hearing-voices.org
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Appendix 7: Engagement & Supportive Observation — Core Competencies

Click here
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Appendix 8: Initial Equality Impact Assessment analysis

This assessment relates to: CLP8 Engagement & Supportive Observation Policy (Inpatients)
(Please tick all that

apply)

Link to Full Equality Impact Assessment can be found in InPut Here:
Does this Yes | What / where is the evidence / reasoning to suggest
Policy/Service/Function / No | this?

effect one group less or
more favourably than
another on the basis of:
Race, Ethnic Origins,

Nationality

. . . No
(including traveling
communities)
Sex
(Based on Biological Sex; No
Male, Female or Intersex)
Age No
Sexual Orientation

Including the LGBTQ+ No
Community

People who are Married or No

are in a Civil Partnership

People who are Pregnant
or are on Maternity / No
Paternity Leave

People who are
Transgender / who have
had gender reassignment N
treatments °
As well as gender minority
| groups

Religion, Belief or Culture
Including an absence of No
belief

Disability / Mental,
Neurological or Physical
health conditions No
Including Learning
Disabilities

Other Marginalised or
Minority Groups
Carers, Low Income
Families, people without a No
fixed abode or currently
living in sheltered
accommodation.
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Guidance on Completing this Document

This screening tool asks for evidence to ensure that these considerations are done in
collaboration with groups that may be affected. Listed below are the ways that this evidence
can be gathered to support this decision:

. Reviews with Staff who may be impacted by these changes

. Service User / Carer feedback or focus groups

. Guidance from national organisations (CQC / NHS Employers)
. The Equality and Inclusion Hub (on the Staff Intranet)

. Input from Staff Equality Networks or the Equality Advisor

. Reviewing this against good practice in other NHS Trust
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Initial Screening Question Response

If you have identified no negative | None Identified
impacts, then please explain how
you reached that decision.
please provide / attach reference
to any reasoning or evidence
that supports this:

(Nature of policy, service or
function, reviews, surveys,
feedback, service user or staff
data)

Is there a need for additional | No
consultation?

(Such as with external
organisations, operational leads,
patients, carers or voluntary
sector)

Can we reduce any negative N/A
impacts by taking different
actions or by making
accommodations to this
proposed Policy / Service /
Function?

Is there any way any positive | N/A
impacts to certain communities
could be built upon or improved
to benefit all protected
characteristic groups?

If you have identified any |N/A
negative impacts, are there

reasons why these are valid,
legal and/or justifiable?

Please complete this document and send a copy to EPUT’s Compliance, Assurance
& Risk Assistant / Trust Policy Controller) at epunft.risk@nhs.net as part of the
Approval Process, if this proposal / policy etc. has no positive or negative impacts on
protected characteristic groups, a Full Equality Impact Assessment will not need to
be completed

To be completed by the Trust Policy Controller

Is a Full Equality Impact Assessment Required for this Policy,
Service or Function?
Name: Katy Staﬁord

Date: | 17/10/2023

Yes No | x
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