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Brief Summary of Changes
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Amendments have been made to this
version due to the introduction of
Nervecentreto the trust and Named
Practitioner Safety in Care joining to
oversee BedwatchViolence and
Aggression.

5 ¢ changes to enhanced levels of
supervision

Removal of falls risk patients from
enhanced supervision (this now sits in
the falls policy)

Appendix 3 Bedwatch request form
Appendix 4 and § Behaviour Charts
and ABC charts

Appendix 7¢ Diffusion of escalation
Appendix & De-escalation techniques
Appendix & Common triggers
Appendix 1Z; Equality impact
Assessment

Julie Wragg

Version 3
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2018

Amendments have been made to this
version due to some movement within
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7.6 to include a notice from Infection
Control

Appendix 8 point 4. Wording altered i
assessment from a CGA point of view
Appendix 8 matrons prescription
proforma chanced to enhanced care
proforma

Appendix 9 to include rapid
Tranquillisation guidance

Deborah Searson
Person Centred
Care Practitioner
Esther Lockwood
Falls Prevention
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Version 2

29 January
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Section 5.X patients assessed as gree
level of supervision now only need to
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changes, a fall occurs or on transfer.
Sections 5.3, 7.4, 7.8 refer to the new
SOP for authorising additional staff for
Enhanced Careeeds.

Daily Supervision and Engagement
Assessment updated and included in
Appendix 13

Included refeence to the Enhanced
Care plamppendix 7.

Joanne Sayles

Version 1

3 October
2016

This is a new procedural document,
please read in full.

EstherLockwood
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1 INTRODUCTION

Enhanced supervisn (previously known as 1:1 goexialing) is an integral part of a

OKSNY LISdziAO LY YR SyadaNBa (GKS ar¥S |yR
psychological webeing(including their conduct and mental health), whilst at the same

time fostering positive therapeutic relationships. Througts effective monitoring of work
colleaguesY SYO SNB gAff ljdziOlfe ARSYGATE -@ikg y3ISa
and fadlitate a rapid and appropriate response.

All inpatients receiving car@nd treatment at Doncaster arBassetlaw Teaching Hospitals

NHS Foundation Trust premises are assessed with a view to monitoring their general safety
and weltbeing. However, due to thpatients present situation, (For example; due to the
disease process, unfamiliar surroundings, medication, or mental health needs), the patient
may require a temporary period of enhanced supervision following a risk assessment. This
may be needed in orddo maintain their safety and the safety of others.

Enhanced supervision should support planned treatment within the limnatiof the

clinical presentation and under the appropriate legal framework ie: The Mental Capacity Act
(2005) or Mental Health A¢2007) where applicable. Consideration to Trust and Local
Safeguarding procedures for both Children and Adults must be given as part of planned
responses. Where this relates to a child (under the age of 18 years) discussions should also
be undertaken wih their legal guardian (holder of parental responsibility).

Enhanced supervision guidance aims to encourage the development of therapeutic
interaction and engagement with the patient that maintains a balance between intrusion
and safety. This may be acheglby establishing a good rapport with patients, promoting

a

S

A

O2LAYy3 aiAffta FYyR 0SAYy3a g NBE 2F UGKSANI AYRACL

YSQ 0Sft SOGNRYAO I&Ndadiig Disability Rasspospproptiate Bkillsiand
training o enable staff to deliver effective therapeutic enhanced supervision and care will
be offered by the Trust on thEoundations of care, Preceptorship and Enhanced
Therapeutic Care Day.

Any patient under the care of Doncaster and Bassetlaw Teaching Hosfit8ls-oundation
Trust whom is detained under any aspect of the Mental Health Act (2007) must be also be
reviewed by the appropriate Mental Health Practition€his policy should be read in
conjunction with wider Trust policy PAT/PA 19 on Mental Capacit@05.

2 PURPOSE

This policy aims to provide a framework for staff working in Doncaster and Bassetlaw
Teaching Hospitals NHS Foundation Trust to follow a consistent approach in the planning
and implementation for enhanced levels of supervision anpport for patients who pose a
potential or actual risk to themselves or others.
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The policy provides clear instructions on how enhanced supervision should be implemented.
Guidelines are also provided for the assessment of risk, to identify the lewgpefssion
required and effective care planning.

This policy is for use in all inpatient settings throughout the Trust and will clarify the
standards and procedures for all inpatient levels of supervision to promote patient safety.

This document iselevant to all clinical staff working in the Trust whose practice brings them
in to contact with any patient who meets the criteria for receiving enhanced supervision
(see appendix 2)The clinical objective is to provide safe and effective care foaaéngs

who are considered a risk to themselves or others. This will be achieved by implementation
of the advised level of enhanced supervision.

lff a4l ¥F Ay KSFIEtGKOFINB KI @S | Rdzie 2F OF NB
Ay O S WieE bed ifterest decision making is part of supporting decision making for

those patients who do not have capacitynder the Mental Capacity Act (20G5)

incapacitated person can only be lawfully restrained where there is a reasonable belief that

it is necessgy to prevent harm to thgerson, any restraint must be proportionate to the

risk and of the minimunfevel necessary to protect the persourther information and

JdZARIF YOS Yl & 6S 3IFLAYSR FNRBY (KS 5. ¢1 WYWwSaidNR
Restrigive Interventions Policy@gnd PAT/PA 19 Mental Capacity Act 2005 Policy and

Guidance, including Depravation of Liberty Safeguards (DoLS).

3 DUTIES AND RESPONBIBIES

3.1  Chief Executive

Has the overall responsibility to ensure that the policy is @nm@nted, by delegating duties
as outlined below and ensuring the policy is updated.

3.2  Consultant or Deputy in lieu of Consultant

Ensure that Assessmer(tsoth mental health and medical assessmerat® completed and
actions implemented, updated and monitored. Ensure appropriate follow on referrals are
implemented. They are also responsible for liaising with nursing staff regarding
reassessments and current level of supervision.

3.3  Chief Nurse

Hasa responsibility to ensure that the policy is implemented, by delegating duties to the
Divisional Nurses, Deputy Divisional Nurse, Clinical Sitelyement, Matrons and
Ward/Line Managers, ensuring the policy is implemented with appropriate actions.

3.4  dinical Site Manager/Matron

To be informed of all patients requiring enhanced supervision and those patients where the
assessed level of supervision is unable to be met, along with the assessments and rationale
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behind the decisions. To ensure that the warddepartment is adequately staffed to
provide safe supervision.

3.5 Ward/Line Managers

Responsible for ensuring that staff have received the appropndtemationto carry out
enhanced levels of supervisitmy having access to this policy and by catip

Foundations of Care/PreceptorshiRecognition that if staff have not had the appropriate
information by reading the policy or by attending Foundations or care/Preceptoastup

are not competent then they are not to participate in supervision ofgagent. Policy is to
be adhered to and escalated to the Matron/Site Manager if any problems with regards to
staffing for the ward or department.

3.6  Nurse in Charge

wSalLlyaArofS F2NJ O2YLX SGAy3d (GKS RFEAfTe@ |aasSaay
levels of supervisiorhaving an overview of ward acuity including patients requiring

enhanced supervisioand ensuring those patients who are identified are supsedi

according to policy, and that fassessments are reviewed and completed appropriately.

The nurse in charge notified viaNervecentreg KSy | LI GASYy G4 Qa foBOSt 27
their condition changes during their shift on transfer to anotheward.

The Nurse in Charge must delegate staff and rotate staff according to policy. The Registered
Nurse remains accountable for the decision to delegate supervision to a staff, NAse

TNAor HCA, ensuring that they are sufficiently knowledgeable amtpetent to undertake

the role. The Registered Nurse masivayssupervise any students who are involved in
completion of assessments and provision of any levels of enhanced supervision and
engagement.

Where staff shortages are an issue this needs to loalated as per the DBTH Trust

Escalation Policy (PAT PS $afe Staffing Escalation Policy).

3.7 Individual/Clinical Staff

To ensure that patients who are identified for enhanced levels of supervision are observed
according to policy, and thalocumentation and reassessment are reviewed and

completed appropriately. All staff to supervise the patients appropriately to the level
assessed as requiring and to maintain the standards of care.

3.8 Bank and Agency Staff

Good Practice would suggest thaank and agency staff who are not fully aware or have an
in depth understanding of this policy or assessment procedure would not be expected to
complete the assessment of the patients enhanced level of supervision requirements or
provide the enhance lewels of supervision beyond Intermittent Supervision.

Doncaster & Bassetlaw Teaching Hospital staff (if possible) should be allocated to provide
the levels of enhanced supervision.
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If Bank/Agency staff are required to provide enhanced levels of patient gigian, the

YdzZNES Ay OKIFNHS 2F (KS 461 NR Ydzad SyadzaNB GKI G
requirements igyivenand what is to be expected of the bank or agency staff membascs
provided.This information must also be communicated with any stdfb are providing

Bedwatch support to the patient.

/ £ SN R20dzYSyiSR SOARSYyOS 2F GKAa SELXFYIlFGAz2
daily plan of care anthe behaviour chart should be commenced along with

Therapeuti¢Distraction Activities beingffered (a list of exaples are available in Appendix

1).

3.9 Student Nurses

To be made aware of the policy on induction to each clinical placement within Doncaster &
Bassetlaw Teaching Hospitals NHS Foundation Trust. Completion of assessments and
provisian of any levels of enhanced supervision and engagement atwstysbe under the
supervision of the Registered Nurse

4.0 Safeguarding Team

The Trust Safeguarding Team must be informed immediately if any person working for DBTH

NHS FT suspects or has aopcerns relating to the safeguarding of a patient and/or visitor.

Adult safeguarding referrals should be made using the Step by Step guide on the Hive (Trust
LYGNIySiGod C2NJ OKAf RNByQa &l ¥S3dz2r NRAy3I NBTFSN
iNGKS ¢NHzadG {FFS3dz NRAy3I OKAf RNByQa LRftAOE Iy
further support and advice can be obtained directly from the Trust Safeguarding team.

For any patient who lacks capacity a Deprivation of Liberty Safeguards (DOlitiappl

should be considered if they meet the threshold. Resources to support decision making on

DOLS are available on the Safeguarding section of the Hive or by discussions with the
Safeguarding Team. The Safeguarding Team can also be contacted fomaolviakBest

Interest decision making and when to complete MCA forms 1 and 2 in relation to this.

4 PROCEDURE

Patients are to be informed along with their relatives/carers of the procedures for enhanced
supervision and the reasons behind the decisidre patient should have the opportunity

with an advocate if they so wish to discuss the reasons for the decisions made, which may
be at the initial point of informing them or at a later time.

If for any reason there are staff changes made by the nurskarge regarding staff
responsible for supervising the patient, the nurse in charge must be informed and the rota
altered accordingly. Staffing issues regarding the need for additional staff for patient
supervisiorMUSTbe escalated as soon as possiblette Ward Manager, Matron or Clinical
site Manager as per the DBTH Trust Escalation Policy (PAT B&d &taffing Escalation



PAT/P30v4

Policy) and an agreed plan must be made to reduce patient risk. If the level of enhanced
supervision cannot be met that has bedeemed appropriate for the patient a Datix report

MUSTbe completed according to DBTH policy (CORP RISRepdrting and Management

of Incidents and Near Misseg).K A & aK2dzZ R Ff a2 0SS NBO2NRSR Ay
the name and role of the pspn providing the enhanced supervision clearly documented.

4.1 PATIENTS LACKING CAPACITY

Sometimes it will be necessary to provide care and treatment to patients who lack the
capacity to make decisions related to the content of this polloythese istances staff
must treat the patient in accordance with the Mental Capacity Act 2005 (MCA 2005).

1 A person lacking capacity should not be treated in a manner which can be seen as
discriminatory.

1 Any act done for, or any decision made on behalf of a patMd lacks capacity
must be done, or made, in the persons Best Interest.

1 Further information can be found in the M@alicy (PAT/PA 1@nd the Code of
Practice, both available on the tanet.

There is no single definition of Best InteresBestinterest isdetermined on an
individualbasis. All factors relevant to the decision must be taken into account, family
and friends should be consulted, and the decision should be in the Best interest of the
individual. Please see S5 of the MCA code atipeafor further information.

10
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5 LEVELS OF ENHANCEPBRVISIOKSEE APPENDIX 2)

t I GA Sy (i OsinendBhduld bé updatediusifervecentreand this will automatically
generate the level of supervisionqeired.

All patients must be assessed daily to identify the level of supervision required. This should
0S dzLJRFGSR Fa 2FaGSy Ia ySOSaal NBE (KNERdz3IK2 dzi

condition changes or on transfer to another ward.
For the pupose of this guidance there are four levels of supervision to be followed.

Independent Patient, Intermittent Supervision, Cohorted Supervigiathin eyesight and
Continuous 1:1 Supervision).

5.1 Independent Patient

Nursing staff will complete routine checks (as current practice) during the day and night, on

the whereabouts and wellbeing of all patients on their wards which will be recorded in the

nursing care plan and implement 5 for Falls (see Patient Falls P@mvemi Management

Policy PAT PS 11). If any concerns are raised regarding specific patients during these checks

the Nurse in Charge must be informed.

£ € LI A Sy lndepéndeBiyustbéFakssRed briadniission and then to be
reassessed if theris a change in conditiasr on ward transferThe level of supervision
must be updated oMNervecentre

5.2  Intermittent Supervision

I RSaA3IAYIlI 4GSR ydzNESkI /! 2NJ OF NBENJ gAffato$S
regular intervals Close intermtent supervision should take the form of positive
AYUSNI OGA2yEI Ay fAYS 4AOK GKS LI GASYyGQa
Document. A specific plan of care detailing the frequency of supervision and risk factors
including interventions taninimise these risks may be required on the discretion of the
nurse in charge andocumented orNervecentre

All patients identified as Intermittergupervision must be assessed and updated daily; re
FaaSaayYSyd Ydzad Fftaz2 aloh®anyds dung theishift, a flS
occurs or on transfer to another wardihe updated level of supervision must take place on
Nervecentre

5.3 Cohorted Supervisiod W2 A G KAy 9&8SaA3aKiQu

The wards regular nursing/HCA staff will be assigned to a small gfqatients for general
observation, where a maximum of four patients have been idettiis requiring within

LI G A S

eyesightsupervision for 24 hours a day. Patients assessed at this level of supervision should

be within constant eyesight of the nursing staff behaviour and engagement chart should

be commenced and a specific plan of care detailing the frequency of supervision and risk

factors including interventions to minimise these risks shouldd@sumented on
Nervecentre

11
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An alternative measure for caily for assistance may need to be identified for the member
of staff cohortly supervising more than one patient in the event that urgent assistance is
required and this should be communicated with the team on duty to respond as required.

All patientsidentified as requiring cohorted supervisiomust be assessed and updated

daily;rel 3aSaavYSyd Ydzad rtaz2 GFr1S LXIFOS AT GKS LI
if a fall occurs and on transfer to another waithe updated level of supervision must be

documented onNervecentre

If the level of enhanced supervision the patient requires cannot be met by the planned
hands per shift, this should then be escalated with guidance from Appendix BARAS 18
- Safe Staffing Escalation PoliegcalatiorPolicy.

All patients requiringohortedsupervisiormust be assessed to see if theguire a
Deprivation of Liberty Safeguard (DOLS) referral. PleaseA€8A 19 Mental Capacity Act
2005Policy and Guidance,dluding Deprivation of Libertgafeguard¢DoLSand the

Mental Health Act (2007)f the patient has capacity and declines to be continuously
monitored, the nurse must document in the patient notes ttia¢y have explained to the
patient why supervision is advised and that the patient has madmf@rmed decision to
decline this.

5.4  Continuous 1:1 Supervision

The Nurse/HCA identified as managing the 1:1 supervision of the patient will only be
involved with the delivery of care to this patient and no other patient (Where possible a
member ofstaff already known to the patient is recommended to ensure consistency of
care). On rare occasions more than one staff member may be required.

Guidance on provision of 1:1 care and interventions todmesalered at this level can be
found in the Appendicg

All patients requiringontinuous 1:1 supervisiomust be assessed to see if thequire a
Deprivation of Liberty Safeguard (DOLS) referral. PleaseSEHPA 19 Mental Capacity Act
2005Policy and Guidance,dluding Deprivation of Libertgafeguads (DoLS3nd the

Mental Health Act (2007).

All patients identified asontinuous 1:1supervision must be assessed and updated daily; re
FaasSaaySyd Ydzad ftaz2 G1F1S LIXIFOS AF (GKS LI GAS
transfer to another ward. Ae updated level of supervision must be updated on

Nervecentre

5.5 Other responsibilitiesof the member of staff duringContinuousl:1 Supervision:

The member of staff must be able to see the patient at all times

The member of staff must be within N Q & oftthe pafidntiinless a risk assessment is
completed and it is deemed appropriate for the staff member to providecetinuous

12
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supervision from a distance decided and agreed upon by the nurse in charge and/or Person
Centred Care Practitionend/or MDT.

The member of staff will provide positive interaction in conjunction with therapeutic
interventions and activities

Detailed behaviour chart@\ppendix 4must be completed and consideration for the use of
ABC chartgAppendix 5must take pacewith a rationale for why/why not the ABC chart
is/is not to be used.

If the patients risk factors cannot be manageih continuous 1:1 gpervision this must be
escalated to the matron for urgent medical review. Out of hours this should be escatated
clinical site management

5.6 Bedwatch

On some specific occasions when a patient is violent and aggressive and posing a risk to
others or themselves, a bedwatch can be requested with the bedwatch request form
(Appendix 3) This should be completed liye nurse in charge and escalated to the matron
and a discussion with the Named Practitioner for Safety in Caring or Person Centred Care
Practitioner should take place. Out of hours, this should be escalated to the site $&am.
Appendix 13 for bedwatchuidance.

6 VISITORS AND ENHANTZPATIENT SUPERQISI

While relatives/carers and visitors are with the patiené tnember of staff providing the
enhanced level of supervision should continue supervision within visual contact of the
patient if they are reqiring Continuous 1:1uUpervision. If the patient is requiring cohorted
level of supervision, staff supervision may be reduced (at the discretion of the nurse in
charge), however relatives/ carers and visitors must be made aware that they are to inform
staff when they are leaving the patient and this must be clearly recorded and documented.
Relatives/carers must also feel comfortable at being left alone with the patient and if there
are any concerns whatsoever or relatives/carers are anxious about thiyraiat not leave

the patient and instead, remain in place. Relatives/carers must also not be expected or
asked to monitor other patients in order for the staff member to leave the area.

Relatives/carers and visitors (with the patients consent) shoulgrbeided with
information regarding the rationale for the patient requiring enhanced supervision. This will
ensure clear communication and sharing of treatment and care requirements.

Depending on the risk identified the patient may prefer the companyreiaalve/carer or
FNASYR® aSl adaNSa aKz2dzZ R 0685 u|1sy G2 FlL OAf A
NBfldABSa YR OFNBNR |a G2 GKS LI GASydQa f
engagement options for staff when the relative®e unable to be present. Completion of
iKS We¢KA& A& aSQ R20dzYSyid A& SyO2dzNY 3SR

O2YLIl ye 2F | LI GASyGdQa NBf I 0A DS a-bem@lUohnsh S
CampaighWPR 42581

< o
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7. ASSESSMENT

Decisions regarding enhanced supervision should be made following a holistic risk
FaasSaaySyid oe (GKS YdzZ GARAAOALI AYINEB GSIY 27
and this should be documented along with the rational for the supemiandif patients

are assesserkquiring cohorted or antinuous 1:1 Supervisiol, behaviour chd must be

completed (Appendi®). If the level of enhancesupervision the patient requiresannot be

met for reasons other than due to staffing, this must be clearly documented alongheith

rationale for this If the supervision requirement cannot be met due to staffing issues this

needs to be escalatedith guidance from Appendix &dPAT B 18- SafeStaffing

Escalation Policy

Different levels of supervision may be required throughout the day and night dependant on
the individual patient needs. The specific levels of supervision required at different times of
day and night should be updad onNervecentreand agreed by the muHiisciplinary team
(This should include theIG doctor and therapists involved with the patient) and clearly
communicated and documented).

The level of supervisioMUST NODe reduced by the staff member supermigithe patient

for any reason without discussion with the nurse in charge providing reason for suggesting
reducing level of supervision. If the decision is made by the nurse in charge to reduce the
level of supervision this must be recorded Marvecentre

If additional staffing is required this should be escalated to the ward manager or Matron in
working hours or the duty matron and Clinical site management team out of hours.

{GFFF YdAalG GNEB G2 SyadNB GKIFG @euSbelshséant Sy d Qa
gender specific needs are maintained. However at times where the level of risk supersedes
these issues this must be clearly explained to the patent/or relatives (where

appropriate)and documented.

If a patient is having barrier nsge precautions due to risk of disseminating infection,

Infection Prevention and control suggest that a chosen member of staff provides
supervision in a side/single room per shift, thereby not creating more risk of transmission to
patients. This process alspplies for patientsvho are cohorted supervisiofcach patient
should be assessed for their individual risk(s) using the apptegiacess (Datix)lhe staff
member conducting the individual risk assessment should give due consideration to the
risks and benefits of keeping the patients isolated against the harm that may occur should
patient incident occurThe situation must be escalated to Matron or site management team
and the decision and surrounding reasoning must be clearly documemét:rveceatre.

Any queries or concerns must be escalated to Infection, Prevention & Control Team for their
consideration.

If the patient is a danger to themselves or others the staff member supervising the patient
should work in compliance with CORP HSEg§resive & Violent Behaviour policy

14
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In an emergency situation the nurse in charge may assess a patient as refuiring
continuous sipervision, the circumstances of which must be clearly documented in the
nursing care plan and escadat and discussed with éhnurse in chargevard manager,
matron or clinical site manager. The case should also be discussed with the responsible
clinician or nominated deputy as soon as possible and commenced on a behaviour chart
and/or ABC chart (Appendix 4&5).

8 PROCESS

Thenurse in charge of each shift will have the responsibility to allocate staff members that
are appropriately trained to carry out enhanced supervision. If at all possible the patient
may have a choice of the gender of the staff member supervising themciedgeor
supervision during the night.

The staff member allocated to supervise the patisivill not discontinue the supervision

until the next staff member confirms they have taken responsibility for supervising the
patient(s) The length of timadvised for staff to partake in any of the levels of enhanced
supervision should be assessed on a case by case basis considering the individual needs of
the patient(s)and staff member, howeveshould not be for longer than a 2 hour period

This does notealate to bedwatch staff as they have different contractual obligations through
their employer, however when the bedwatch is on break, 1:1 must be covered by a member
of ward staff and the bedwatch must communicate they are going on break so as to NOT
leavethe patient alone A decision and plan should be made through discussion and
planning at the daily review and at the discretion of the nurse in charge. Additional staff
may be required when supervising very high risk patients.

The process of enhanced spision calls for empathy, engagement and taking note of the

LI GASyGaQ ySSRa Ff2y3 gA0K GKS NBI BttheSaa G2
LI G A Sy G Qa gLaafing SwstEhingx@evisiod, listening to music and every effort

shouldbe made to accommodate this. Every ward should Hav@O0Saa G2 Iy W OGA
but if not, the Person Centred Care Practitiongy be able to provide some activities from

GKS t// t NI OGAUGA2Y SNIThe rdodryhandddd-eschl@ian2 dzNOS O dzLJo
techniques, diffusion of potential situations arising and distraction technigdppendix 3

YR p0 aK2z2dzZ R 0S AYLIX SYSYGSR Fa | LILINBLINRIF OGS

If the patient is transferred between wards and departments during a shiftréresferring

ward has the responsibility to provide the extra staff member required for supervising the
patient for a period of 24 hours until the receiving ward can arrange the additional staff.

9 DOCUMENTATION

The decision regarding the supervision of a patient must updateldemecentreand this
should be updated during the day and night and if any change occurs or on transfer to
another ward.

15
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Different levels of supervision may be implemented for a patientioag as this is clearly
documented e.g. different levels for daytime and niginte.

Staff supervising the patient must document contemporaneously during their period of
supervision within the times identifiedn either the behaviour chart or ABC chart
depending on which is being used.

10 COMMUNICATION

Patients are to be informed along with their relatives/carers of the procedures for enhanced
supervision and the reasons behind the decision. The patient should have the opportunity
with an advocate if thy so wish to discuss the reasons for the decisions made, which may
be at the initial point of informing them or at a later time.

If for any reason there are staff changes made by the nurse in charge regarding staff
responsible for supervising the patierthe nurse in charge must be informed and the rota
altered accordingly. Staffing issues regarding the need for additional staff for patient
supervisiorMUSTbe escalated as soon as possible to the Ward Manager, Matron or Clinical
site Manager as per theEXH Trust Escalation Policy (PAT PSSaé Staffing Escalation
Policy) and an agreed plan must be made to reduce patient risk. If the level of enhanced
supervision cannot be met that has been deemed appropriate for the patient a Datix report
MUSTbe conpleted according to CORP RISK R8porting and Managenme of Incidents

and Near Misses

11 PROLONGED USE BIiGH LEVEL SUPERUNI

If a patient remains oa prolonged 1:1 continuousupervisionfor a period of 7 days or

over, then an extended MuHDisciplinary Team review MUST take place by the team caring

for the patientand consideration should be given as to whether a member from the

safeguarding team need to also be involved in this revigve review panel will discuss the
circumstances for the prolonged period of supervision and the reasons for the continuation

or if there are any alternative approaches. A defined plan of care needs to be identified. The
outcome of the review will be docuemtedA y G KS LI GASYy i Qa NBO2NRAOD

If a patientaged over 65 years has beena prolonged 1:1 continuousupervisionfor over
7 days to manageonfusion, a referral for a geriatrician opinion should be considered.

12 MENTAL CAPACITORSIDERATIONS ANDHBE\ATION OF
LIBERTY SAFEGUARDS

The Mental Capacity Act 2005 (The Act) received Royal Assent in April 2005, and became
law in April 2007). It provides a statutory framework to empower and protect vulnerable
people aged 16 years and over, who are not able &ketheir own decisions. It makes clear
who can take decisions, in which situations and how they should go about this. It enables
people to plan for a time when they may lose capacity.



PAT/P30v4

Deprivation of Liberty Safeguards (DoLS) became a statutory obligat#gril 2009. The
introduction of these Safeguards was to protect the most vulnerable people in our society.
The Safeguards apply to those adults who lack the capacity to make a decision about their
care and/or treatment, where it has been determined thlae proposed care or treatment

Ada Ay OGKIFG LISNB2YyQa 0Sad AyiSNXBathe |yR (K
RSLINAGIF GA2Yy 2F | LISNE2YyQa fAOSNILE& Aa | a&as
necessary; however if the process is usedrapgately, such a deprivation will be lawful.

The Trust policy reflects the principles enshrined in the Act and the guidance contained
within the Codes of Practice to the Act. The Act and Codes of Practice can be accessed via
the intranet.If a patientis assessed as lackiogpacity then the actions taken or decisions
made would be made in theersons best interests and the assessments regarding capacity
MUSTbe clearlyjdocumentedy ( KS LI (i Abobipieting tNGSMITA MR Zforms.
Pleaseaeferto PAT/PA 19 Mental Capacity Act 200Bolicy and Guidance,dluding

Deprivation of Libertysafeguards (DoL&)d the Mental Health Act (2007).

To apply for a standard authorisation the managing authority or delegated staff member
must refer to thePATPA 19- Mental Capacity Act 200Bolicy and Guidance,dludinga
section under the Mental Health Aahd the Mental Health Act (2007).

If the situation escalates and the behaviour of the patient is becoming unmanageable at

ward level, security must beatted to assist. If the patient has capacity and is using
threatening behaviour, the police must be called and the incident reported.

13 MONITORING COMMRNCE AND POLICY EEFEVENESS

Monitoring of compliance against this policy will be as follows:

What is being Who will carry out the| How often How Reviewed/Repori
Monitored Monitoring to
Assessment of Nurse in Charge/ Weekly Audit of completion of
individual patients Ward Manager assessment oa daily
need for enhanced basis for each
levels of supervision patient/Matron
on a daily basis
Implementation of Nurse in charge/Ward Weekly Audit of appropriate
enhanced supervision| Manager implementation of
specific to individual enhanced care and
patient needs rationale/Matron
Staff attendance and | Ward Manager Monthly Record of staff
compliance with attendance at Person
Education and training Centred Care Study
(Person Centred Care Day annually/Matron
Study Day)
Appropriate escalatior] Ward Managr Monthly Datix report review of
of any issues in escalation
implementing Matron/Head of
Nursing

17
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enhanced levels of

supervision

Ward Compliance withh Care Group Clinical | Quarterly Update/Report of any
assessments and Governance identified issues &
implementation of relevant actions /PSR

enhanced supervision
Escalation of any
incidents/ learning

14 DISSEMINATION ANIMPLEMENTATION

This policy and guidance will be made available on thecBster and Bassetlaw Teaching
Hospitals NHS Foundation Trust Intranet Site. Matrons, Clinical Leads and Ward fdanage
will disseminate the guidance to all nursing staff and other healthcare professionals.

15 TRAINING AND SUPRT

The training requirements of staff will be identified through a training needs analysis. Role
specific education will be delivered by tkervice lead.

Matrons and Ward Managers will ensure that nursing staff are aware of this guidance and
understand how to use it and will support staff as necessary within their clinical supervisory
time and during quality rounds.

Please note: The Standafdaining Needs Analysis (TNAJhe training requirements of
staff will be identified through a training needs analysis. Role specific education will be
delivered by the service lead.

16 EQUALITY AND DIRBITY

The Trust recognises the diversity of tbedl community and those in its employ. Our aim is
therefore to provide a safe and secure environment free from discrimination and a place
where individuals are treated fairly, with dignity and appropriately to their need. The Trust
recognises that equaltimpacts on all aspects of its day to day operations and has
produced an Equality Policy Statement to reflect this. All policies are accessed in accordance
with the Equality initial screening toolkit, the results for which are monitored centrally.

17 EQUALITY IMPACT ASSEESWM

Equality Impact Assessment (EIA) has been conducted on this procedural document in line
with the principles 6the CORP ERMI27- Equality Analysis Poliend COREMP 4 Fair
Treatment for All

The purpose of the EIA ismainimise and if possible remove any disproportionate impact
on employees on the grounds of race, sex, disability, age, sexual orientation or religious
belief. No detriment was identified. See Appendix 10.

18
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18 ASSOCIATED TRUBHOCEDURAL DOCUMENTS

1 CORRRIK 33¢ Incident Management Policy

1 PATPS 1§ Safe Staffing Escalation forRatient Areas Policy (Nursing & Midwifery)
1

1

PATPA 28 Privacy and Dignity Policy
PATPA 19 Mental Capacity Act 2005 and Guidance including Depravation of Liberty
Safeguards (@LS)

1 PATPA 06c Arrangements for the Provision of Care to Individuals who are Violent
or Abusive (age 18 or over)

1 PATPS 15 Restrictive Interventions: Principles and Guidance

1 PATPS 10 Safeguarding Children Policy

1 PATPS 08 Safeguarding Adults Pajic

1 CORBPASFS 5Aggressive and Violent Behaviour Towards Staff Policy

1 CORREMP 27 Equality Analysis Policy

1 CORFEMP 4 Fair Treatment for All

1 PAT/PS 1& Patient Falls Prevention and Management Policy

1 PAT/PS 15 v:3De-escalation: Principles ar@uidance including restraint

19 DEFINITIONS

DBTH; Doncaster and Bassetlaw Teaching Hospitals

DOLSK Deprivation of Liberty Safeguards

EIA¢ Equality Impact Assessment

HCAc Healthcare Assistant

NHS National Health Service

NICE; National Institutefor Clinical Excellence

1:1¢ One to One (One member of staff to one patient)

Challenging behavioucan include aggression, sélrm, destructiveness of disruptiveness
A person'sdehaviourcan bedefined as ‘thallenging if it puts them or those aroundhiem
(such as their carer) at risk, or leads to a poorer quality of life. It can also impact on their
ability to join in everyday activitie€hallenging behavioucan include aggression, self
harm, destructiveness and disruptivene@stp://www.nhs.uk/Conditions/sociacare-and
supportguide/Pages/challenginbgehaviourcarers.aspk

Sundowning A person with Dementia may exhibit an increaseartain behaviours in the
late afternoon or early eveningvivw.alzheimers.org.uk2016)

20 DATA PROTECTION

Anypersonaldataprocessingssociatedvith this policywill be carriedout underW/ dzNNB y (i
dataprotectiont S 3 A adsih thelDatgPebtectionAct2018andthe UKGeneralData
ProtectionRegulationGDPR2021


http://www.nhs.uk/Conditions/social-care-and-support-guide/Pages/challenging-behaviour-carers.aspx
http://www.nhs.uk/Conditions/social-care-and-support-guide/Pages/challenging-behaviour-carers.aspx
http://www.alzheimers.org.uk/
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For further information on data processing carried out by the trust, please refer to our
Privacy Notices and other information which y@an find on the trust website:
https://www.dbth.nhs.uk/aboutus/our-publications/informationgovernance/

21 REFERENCES

National Institute for Health & Clinickicellence (NICE) (2013) Clinical guideline 161, Falls:
The Assessment and Prevention of Falls in Older Péoalgable at
http://www.nice.org.uk/nicemedia/live/14181/64088/64088.pdf

(Accessed 13/5/14)

Diffusion of Behaviours of Concern
Verbal Deescalation in the ED NUEM Blog

Department of Health
Mental Health Act 1983
www.dh.gov.uk

Department of Health
Mental Health Bill 20007
www.dh.gov.uk

Mental Capacity Act (2005)
www.legislation.gov.uk

/| KAt RNByQa ! O o6uHnnno
www.legislation.gov.uk

Dealing with Chéenging Behaviour (2015)
http://www.nhs.uk/Conditions/sociacare-and-supportguide/Pages/challenging
behaviourcarers.aspx
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www.alzheimers.org.uk

Levels of Enhanced Supervision Guidance (2(H&$tLancashire Hospitals NHS Trus
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APPENDIX ¢ ACTIVITY/DISTRACTIGNGGESTIONS

This is me/communicatiopassport/LD
traffic light passport; ask family to fill in,
helps give staff something to relate to
patient

Invite relatives to stay

Playing cardg simple shap

Photo cardg; from different eras, can print
out from internet

Dominoes

Adult colouring books

Rolling up a ball of wool

Bingog print out cards from internet and
just call out random numbers

Singing old songsyou tube will have
plenty

Listening to relaxing music

Twiddle muffs; Care of the Elderly wards
have spares

Walking around

Reminiscingbout the good old days
Quiz¢ download one suitable for their age
bracket

Making cardg family annivesary,
birthdays, Christmas etc.

Jigsawg around a 20 piece one with large
pieces

Reminiscence boxfill a shoe box with odd
items

Planting seedg small bag of soil, mini plar
pots and seeds

Hand massage calms person down

Wipe down table

Make Collage from magazine

Spell out words

Sort objects into categories

Look out the window and talk about what
they can see

Ask family to bring in old photosd talk
about the people they know

Afternoon tea party

Make a paper chain

Count things that are the same around th
ward/room

Make a family tree

Mould Dough

Finish a famous saying

Cut up/tear paper

Arrange flowers in a vase

Put coins in a jar

Make a bird éeder

Noughts and crosses

Passing Balloon arourgdslow movement
and easy to catch

Give a patient a doll

Dress in own clothes makes them feel les
poorly

Folding sheets, towels or pillowcases, sor
socks into pairs
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APPENDI® ¢ LEVELS OF ENHANICSUPERVISION

Confusion/Delirium/Dementia/Cognitive Impairment

Interventions and Care Plan Implementation

Ha evidence of Confusion

Implemeant ward based care

Canfusion AMD reguires intermitbant reassurance and rearientation to ward araa
AND
Responds to distraction technigues

Implemeant ward based care

Dacumeant disgnosis

Cansider use of 4AT

Sensory aids in place {glasses, dentures, hearing aids|

Avoid unnecessary bed ward mawes

Utilize distraction technigues to sveid madical or physical restraint
Complete Meadication review {invabee pharmacist}

Commence patient engagement activities

Refer ta MCA policy and complete if appropriate

Refer ta DOLE policy and complete if appropriate {review DOLS every 7 days or change in condition)
Cansider additional family support and utilise fohn's campaign

Ensure This is me is completed and wsed (keep at patient bedside]
Maintain regular checks

Cansider location of bed and if low bed/crashmat would be appropriste
Identify and document Falls risk

Cansider food/fluid chart to monitor nutrition and hydration

Frequant and unpredictable agitation but can be distracted with activitiss OR
Is at high risk of pulling cut vital indwelling devices  AND
All pravious interventions have not made patient and athars safe

Grean and Amber interventions plus:

Caohart patients in line of sight

Implemant 4AT ta moeniter cognition

Implemeant ABC charts

Rayiaw uie af cafety sides

Complete BCA ANMD DOLE {review DOLs every 7 days or change in condition]

Cansider referral to Parson Centred Care Practitioner (7756 366556)

Cansider referral to OPMH if there & a diagnoesis of Dementia

Staff should not be providing cohort supervision for longer than 2 hours without changing with another member of staff

‘Wandering unsafely OR

Freguent unpredictable agitation and aggression  AND

Mat able to be distractad  AND

All previous interventions have not made patient and athers safe

Green, Amber and Rad plus:

Implement 1:1 supervised care |patient must be supervised safely at all times — establish if family/carer can provide safe supervision|

Patient must not be left unsupervised at any time and should remain within arm’s reach of the person providing the supervigion. If this is daviated from far
whatever reasan, it must be risk assesed and reasons documented clearly in the notes. IF the deviation s for IPC reasons, IPC should be consulted.

Staff should not be providing 1:1 supervision for longer than 2 hours without changing with another member of staff
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APPENDI® ¢ BEDWATCH REQUESIRM

1:1 CONSTANT SUPERVISION REQUEST FORM (ESCS staffing)

Assessmentd be completed by the Ward MatronSeniorNurse.

PATIENTDENTITY (not
patient name: initials and
hospital number)

WARD

BED SPACE/AREA

Initial Assessment of need
complete by?

POSITION

Assessment completed

by/discussed with:
Ward Manager Assessed/Discussed
Matron Assessed/Discussed

Named Practitioner for Safetyy Assessed/Discussed
in Caring

TIME REQUESTED

DATE

DURATION REQUIRED

COST CODE

PURCHASE ORDER NUMBE

Assessment of need fdr. 1, constant supervisioMUSTbe completed by Clinical Matron &
discussed with Named Practitioner for Safety in Caprigr to submissiorof this request

Page230f 34



Is the patient being violent /aggressive, presenting
with behaviours of concern and/or posing a risk to se
or others?

Has the Deescalation Pathway been implemented an
person remains a risk to self and/or others

If Yesg have these incidents been reported via Datix?
Has Mental Capacity been assessed in relation to
behaviours of concern/risk behaviour?

If person Lacks Mental Capacity has DoLS been app
for?

If YE date DoLS submitted and expiry date.

If NO¢ has Best Interest decision been taken, due to
urgency of need, by the MDT and fully recorded?
DoLSapplication will be required for 1:1 constant
supervision.

If person does NOT lack capacity in relation to
behaviours of concern/risk towards self and/or others
1:1, constant supervision, is NOT appropriate.

Is patient detained under Mental Health A®

Is there a care plan in place to be implemented durin
1:1, constant supervision?

| confirm the risks to the patient/and or others are such that ESCS, 1:1, constant supervisior
required rather than 1:1 Supervision by Nursing staff

Jobrole: Band 6 Sister Signature

Named Practitioner for Safety in Caring

Print name: Date:

Assessment of need fdr. 1, constant supervisiohMJUSTbe completed by Clinical Matron &
discussed with Named Practitioner for Safety in Caprigr to submissiorf this request

Patients behaviour escalated overnight, with assaults to staff members. Patient required security
and chemical restraint.

Send to- Russell.oxley@sabagroup.com

Contracts Security Manager

Copy ing nicolas.fenech@nhs.net

Security Supervisors

nathan.dennis@nhs.net

david.pearce9@nhs.net
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APPENDIX ¢ BEHAVIOURS OF CONNERHART

Patient details Behaviours of Concern Record Chart
Doncaster and Bassetlaw
Teaching Hospitals

Supervision Level
Reason for Behaviour Chart.

Time Asleep | Awake | Awake & Awake and | Verbally Physically | Reguires Needs Security | Document here any triggers for behaviour, any de-escalation
and Restless or | Wandering | Aggressive | Aggressive | PRN Physical | Called used and what worked well/settled patient
Calm agitated medication | Restraint

0700-
03-00

0300-
1100

1100-
1300

1300-
1500

1500-
1700

1700-
1500

Please see The Enhanced Patient Supervision and Engagement Policy for advice on de-escalation and distraction techniques/activities.
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Patient details

Behaviours of Concern Record Chart

Reason for Behaviour Chart............

Doncaster and Bassetlaw
Teaching Hospitals

Time

Asleep

Awake
and
Calm

Awake &
Restless or
agitated

Awake and
Wandering

Verbally
Aggressive

Physically
Aggressive

Requires Needs Security

PRN Physical | Called
medication | Restraint

Document here any triggers for behaviour, any de-escalation
used and what worked well/settled patient

1500-
2100

2100-
23-00

2300-
0100

0100-
0300

0300-
0500

0500-
0700

Please see The Enhanced Patient Supervision and Engagement Policy for advice on de-escalation and distraction techniques/activities.
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APPENDIX% ¢ ABC CHART

Patient Mamie. ... e s mssss s s e

[ IV Ty 17T L — ABC (Arﬂ»ecedg“f' Behqvioup' cgnsgqugncej Chart Form Doncaster and Bassetlaw
TOOAY'S DATE.rmrsrrassersresstsesssesessssessssssssansrassassraseass Teaching Hospitals
A
Date/Time Activity Antecedent Behaviour Consequence

Date/Time/ What activity was What hoppened immediately before the | What the behaviour looked like: describe exactly What hoppened after the behaviour, or

location when going on when the behaviour that may have triggered whet happened both physical, none verbal and as a result of the behaviour

behavieur behayigur eccurred the behavigur. verbal

occurred

Page27 of 34



APPENDIX¥ ¢ PROCESS FOR AIORISING ADDITIONATLAFF

FOR ENHANCED CAREDNE&

The reasons staff request additional temporary staff above and beyond the planned hands
per shift are generally categorised as;

1. Patients requiring psychiatric supervision.(agk of sekharm)¢ to be supported by
Notts Health Care at BH or RDASH at DRI
Patients undergoing alcohol det@support led by Alcohol nurse specialist (DANS)
Patients post head injurg support and advice for patient and family can be sought
from Headvay https://www.headway.org.uk/aboutheadway/#
4. Patients with Delirium and/or Dementia requiring enhanced levels of superdsion
can be assessed by the Person Centred Care Practitioner for supplaguaance
2y GKS YIFylF3SySyid 2F GKS LI GASYydQa oSKI @A

w N

C2NJ LI GASyGa ¢A0GK 5SfeN¥kiars chuyirg kodddin 88U Sy G A | &
patient safety, the Person Centred Care Practitioner should be informed. When reviewing

these patients, the PCC Practitioner will support with aims at reducing the likelihood of

patients becoming distressed or agitate@ihis group of patients have complex needs and a

basic list of aspects of care should be addressed.

For those patients who are continually violent and aggressive, a harm to themselves or

others, a bed watch request form should be completed which will reeggeeing and signing

by the matron. The Named Practitioner for Safety in Care will also need to be notified so

that the patient can be reviewed at the earliest opportunity.
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APPENDIX ¢ DIFFUSION OF ESCALATION

DECIDE
D Decide if you think you are able to-@scalate the situation with verbal

communication.
Is the patient communication verbally with you? Are tleegaging?
Are they a threat to safety?

ENSURE SAFETY
Ensure other staff know there is a potential safety situation but withg
E escalating it further with too many people.
Ask someone discreetly to clearea of potential weapons and respect
LISNB2Y Ff &Ll OSo® ol G €fSFad wu | N

FORM A RELATIONSHIP
LYGdNRRdzOS & 2 yzNK S Rk kn&nibwibatheyrvould
F like to be called, even if you already know this.
Ask if they will allow you to help, or ask what can you do to help ther
Keep sentences short and allow time for the other person to answer

FORM A RELATIONSHIP
LYGdNRBRdzOS @& 2 dzNK St Bsk ln&nibihat they &vould
U like to be called, even if you already know this.
Ask if they will allow you to help, or ask what can you do to help ther
Keepsentences short and allow time for the other person to answer.

SEEK A WAY FORRIA

Attempt to continue to distract the person from why they are getting
S upset/angly. Focus on the things you can do for them and with them
the initial stages that will help them calm down. Use repetition to hel
them understand you are there to help and then ask them if they thir
your plan will help.
eg.would ringing a family mendy help calm them down? Or would a
cup of tea or pain relief make them feel better?

ENFORCE AND EVALUATE

If aggression escalates and violence seems imminent, shout for
E immediate help and remove yourself from the situatidiperson calms
down, allow someone else to take over.
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APPENDI® ¢ DEESCALATION CTHNIQUES

Consider the best way to communicate with the patiesd 2 NR&a (2 dzaS3 LI
bombard with info. Talk calmly and slowly.

Invite Relatives to stay

Allow patient to wander safely

Take patient for walk in wheelchair if safe to do so

Remove patient from busy area to quieter room

Assess/treat potential pain

Does the patient need the toilet?

+FfARFGS TSStAy3a FyR NBaLRyR G2 GKS SY
aSyiSyoSa fA1S a,2dz t221 dz2LJaSixX @&2dz az2d
e 2 dz¢

Remain calm

52y Qi ONRBgR LI GASY(lZ KI@S &almgi 2y S 2N i

Try different staff if patient reacts to certain individuals

52yQG Gl 1S el LSRN AYyReGBayRE (A]1S &2dz

Give space if behaviour is escalating

Consider your own body language, open posture, arms by your sides, hands open. Slo
movements.

Listen to what the patient is saying and ask questions if you do not fully understand the
content

LF NILIAR GNI YljdzAt Aal GA 2 y-eséatioNFihvami olde&ripidd
tranquilisation policy.

Contact the PCC Practitionfer more ideas on descalation and person centred
interventions
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APPENDI® ¢ COMMON TRIGGERS

Interventions usedtod& a4 O f | G S

specific needs.

Iy R

G2 Sy3r3as

The following table offers some ideas of common triggers which if identified can be
addressed where possible and interventions to be considered to assistaaadgation and
engagement of patients during increased levels of enhanced supervision. Toisirs n

SEKI dzaGA @S

fAado

2 KSNBE O2yFdzaAz2y Aa

Common Triggers

= =4 -_a_-8_4_9_-92_-°3._-2°

)l

= —a -9

Hungerand/or Thirst
Previous Trauma
Depression

Fear

Noise

Environment
Certain Staff

Times of Day
Medication times

Activities Box: e.g. jigsaws, games,
playing cards, colouring books etc.
(Contact PPC Practitionfar
centralised resources)

Offer food and drink regularly always
have snacks and drinks available nexi
the patient. Offer assistance if needed
Reminiscence therapy

Calm/Quiet Environment or Room
Music¢ find out what the patient likes
from their thisis me

Certain Staff (encourage consistency)
and if staff members trigger patients,
use another staff member to provide
care

Allow Visitors/Relatives/Carers 24
hours per day

Walk with patient and talk about what
you see

Involve pharmacy in medication rewe

= =8 =4 =8 =449

o

Interventions to be Considered

CertainVisitors/Relatives/Carers
Full Bladder

Certain Medications
Constipation

Tiredness

Anxiety

Sun Downing

Disorientation

Pain

1 Scheduled Toileting

1 Rest/Sleep

1 Reading

1 Appropriate management of
Bladder & Bowels

1 Orientation to ward/toilets/bed
area

1 Twiddle MuffssfRummage bags

1 Conversationallow time and
listen/look interested

1 Ensure pain relief is adequate anc
use pain chart

1 Keep behaviour chart and note
certain times of day that additiong
intervention is needed to avoid
sedation
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APPENDIX0¢ DEESCALATION FORt 9 w

cpQf

CYRAF/BS 15 V.B)L
NHS

Doncaster and Bassetlaw
Teaching Hospitals

NHS Foundation Trust

De-escalation Pathway for over 65’s lacking capacity

Step 1: Non-P

Step 2: Oral Medication
(Including covert
administrant if required)

Step 3: Intramu
Medication

If IM medication is administered seek advice from liison psychiatry [DRI: 077863126%0) or (BH: 01903 572591). For patients with Parkinson's disease contact Parkinson’s nurse specialist via Tickhill Road Hospital switch.

For Enhanced Care Support at DRI call: 07766366556, at BDGH bleep: 3235,

MNon-pharmacological Measures ([remember to involve family in de-escalation technigues and keep them up-to-date with the
situation], for example de-escalztion, distraction, move to 3 quist area, negotiation, review obsenation levels, consideration
of placement and physical review.

Move to “fep 2 only if:

1. Full clinical assessment carried out AND

2. Other options exhausted AND

3. Best Interest Assessment completed and decumentad AND

4, Co-existing illness and medicines {prescribed and illicit substances considered) AND
5. Pain and urinary retention has been considered as a cause of behavioural changes
B. Resuscitation equipment available within three minutes.

ORAL Lorazepam 500mcg-1mg ONCE OMLY unless contraindicated (wait at least one hour to assess response).

A\

If requiring = further doze give lorazepam 500mcg-1mg Repeat to @ max Lorazepam 2mg in 24 hours.
If refusing oral route consider *Covert Medication administration.

\j

If only partial response or alternative required consider a dose of oral Haloperidal 500mcg (unless contraindicated ie.
Parkinzons Diz=ase or Lewy Body Dementiz). OR Seek advice from a Senior Doctor.

‘Consider cardiac risk if using haloperidol, check recent ECG if possible.

**|M Lorazepam S00mcg-1mg ONCE ONLY [Wait at least one hour to assess respanse).

A\

If partial response to first IM dose consider a further dose (Total max Lorazepam by any route is 2mg in 24 hours)
OR alternative ***|M Hzloperidol S00mcg-2.5mg OMCE ONLY [\Wait 2t least one hour to assess response.

IF MO RESPONSE SEEK SENIOR DOCTOR ADVICE FOR FURTHER DOSES OR ALTERNATIVE AGENTS.
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Monitoring

Meanitor observations every 15
minutes for the first hour, then
every 30 minutes for the second
hour. Where the patient is not
ambulatery at 2 hour menitoring
may be instigated depending on
the on-going clinical assessment
(Consider reducing frequency of
observations if causing distress)
*The covert administration of
medicines should only be used as a
means of administration, if judged
necessary, in accordance with the
Mental Capacity Act 2005. Discuss
the safety of covert medication
administration with a pharmacist
**Lorazepam injection should be
diluted 1:1 with water for injection
or 0.9% sodium chleride prior to
IM administration

***Prescribe PRN IM Procyclidine
2.5-5mg if giving IM Haloperidol
for possible acute dystonic
reaction

MEVER mix two drugs in the same
syringe

Benzodiazepines: can cause loss
of consciousness; respiratory
depression or arrest; and can
cause cardiovascular collapse in
patients also receiving clozapine.
Menitor arterial oxygen saturation
and have cxygen ready in case
required

Proceed with extreme caution with
doses above recommendations
Be aware of paradoxical agitation
in Lorazepam

Refer to the Daily Supervision and
Engagement Assessment.
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