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POLICY: 

The safety of patients is a priority during hospitalization. The behavioral health inpatient program ensures patient safety through a level of monitoring and observation matched to the patient’s need and assessed risk.

PURPOSE: 

To outline the levels of observation and types of precautions used in behavioral health services based on assessed risk to assure patient safety.

PROCEDURE: 
Setting Levels of Observation

1. Levels of observation on the inpatient Behavioral Health Unit include:

A. Routine observation safety rounds – minimum patient observation of at least every 30 minutes.

B. 15 minute checks (patient observation at a minimum of every 15 minutes)
C. Close Observation: Staff must provide visual monitoring and be within visual contact, with the following exceptions.
a. Showering and toileting – must be outside door and within available contact with the patient. Visual contact must be made at least every five minutes or more often, as needed.

b. Staff member may observe more than one patient in a group setting/activity and no more than three patients (in close proximity to each other) during hours of sleep.
D. 1-1 observation where staff are in the same room and at a safe distance from the patient. 
2. Types of Precautions

A. Suicide Precautions

B. Elopement Precautions

C. Aggression Precautions

D. Sexual acting out Precautions
3. The attending physician will order the patient precautions and level of observation for each patient.

4. The nurse collaborates with the physician in determining whether the patient will be placed on a higher level of precaution if circumstances warrant.

Assessment and Determination of Need

1. Upon admission, all patients are maintained in close observation (constant visual sight) until the safety search and nursing assessment of self-harm, assault, and acting out risk is completed.

2. The attending physician will order the level of observation for each patient as part of the admission orders and as indicated. Precautions will be ordered on admission or as indicated. The Charge RN may increase a patient’s level of observation at any time if his/her assessment indicates such a need. Once placed on a higher level of observation, only a physician’s order will allow the level of observation to be decreased.

3. If the patient is found to be “at risk” for self-harm, assaultive, or sexual acting-out behaviors, the registered nurse will initiate 15 minute checks until the physician has been consulted. “At Risk” behaviors are
evidenced by:

a. Suicidal/homicidal ideation without immediate plan and ability to verbalize reasonable safety and patient agrees to give staff a warning if personal risk situation changes.
b. Recent history of suicide, aggressive, or sexually acting out behavior but able to process issues and not demonstrating severe agitation or requiring constant de-escalation, or redirection.

c. Participating in milieu activities, not isolating and/or demonstrating secretive behavior 
4. If the patient is at “high risk” for self-harm, assaultive, or sexual acting out behaviors, the registered nurse will initiate close observation or 1-1 observation of the patient and will consult the physician as soon as possible who will determine the need for further observation. “High risk” behaviors are evidenced by:
a. Constant suicidal/homicidal ideation with plan and inability to ensure staff of immediate safety.

b. Actively involved in property destruction and/or sexually acting out behaviors which require continuous redirection.

c. Isolating/secretive behaviors, severe agitation, pacing, threatening others, and not able to process behaviors with staff.

d. Any other unsafe behaviors which places self or others in immediate jeopardy. 

5. All patients on 15-minute checks, special precautions, or 1-1 observation will have this information communicated to all nursing staff during the shift-to-shift report. Any change to a patient’s observation level during the course of a shift will be communicated to staff by the Charge RN.

6. The Charge RN is responsible for assuring all patient observations are completed and documented by a member of the nursing staff. 

A. A patient check is visual identification of the patient with his/her location and observable behavior.

B. Patient checks are assigned to specific staff members for specific time periods on each shift. The staff person assigned to these checks is responsible for circulating continuously on the unit for the assigned time period.

C. The assigned staff records the patient’s location and behavior on the patient check sheet at the time the patient check is done.

Renewal of Orders

1. The need for all orders for 15 minute checks, close observation and 1-1 observation should be reviewed every 24 hours. These orders are NOT to be discontinued without a specific physician order.
2. In the event a special precaution(s) are ordered, the patient remains on the special precaution until the order is discontinued by the attending or covering physician.

OBSERVATION PROCEDURES
Routine Observation

1. Routine Observation is defined as a visual identification of the patient with his/her location and observable behavior at least every 30 minutes.

2. All patients are on Routine Observation unless the need for a higher level of precaution has been identified and implemented.

3. Patient rounds/checks will be assigned to specific staff members on each shift. Arrangements must be made to allow staff to have breaks and meals.
4. Staff assigned to rounds will continuously circulate on the unit for the period assigned to rounds.

5. Each patient’s location and behavior is documented on the unit’s observation check sheet by the assigned staff. At a minimum, staff will ensure that the patient is breathing and is in no obvious distress.
6. Any unusual findings such as behaviors which reflect a change in mental or physical status or which are secretive/suspicious are reported to the Charge Nurse, documented and investigated further to ensure the safety and well being of the patient, other patients and staff.
7. If a patient is found missing, follow the elopement policy.

Special Precautions

1. Special Precautions are required for all patients who require a higher level of observation other than
Routine Observation.

2. Special Precautions include 15 minute checks, close observation and one-to-one (1-1) observation

3. For all patient requiring Special Precautions staff should:

a. Explain reasons to the patient for monitoring
b. Offer frequent opportunities for communication to promote more positive thinking, to develop and utilize alternative coping strategies, and to reduce isolation

c. Documented in progress notes every shift Observations regarding suicidal ideation or self-harm behaviors, aggressive or assaultive ideation/behaviors, sexual acting out ideation/behaviors, as applicable (and as related to the precautions established)
d. Check patient and patient’s room for medication and harmful objects
e. Allow patient to use disposable razors and other sharp / potentially dangerous supplies under
close observation

f. Accompany patient to all off unit routine exams and or activities
15-Minute Checks 
1. Fifteen minute checks are defined as the visual identification and observation of the patient’s location and behavior at least every 15 minutes while awake or sleeping.

2. A “15 minute/close observation/1-1 observation check sheet” is maintained for the duration of 15 minute checks and becomes a permanent part of the patient’s medical record.

Close Observation
1. Close Observation is defined as staff must maintain continuous visual monitoring.
2. When the patient is checked for showering or toileting the staff member may be outside the door and within audible contact with the patient. Visual contact must be made at least every five minutes or more often
as needed
3. A “15 minute/close observation /1-1 observation check sheet” is maintained for the duration of close observation and becomes a permanent part of the patient’s medical record.

One-to-One (1-1) Observation

1. One-to-one (1-1) observation is defined as constant visual observation with staff remaining in the same room with patient and at a safe distance at all times. 
2. When the patient is checked for showering or toileting the staff member may be outside the door and within audible contact with the patient. Visual contact must be made at least every five minutes or more often as needed.
3. A “15 minute/close observation/1-1 observation check sheet” is maintained for the duration of 1-1 observation and becomes a permanent part of the patient’s medical record.

Suicide Precautions
1. Suicide precautions are defined as awareness of a patient’s mental status that places them at a high risk of 
self-injury.

2. Suicidal behaviors are identified on the nursing assessment.
3. Patients on suicide precautions may require a more restrictive personal environment which may include removal of belts, shoelaces, or any other article(s) deemed hazardous.

4. Suicide precautions will include a level of observation higher than routine. The level determined should be appropriate for the level of risk assessed.
5. May be initiated by the physician or RN

Elopement Precautions

1. Elopement Precautions are defined as increased observation to ensure patient safety due to a high
elopement risk.

2. The nurse and physician determine the degree of observation required to assure the patient does not leave the unit without permission (15-minute checks or 1-1 observation).

3. Elopement risk factors are evidenced by the patient who tends to stand next to entrance/exit doors, confusion, wandering, expressed desire or intent to leave, suicidal patients, patients with delusions of a paranoid or persecutory nature, etc.

4. Physician or RN may initiate the use of the Watch mate monitoring system for high risk elopement monitoring

5. Elopement precautions may be initiated by the physician or RN.

Aggression Precautions
1. Aggression precautions are defined as awareness of a patient’s mental status that places them at a high risk of aggressive or assaultive behavior.

2. Aggression risk behaviors are identified in the nursing assessment.

3. Patients on aggression precautions may require a safer personal environment which may include such things as removal of articles that could be used as weapons (such as chairs, garbage cans, or other items easily thrown by patients), establishing appropriate body boundaries, and encouraging less seductive dress
or behavior.

4. Aggression precautions will include a level of observation higher than routine. The level determined should be appropriate for the level of risk assessed.
5. Patients on aggression precautions may be transferred to bedrooms which allow the option to limit their access to patient day rooms.
6. May be initiated by the physician or RN.

Sexual Acting Out Precautions

1. Sexual acting-out precautions are defined as awareness of a patient’s mental status that places them at a high risk of sexual acting-out behavior.

2. Sexual acting-out risk behaviors are identified in the nursing assessment. 
3. Patients on sexual acting-out precautions may require a more restrictive personal environment which may include establishing appropriate body boundaries and encouraging less seductive dress.

4. Sexual acting-out precautions will include a level of observation higher than routine. The level determined should be appropriate for the level of risk assessed.

5. Patients on sexual acting-out precautions may be transferred to bedrooms which allow the option to limit their access to patient day rooms.
6. May be initiated by the physician or RN
A documented assessment by the RN will be completed every eight hours. The physician shall conduct and document an assessment every 24 hours.
Used with the permission of Monica Cooke, RNC, MA, CPHQ, CPHRM, FASHRM. This form is not intended to take the place of documentation in the patient’s medical record. This sample form will assist you in creating a unique form for your practice. Effective forms address the specific circumstances of each practice.

