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Addo, M.A., McKie, A., Kettles, A.M., 
Gibb, J., Gass, J., & Yule, M. (2010) 
Are nurses empowered to make 
decisions about levels of patient 
observation in mental health? 
Nursing Times, 106(9), 26-28. 

Survey of acute adult inpatient facilities and 
intensive patient care units in Scotland, 
followed by 38 interviews, 37 with staff 
members and one with a  service user. 

Found a lack of multidisciplinary team involvement, limited 
pre agreed plans for nurses to reduce levels of observation 
and limited use of validated risk assessment tools. 

The wider multidisciplinary team should make time to 
develop, implement and monitor local frameworks to allow 
nurses to reduce special observations.  Practitioners should 
engage with clients in ways that enhance the therapeutic 
intent of special observation through better involvement of 
service users in decision making. Validated risk assessment 
tools should be implemented. 

Addo

 

Ashaye, O., Ikkos, G. & Rigby, E. 
(1997). Study of effects of constant 
observation of psychiatric in-
patients. Psychiatric Bulletin, 21, 145-
147. 

Study interviewing service users who had 
been on constant observations and their 
primary nurses.  

Most patients felt they had benefited from being on constant 
observation, but disliked the intrusion on their privacy. 
Nurses agreed that it had helped most patients, but a 
significant number of nurses found it frustrating and 
stressful. 

Ashaye

 

Ashcroft, H., Caulfield, M., & Proctor, 
S. (2013). Prevention of self-harm 
and suicide: innovations in practice. 
British Journal of Mental Health 
Nursing, 2(2), 105-110. 

Review. This article reviews the evidence for 
the practice and recent innovation in 
continuous special observation. 

The findings highlight the lack of evidence to support the 
practice and discusses the recent developments that show 
promise for a more dynamic and patient-centred approach. 
These include using a standardised algorithm for assessment 
and use of observation, using an observation checklist at the 
end of each shift, and using patient-agreement to increase 
autonomy and trust.  

Ashcroft

 

Barker, P. & Cutcliffe, J. (1999). 
Clinical risk: a need for engagement 
not observation. Mental Health 
Practice, 2, 8–12. 

Opinion piece. Argues that the ‘defensive’ practice of observation should be 
abandoned completely and replaced by therapeutic 
engagement with the patient  

 

Barker

 



Bjorkdahl, A., Nyberg, U., Runeson, 
B., & Omerov, P. (2011). The 
development of the Suicidal Patient 
Observation Chart (SPOC): Delphi 
study. Journal of Psychiatric & Mental 
Health Nursing, 18(6): 558–61 

Development. Research in Sweden using a 
Delphi survey to collect expert clinicians', 
researchers' and service-users' opinions on 
what is important to observe during 
constant observation of suicidal patients.  

An expert panel of clinicians, service users and researchers 
reached consensus on 28 observations (detailed in table 1, p 
560) that were rated the most important to observe. This 
consensus was used to develop a systematic documentation 
chart. It represents a first initiative to improve the quality of 
standardized documentation of observations made during 
constant observation, including data relevant for the 
multidisciplinary staff. 

Bjorkdahl

 

Bowers, L. (2014). Safewards: a new 
model of conflict and containment 
on psychiatric wards. Journal of 
Psychiatric and Mental Health 
Nursing, 21, 499–508. 

Development. Overview of Bowers’ new 
model of conflict and containment on 
inpatient wards. 

The Safewards Model provides a simple and yet powerful 
explanation for ward conflict and containment.  

Six features of the inpatient psychiatric system have the 
capacity to give rise to flashpoints from which adverse 
incidents may follow: the patient community, patient 
characteristics, the regulatory framework, the staff  team, 
the physical environment and outside hospital. 

The Safewards Model makes it easy to generate ideas for 
changes that will make psychiatric wards safer for patients 
and staff. 

Bowers 2014

 

Bowers, L., Alexander, J., Bilgin, H., 
Botha, M., Dack, C., James, K., Jarrett, 
M., Jeffery, D., Nijman, H., Owiti, J.A., 
Papadopoulos, C., Ross, J., Wright, S., 
& Stewart, D. (2014). Safewards: the 
empirical basis of the model and a 
critical appraisal. Journal of 
Psychiatric and Mental Health 
Nursing, 21, 354–364. 

A presentation of the evidence base in 
support of Bowers’ Safewards model of 
conflict and containment.  

The Safewards Model is supported by the evidence, but that 
evidence is not particularly strong. There is a dearth of 
rigorous outcome studies and trials in this area, and an 
excess of descriptive studies. The Safewards Model allows 
the generation of a number of different interventions in 
order to reduce rates of conflict and containment. No single 
intervention or even package of interventions is going to 
provide a final answer. The situation is complex and varying 
rates of conflict/containment between wards are determined 
by a multitude of factors.  

Bowers 
Alexander2014

 

Bowers, L. & Simpson, A. 
(2007).Observing and engaging: new 
ways to reduce self harm and 
suicide. Mental Health Practice, 
10(10), 12-14. 

Overview of the City-128 research report, 
'The City128 Study of Observation and 
Outcomes On Acute Psychiatric Wards' 
(2007), on the use of special observation by 
mental health nurses to reduce self-harm on 
acute psychiatric wards. The outcomes of 
the research are described and the roles of 
observation and intermittent observation 

The more intermittent observation used on a ward, the 
lower the rate of self-harm. Use of constant special 
observation, whether that was accompanied with 
engagement or not, had no relationship to self-harm rates. 
Constant observation remains a legitimate and necessary 
intervention in high risk situations. 

Intermittent observation is effective as long as it is 

Bowers 2007

 



are discussed alongside studies which 
featured increased engagement. 

accompanied by patient activity sessions and adequate 
numbers of qualified nursing staff.  

Bowers, L., & Park, A. (2001). Special 
observation in the care of psychiatric 
inpatients: A literature review. Issues 
in Mental Health Nursing, 22, 769–
786. 

Review. A literature review on special 
observations, clear and well written.  

Clear summary of the literature to 2001 on staff and service 
user opinion including discussion of the therapeutic value of 
observation.  

Pp776 – 778 Nurses experiences on observation including 
whether they consider it an effective or therapeutic 
intervention and difficulties encountered. 

Pp778-79 –  Patients viewpoint Positive aspects: a senses of 
safety and restored hope, reduction in suicidal feelings. 
Negative apects; lack of interaction, changing staff, lack of 
privacy, feeling over observed.  

Pp779 – 80 Does it work? Does it help reduce suicide, 
violence or absconsion? Is it counter therapeutic? 

Bowers 2001

 

Bowers, L., Dack, C., Gul, N., Thomas, 
B., & James, K. (2011). Learning from 
prevented suicide in psychiatric 
inpatient care: an analysis of data 
from the National Patient Safety 
Agency. International Journal of 
Nursing Studies, 48, 1459–1465. 

Analysis of archive data to identify the 
mechanisms by which attempted inpatient 
suicides are prevented, so that their use can 
become more widespread. 

Patients are discovered in the act by staff checks (medication 
rounds, meals, routine activities, and intermittent 
observation) and by staff being caringly vigilant and 
inquisitive (noticing the absence of patients, their 
psychological distress, physical state, responding to unusual 
noises, etc.). Conclusions: 

The use of intermittent observation and other patient checks 
should be increased, and particularly directed to private 
areas of the ward.  

Bowers 2011

 

Bowers, L., Gournay, K., & Duffy, D. 
(2000). Suicide and self-harm in 
inpatient psychiatric units: A 
national survey of observation 
policies. Journal of Advanced 
Nursing, 32(2), 437–444. 

This paper reports a national survey of 
observation policies and usage in England 
and Wales. 

There is little empirical literature on observation as a 
psychiatric nursing procedure to prevent patients from 
harming themselves or others. National guidelines for this 
practice do not exist, and there is much variation in practice 
ad implementation across the UK. 

Bowers 2000

 

Bowers, L., Simpson, A. & Alexander, 
J. (2003). Patient-staff conflict: 
results of a survey on acute 
psychiatric wards. Social Psychiatry & 
Psychiatric Epidemiology, 38, 402–

Assess the frequency and relationship 
between the differing conflict behaviours of 
patients, and explore the relationship 
between professional containment 
measures and those conflict behaviours. A 

Identified seven ‘types’ of patient, ‘angry-absconder’,  
‘absconding-misuser’, ‘angry-refuser’, ‘protestor’, ‘self-
harmer’, ‘abstainer’ and ‘medication-ambivalent’.  

'abstainers’ and 'medication-ambivalent' were more likely to 
receive intermittent obs while 'self-harmers', 'angry 

Bowers 2003

 



408. survey of conflict behaviours and 
containment of 238 two-week admissions to 
12 acute psychiatric wards in London. 

absconders' and 'angry-refusers' were more likely to have 
received constant obs. 

Bowles, N., Dodds, P., Hackney, D., 
Sunderland, C., & Thomas, P. (2002). 
Formal observations and 
engagement: a discussion paper. 
Journal of Psychiatric & Mental 
Health Nursing, 9, 255–260. 

Opinion piece. The authors draw upon a 
variety of perspectives to argue that the 
practice of formal observation is ineffective 
and may contribute to the poor state of UK 
acute psychiatric inpatient units, in terms of 
direct patient care, clinical decision-making 
and appropriate risk management. 

Professionals should consider whether they have done 
everything possible, before or instead of ordering 
observations. When distressed patients need more, the 
notion of containment has much merit. When increased 
levels of patient support are needed, nurses should be 
involved in the decision to implement them and should be 
sufficiently trusted by medical staff to reduce them as they 
see fit. Patients may also contribute to this discussion. 

Bowles

 

Buchanan-Barker P. & Barker P. 
(2005). Observation: the original sin 
of mental health nursing. Journal of 
Psychiatric and Mental Health 
Nursing, 12, 541–549. 

Opinion piece. Reviews and reflects on the 
historical and inter-professional dimensions 
of the practice of observation, contrasting 
this with mental health nursing’s search for 
professional autonomy.  

Presents the notion of ‘bridging’ as a means of connecting 
with deeply distressed patients and a radical alternative to 
observation practice, representing a means of managing 
‘risk’ and a way that nurses may develop their interpersonal 
relationships with people deemed to be at risk. 

BuchannanBarker

 

Cardell, R. & Pitula, C.R. (1999). 
Suicidal inpatients' perceptions of 
therapeutic and non-therapeutic 
aspects of constant observation. 
Psychiatric Services, 50(8), 1066-
1070. 

Qualitative study, 20 suicidal psychiatric 
inpatients who had experienced constant 
observation within the past two weeks were 
interviewed. 

Constant observation may have therapeutic potential. It can 
be enhanced if observers engage inpatients in actively 
supportive interventions. Most therapeutic benefits were 
attributed to the observers perceived as having a positive 
attitude and engaging the participants in active supportive 
interventions. However, observers’ perceived attitudes and 
behaviours can cause patients distress, which reaffirms the 
need for careful supervision of observers.  

Cardell

 

Carr, P. (2012). Using zonal nursing to 
engage women in a medium secure 
setting. Mental Health Practice, 
15(7), 14-20. 

Development. Describes zonal nursing, 
which is an approach that manages 
differently the factors underlying risk, and 
frees staff to take part in client engagement 
and activities throughout the day 

Zonal nursing is not about ‘watching’ but about active 
engagement. Despite some initial anxieties about reduced 
observations, the void was filled quickly by therapeutic and 
rewarding experiences for the ward staff and patient groups. 
This was ultimately achievable due to a commitment to the 
engagement framework adopted by the ward. There were 
significant improvements in outcomes. The frequency of 
untoward incidents decreased, patients engaged more with 
nurses and fewer staff were needed, cutting costs. 

Carr

 



Cleary, M., Jordan, R., Horsfall, J., 
Mazoudier, P., & Delaney, J. (1999). 
Suicidal patients and special 
observation. Journal of Psychiatric 
and Mental Health Nursing, 6, 461–
467. 

Investigates the role of the registered nurse 
in special observation through interviews 
with nurses on acute psychiatric wards. 

The 9 themes that emerged were: 1) Safety; 2) Therapeutic 
relationships; 3) Supporting patients and carers; 4) 
Consequences of special observation for nurses; 5) 
Continuity of care concerns; 6) Peer support; 7) Suicide 
indicators; 8) Responsibilities and rights: nurses and patients; 
and 9) Nurses, doctors and the 

hospital hierarchy. Though they voiced many concerns about 
the implementation and maintenance of special observation, 
they acknowledged the need for it and were keen to have 
these processes reviewed. 

Cleary

 

Cox, A., Hayter, M., & Ruane, J. 
(2010). Alternative approaches to 
‘enhanced observations’ in acute 
inpatient mental health care: A 
review of the literature. Journal of 
Psychiatric & Mental Health Nursing, 
17(2), 162–171. 

Review. Reviews research studies that 
examine alternatives to enhanced 
observation and argues that there are other 
ways, perhaps involving less intrusive 
monitoring or organizing care differently, 
that could be used as a more acceptable 
replacement. 

There are six potential developments of an alternative 
approach to observations. These are:  assessment, nurse 
autonomy, ward management initiatives, engagement and 
collaboration, a team approach, and intermittent 
observations. Observations and the development of 
alternative approaches are a complex activity requiring 
planning and consideration to facilitate appropriate 
implementation. There is a lack of evidence for alternatives. 

Cox

 

Cutcliffe, J.R. & Stevenson, C. (2008). 
Feeling our way in the dark. The 
psychiatric nursing care of suicidal 
people: a literature review. 
International Journal of Nursing 
Studies, 45, 942-53. 

Review. Literature review on the psychiatric 
nursing care of suicidal people. Approaches 
to caring for suicidal patients are described, 
including defensive practices, close 
observation, no harm contracts, 
psychotropic medication, hope inspiration 
and talking 

The evidence base is equivocal at best regarding the 
effectiveness or otherwise of close observations. 

Argues against ‘defensive’ practices like observation claiming 
that it simply prevents the physical means of suicide and 
does nothing to resolve the  complex, multidimensional 
problems that ushered individuals towards suicide in the first 
place. 

‘Caring for suicidal people must be an interpersonal 
endeavour, one personified by talking and listening’. 

Cutcliffe 1

 

Cutcliffe, J.R. & Stevenson, C. (2008). 
Never the twain? Reconciling 
national suicide prevention 
strategies with the practice, 
educational, and policy needs of 
mental health nurses (Part two). 
International Journal of Mental 
Health Nursing, 17, 351–362. 

Review. Initiatives to reduce access to the 
means of suicide, improve surveillance 
systems and observation and provide 
training to support psychiatric nurses and 
others are discussed. 

Argues  ‘the existing empirical evidence is consistent in 
showing just what a woefully weak and ineffective 
‘intervention’ surveillance (aka observations) is’ 

Close observations are regarded as a ‘low skill’, unpleasant, 
and unpopular activity delegated to junior and/or untrained 
staff; staff intensive activity; one that requires a high staff-to-
client ratio and therefore incurs a high cost; The data that do 
exist provides a highly disturbing picture of the abject failure 

Cutcliffe 2

 



of observations to prevent people from taking their own 
lives.  

Recommends engagement rather than observation 

Dodds, P. & Bowles, N. (2001) 
Dismantling formal observation and 
refocusing nursing activity in acute 
inpatient psychiatry: a case study. 
Journal of Psychiatric and Mental 
Health Nursing, 8, 183–188. 

Development. This  paper   describes  a  
structured  programme of change to formal  
observation and  nursing  practice in an 
inner city male admission  ward.  

 

 

This change was founded  on the belief that  formal  
observation of 'at   risk'   patients   is  ineffective,  possibly  
counter  therapeutic  and   contradicts   humanistic  nursing 
values,    principles    of    individualized   care    and 
meaningful   nurse-patient   engagement.  

Formal observation was reduced over a six-month period  
and  is no  longer  routinely  practised. In its place  a  
programme  of  structured,  individualized activity  was  
introduced  for  patients.  

Dodds

 

Duffy, D. (1995). Out of the shadows: 
a study of the special observation of 
suicidal psychiatric in-patients. 
Journal of Advanced Nursing, 21, 
944–950. 

 

Qualitative study, reporting interviews with 
10 nursing staff.  

Includes accounts of nurses opinions (derived from 
interviews) on how they feel about different aspects of or 
approaches to observation e.g. getting to know the service 
user, behaviour modification, risk assessment, active 
engagement, including anxiety about their own ability to 
modify disturbed behaviour, and the balance between the 
custodial, intrusive and therapeutic aspects of observation.  

Duffy

 

Fletcher, R.F. (1999). The process of 
constant observation: Perspectives 
of staff and suicidal patients. Journal 
of Psychiatric and Mental Health 
Nursing, 6(1), 9–14. 

Compares staff and service user perceptions 
of observation.  

Both groups identified there as being two categories of 
intervention, ‘controlling’ and ‘therapeutic’. 

Includes a table of staff actions in constant observation and 
how staff perceived these compared to service users.  

FLetcher

 

Flood, C., Brennan, G., Bowers, L., 
Hamilton, B., Lipang, M., & Oladapo, 
P.(2006).  Reflections on the process 
of change on acute psychiatric wards 
during the City Nurse Project. Journal 
of Psychiatric and Mental Health 
Nursing, 13, 260–268. 

Development. Discusses the process of 
therapeutic change on two acute psychiatric 
wards during the City Nurse project that 
aimed to reduce conflict and containment.  

 

The City Nurse project successfully reduced patient 
aggression, self-harm and absconding through making 
changes and developments to acute wards in terms of 
support for ward managers, education and training, clinical 
supervision, as well as managing difficulties and barriers to 
the process of change. Staff showed a willingness to engage 
in efforts to change and improve the wards. There is 
potential to improve acute wards and produce positive 
outcomes using a working model. 

Flood

 



Hodgson, C.M., Kennedy, J., Ruiz, P., 
Langenbach, M., Moorhead, S., & 
Junaid, O. (1993). Who is watching 
them? A study of the interpretation 
of the observation policy in a mental 
health unit. Psychiatric Bulletin, 17,  
478-479. 

Survey of the views and knowledge of 
clinical staff regarding observation levels; all 
the nurses and doctors of the six acute 
psychiatric wards in the Nottingham Mental 
Health Unit. 

Even within a single unit, there is wide variation in the 
factors which determine observation levels. Formal 
structured training should be introduced for junior doctors 
and nursing staff, and the use of observation levels should be 
subjected to periodic audit. 

Hodgson

 

Janofsky, J.S. (2009). Reducing 
inpatient suicide risk: using human 
factors analysis to improve 
observation practices. Journal of the 
American Academy of Psychiatry & 
the Law, 37, 15-24. 

Development. The author describes how 
failure modes and effects analysis (FMEA) 
was used proactively by an inpatient 
psychiatric treatment team to improve 
psychiatric observation practices by 
identifying and correcting potential 
observation process failures. 

There is sparse literature on the observation of psychiatric 
patients and no systematic studies or recommendations for 
best practices. Collection and implementation of observation 
risk reduction strategies across health care systems is needed 
to identify best practices and to reduce inpatient suicides. In 
this case, analysis of observation practices found that most 
potential critical process failures revolved around possible 
miscommunications and handoff problems between staff 
members. Observation of patients was identified as the 
crucial element in the safekeeping of inpatients at risk for 
suicide. Recommends standardization of the terminology 
used for observation status e.g. terms should immediately 
reflect, to anyone, whether the patient is being 
intermittently or continuously observed. 

Janofsky

 

Jayaram, G., Sporney, H., & Perticone, 
P. (2011). The utility and 
effectiveness of 15-minute checks in 
inpatient settings. Psychiatry 
(Edgemont), 7(8), 46–49. 

Review. Reviews the standard forms used 
for the practice of 15-minute checks for 
observing suicidal patients in several major 
hospitals across the United States. 

Given that the prediction of suicide is difficult at best and 
noting that suicides often occur while patients are placed on 
15-minute checks, the authors strongly recommend the 
avoidance of its use for suicidal patients.  

Recommends 1. the use of close observation (one certified 
observer to one or more patients), one-to-one observation 
(one certified observer to one patient), or observation by 
skilled nursing staff when a patient must be within an arm’s 
reach of the observer. 2. adequate training of observers, 3. 
the use of a standardized patient data support sheet 
identifying target patient behaviors, and the eliciting of 
systematic feedback from observers at each shift in a 
methodical manner. 

 

Jayaram

 



Jones, J. & Jackson, A. (2004). 
Observation. In M. Harrison, D. 
Mitchell, D. Howard (Eds.), Acute 
Mental Health Nursing: from acute 
concerns to the capable practitioner. 
London: Sage. 

Review. Brief and broad overview of the 
literature to 2004 on observations. Chapter 
from book. 

Nurses’ and patients’ experiences of observation pp.178 – 
181  discusses the literature to 2004 that has explored 
nurses’ and service users’ experiences and views of 
observations.   

Alternatives to Observation pp177-178. Discussion around 
whether observation has become primarily a custodial task 
rather than a therapeutic intervention. 

Jones Jackson

 

Jones, J., Ward, M., Wellman, N., Hall, 
J., & Lowe, T. (2000). Psychiatric 
inpatients’ experiences of nursing 
observation – a UK perspective. 
Journal of Psychosocial Nursing and 
Mental Health Services, 38(12), 10-
20. 

Study aims to gain an understanding of 
psychiatric patient’s experiences of being 
closely observed.  

Patients' experiences of being observed are strongly 
influenced by the attitudes and behaviours of the observing 
nurses. Patients prefer to be observed by nurses they know 
and who talk to them. 

Jones

 

Kettles, A., Moir, E., Woods, P., 
Porter, S., & Sutherland, E. (2004) Is 
there a relationship between risk 
assessment and observation level? 
Journal of  Psychiatric and  Mental  
Health Nursing, 11, 156–64. 

A study conducted in both acute and 
forensic areas, to examine the relationship 
between risk assessment and observation 
levels. An instrument was designed and 
implemented prospectively to collect data 
about both assessment criteria and the 
resulting decisions about observation level. 

There is a relationship between the risk assessment and the 
observation level that patients are placed on at the time of 
admission. The nature of the relationship was limited to 
seven variables from the 12 in the risk assessment used. 
Hopelessness, paranoid/delusions, withdrawn behaviour, 
loss of interest in unusual pleasures, suicidal intent, illegal 
drug use in the past 30 days, and agitation. This implies that 
the variables may be different in risk assessment content and 
extent in each clinical area 

Kettles 2004

 

Kettles, A.M. & Paterson, K. (2007). 
Flexible observation: guidelines 
versus reality. Journal of Psychiatric 
and Mental Health Nursing, 14, 373–
381. 

Development. Reports a small-scale pilot 
study to introduce flexible observation of 
patients in an acute psychiatric clinical area 
where nurses have increased autonomy to 
make such decisions. 

During the study, there was a gradual shift away from high 
levels of observation. Fewer patients were being placed on 
increased observation levels. Those that were placed on 
observation were on them for a much shorter  time than 
previously and staff generally found a new recording system 
to be more practical. 

Kettles 2007

 

Langenbach, M., Junaid, O., Hodgson-
Nwaefulu, C.M., Kennedy, J., 
Moorhead, S.R., & Ruiz, P. (1999). 
Observation levels in acute 
psychiatric admissions. European 
Archives of Psychiatry and Clinical 

Study to compare the influence of patients’ 
variables and circumstances of admission on 
the use of observation levels in acute 
psychiatric admissions in a UK unit. 
Prospective case note survey compared the 
demographic characteristics of 88 
consecutive admissions, admission 

The most important factor associated with the choice of 
observation level was the legal status of the patient. 
Circumstances of admission, source of referral, marital status 
of the patient, and number of qualified staff on the ward 
were also correlated with observation levels. We confirmed 
the importance of being involuntarily admitted with being 
placed on the highest level of observation, but history of self-

Langenbach

 



Neuroscience, 249(1), 28-33. procedures, clinical data, initial observation 
levels and changes in observation levels. 

harm or violence did not predict being given a higher level of 
observation. There were significantly fewer incidents on the 
highest category of observation. The number of factors 
contributing to the choice of observation levels reflects the 
complexity of the task facing the staff. Special observation is 
an effective method of managing acutely disturbed patients. 
Clinical staff should be regularly trained in the use of 
observation procedures and it should be a regular topic in 
clinical audit. 

Lynch, M.A., Howard, P.B., El-
Mallakh, P., & Matthews, J.M. (2008). 
Assessment and management of 
hospitalized suicidal patients. Journal 
of Psychosocial Nursing and Mental 
Health Services, 46(7), 45-52. 

Review. A comprehensive literature review 
was performed to determine risk factors for 
inpatient suicide, instruments for assessing 
suicide, and treatment of hospitalized 
suicidal patients. 

 

The use of one-to- one observation during admission and as 
needed throughout hospitalisation can promote patient 
safety.   

Inpatients are at the greatest risk of completing suicide 
within their first 7 days of hospitalization, and nurses should 
regularly assess newly admitted patients to determine the 
need for one-to-one observation. 

In particular, patients with severe anxiety and agitation 
should receive one-to-one observation as Busch et al. (2003) 
found that 79% of patients exhibited severe anxiety and/or 
agitation prior to committing suicide. 

Suicide assessments should occur regularly at critical points 
during hospitalization, including on admission, at discharge, 
or during changes in medication/treatment approaches, 
mental status, or precaution/privilege levels.    

Lynch

 

Mackay, I., Paterson, B., & Cassells, C. 
(2005). Constant or special 
observations of inpatients 
presenting a risk of aggression or 
violence: nurses' perceptions of the 
rules of engagement. Journal of 
Psychiatric and Mental Health 
Nursing, 12, 464-471. 

Descriptive study of the perceptions of 1st 
level registered mental nurses account of 
observation for those perceived to be at risk 
of violence or aggression, and insight into 
what was considered important and 
desirable in practice. Unstructured 
qualitative interviews six RMNs from a 
psychiatric intensive care unit. 

Rather than ‘just watching’ the process was described as 
both caring and interactive. Six categories emerged from the 
discussion of the role of the nurse in observations: (1) 
intervening; (2) maintaining the safety of the patient and 
others; (3) prevention de-escalation and the management of 
aggression and violence; (4) assessing; (5) communication; 
and (6) therapy. Skills in these and, experience were thought 
to impact on the success of the practice.  

Mackay

 



Manna, M. (2010). Effectiveness of 
formal observation in inpatient 
psychiatry in preventing adverse 
outcomes: the state of the science. 
Journal of Psychiatric and Mental 
Health Nursing, 17, 268–273. 

Review. Literature review to determine 
whether the use of formal observation by 
mental health nurses to prevent patient 
outcomes, including suicide, self harm, 
violence and absconding, is supported by 
research. The review also sought to identify 
therapeutic benefits of the practice and gaps 
in the existing research. 

Findings suggest that large gaps continue to exist in the 
research, but specifically: 1. a lack of consensus exists in the 
literature about formal observation definitions and how it 
should be carried out regardless of effectiveness; 2. formal 
observation is rooted in tradition, as little evaluative research 
exists as to its actual efficacy in reducing harm to patients; 3. 
historically it is considered negligent to not utilize the 
practice as a protective measure. 

Manna

 

Mason, T., Mason-Whitehead, E., & 
Thomas, M. (2009). Special 
observations in forensic psychiatric 
practice: gender issues of the 
watchers and the watched. Journal 
of Psychiatric and Mental Health 
Nursing, 16, 910-918. 

This study reports on special observations 
undertaken in forensic settings focusing 
specifically on the gender sensitive issues – 
15 nurses interviewed.  

 

 

Discusses issues of privacy, dignity and observing private and 
intimate acts such as bathing and toileting and how this can 
make staff and service users feel.  Mason

 

Moorhead, S.M.L., Kennedy, J., 
Hodgson, C.M., Ruiz, P. & Junaid, O. 
(1996). Observations of the 
observed: a study of inpatients 
perceptions of being observed. Irish 
Journal of Psychological Medicine, 
13(2), 59-61. 

 

Qualitative study of patients views on 
observations.  

Perceptions include: Service users’ awareness of changes in 
the intensity of observation levels, whether they felt they 
were being observed too closely, comfort / discomfort with 
being observed.  

 

Moorhead

 

Neilson, P. & Brennan, W. (2001). The 
use of special observations: an audit 
within a psychiatric unit. Journal of 
Psychiatric and Mental Health 
Nursing, 8, 147–155. 

A study into the use of special observations 
on psychiatric inpatients across a range of 
clinical settings. The study sites included a 
high dependency unit, within a secure 
environment for patients with severe and 
enduring mental illness. 

 

The literature on special observations is reviewed, and the 
findings of an audit into the documentation of special 
observations is presented and discussed.  

 

Neilson

 

Pitula, C.R. & Cardell, R. (1996). 
Suicidal Inpatients Experience of 
Constant Observation. Psychiatric 
Services, 47(6), 649-651. 

This study explored patients' experiences of 
constant observation to determine whether 
they derived any therapeutic benefits 
beyond the intended protective benefit. 

13/20 participants emphatically expressed positive feelings 
toward the observers, particularly when they perceived them 
as friendly and willing to help.  

Therapeutic benefits other than protection were largely 
related to observers' attitudes and behaviours. 

Pitula

 



 

 

Nontherapeutic aspects described by participants were 
observers' lack of empathy, lack of acknowledgment, and 
failure to provide information about constant observation, as 
well as a lack of privacy and a feeling of confinement 

That constant observation is not just a protective 
intervention but one that has therapeutic potential. It can be 
enhanced if observers engage inpatients in actively 
supportive interventions. However, observers' perceived 
attitudes and behaviours can cause patients distress, which 
reaffirms the need for careful supervision of observers. 

Ray, R., Perins, E., & Meijer, B. (2011). 
The evolution of practise changes in 
the use of special observations. 
Archives of Psychiatric Nursing, 25(2), 
90–100. 

Development. This article discusses the 
potential adverse consequences associated 
with the use of intense levels of observation 
and describes two practice changes designed 
to (1) move from observation to 
engagement and (2) reduce patient agitation 
related to intensive observations.  

Two practise developments pioneered. 

Practice change 1:  Psychiatric Nursing Availability (PNA) was 
used as a transitional level between CVO and close 
supervision (intermittent observation). This is an agreement 
between the nurse and the patient with suicidal or self-
injurious urges that stipulated that a staff member would be 
assigned to be available to talk with the patient at all times. 
The patient also agrees to certain stipulations and identifies 
any objects in their room which they feel they might use to 
self harm and  lists activities chosen by the patient and nurse 
that can help the patient cope with any self-injurious 
impulses. 

Practice change 2 Psychiatric Monitoring and Interventions 
(PMI) targeted support to aggressive patients. This required 
that a staff member be specifically assigned to be available to 
the violent or impulsive patient and would be responsible for 
manipulating environmental stimuli and assuring the safety 
of others by eliminating or diffusing environmental hazards 
and triggers this included allowing the patient to remain in 
his or her room with the door closed to decrease 
environmental stimuli and create an increased sense of 
privacy. This care plan is also customisable to include other 
interventions that target the specific disruptive behaviours 
demonstrated by the individual placed on PMI. 

Both interventions are ordered by nursing rather than 

Ray

 

 

 



medical staff.  

Reid, W. & Long, A. (1993). The role 
of the nurse providing therapeutic 
care for the suicidal patient. Journal 
of Advanced Nursing, 18, 1369-1376. 

A study looking at how nurses perceive their 
role in caring for the suicidal patient 
including their views on ‘special supervision’ 
as a nursing intervention’.  

Nurses expressed the opinion that special supervision is the 
most effective preventive method in the nursing care of 
suicidal patients, but that special supervision is non-
therapeutic 

Reid

 

Reynolds, T., O’Shaughnessy, M., 
Walker, L. & Pereira, S. (2005). Safe 
and supportive observation in 
practice: a clinical governance 
project. Mental Health Practice, 8(8), 
13-16. 

 

Details the introductions of a new 
observation policy with greater emphasis on 
engagement. 

The introduction of a new SO policy which placed a greater 
emphasis on engagement with patients and gave authority to 
nurses to review and adjust observation levels.  

Findings: welcomed by nursing staff and led to increased 
patient satisfaction 

Reynolds

 

Stewart, D., Bilgin, H. & Bowers, L. 
(2010). Special observation in 
psychiatric hospitals: A literature 
review. Kings College, London. 

 

Review. A comprehensive literature review 
with sections summarising literature on staff 
and patient experience and the evidence for 
and against the therapeutic value of 
observations. 

Staff and patient experiences of special observation pp.12-14 
– good current summary of the literature to 2010 

Therapeutic? Discusses evidence for and against 
observations including whether they can be seen as 
therapeutic.  Pp14-15 
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Stewart, D. & Bowers, L. (2012). 
Under the gaze of staff: special 
observation as surveillance. 
Perspectives in Psychiatric Care, 48, 
2–9. 

Study explores the relationship of special 
observation to a range of patient, staff, and 
ward variables using end-of-shift reports 
from 136 acute mental health wards.  

Intermittent observations was used five times more 
frequently than constant observations. Significant 
relationships were found between observations and 
measures of ward surveillance, door locking, and the ease of 
observing patients on the wards. Both types of obs were 
more common when higher numbers of staff without a 
nursing qualification were on duty. There were similarities in 
some of the behaviours associated with intermittent and 
constant obs, particularly with regard to absconding and 
medication issues and study suggests that the decision to use 
intermittent or constant SO for these behaviours may 
actually reflect variations in local clinical practices, and 
resource availability. There would therefore seem to be 
scope for national and hospital policies to clarify the 
circumstances under which observations should be initiated.  

Stewart 2012

 



Stewart, D., Bowers, L. & Ross, J. 
(2012). Managing risk and conflict 
behaviours in acute psychiatry: the 
dual role of constant special 
observation. Journal of Advanced 
Nursing, 68(6), 1340–1348. 

Research examining incidents of conflict and 
containment occurring before and after the 
use of constant special observation (CSO) in 
acute psychiatric settings. Events preceding 
CSO, events during CSO, and predictors of 
CSO are described, and the use of CSO to 
manage patients at risk of self harm, suicide, 
or violence is discussed. 

Constant Special Observation cannot be viewed in isolation 
from other forms of containment, it is usually used in 
combination with these irrespective of when it is initiated.  

Implications for practice and/or policy: 

• Attempted suicides among newly admitted patients could 
be reduced by placing those at risk under constant special 
observation. 

• Practice may be influenced by local hospital cultures more 
than patient characteristics. 

• The simultaneous use of other containment methods 
during constant special observation raises questions about its 
effectiveness. 

Stewart 2012

 

Stewart, D., Bowers, L., & Warburton, 
F. (2009). Constant special 
observation and self-harm on acute 
psychiatric wards: A longitudinal 
analysis. General Hospital Psychiatry, 
31(6), 523–530. 

Study assessed the relationship between 
constant special observation and rates of 
self-harm on acute psychiatric wards. A 
longitudinal analysis of officially collected 
data covering a period of 2.5 years from 16 
acute wards at three Hospitals in London. 

There was no statistically significant association between 
constant special observation and self-harm outcomes. Use of 
observation varied markedly between hospitals and wards, 
but overall, there was a significant decline over time. There 
was no statistical association between CSO and self-harm. 
Furthermore, reduced use of CSO during the study was not 
accompanied by an increase in the number of self-harm 
incidents. The lack of association with self-harm suggests 
that the use of constant special observation could be 
reduced without compromising patient safety. 

Stewart 2009

 

Vrale, G.B. & Steen, E. (2005). The 
dynamics between structure and 
flexibility in constant observation of 
psychiatric inpatients with suicidal 
ideation. Journal of Psychiatric and 
Mental Health Nursing, 12, 513-18. 

 

A small scale study describes how expert 
nurses perform constant observation of 
patients with suicidal ideation; includes 
exploration of the therapeutic benefits of 
observation.  

P.516 nurses interviewed view observations as an 
opportunity to develop a therapeutic relationship with the 
service user.  Vrale

 

Waszynski, C., Verroneau, P., 
Therrien, K., Brousseau, M., Massa, 
A., & Levick, S. (2013). Decreasing 
patient agitation using individualized 
therapeutic activities. American 

This quality improvement project was based 
on the hypothesis that service user agitation 
whilst under observation can be decreased 
by engaging these patients in individualized 
therapeutic activities. 

The authors created a tool that allowed continuous 
observers to identify a patient's abilities and interests, and 
then offer such activities to the patient. 

During the activities, 73% of patients had decreased levels of 
agitation compared with baseline. 64% remained less 

Waszynski

 



Journal of Nursing, 113(10), 32-39. agitated for at least one hour afterward. Many patients 
expressed gratitude for the diversion from their health 
issues. 

Westhead, J.A., Cobb, S.E., Boath, E., 
Bradley, E.J. (2003)., Feedback on 
constant observations. Mental 
Health Nursing, 23(1), 4-8. 

Research in a mental health trust into the 
effects on staff and patients of constant 
observation of acutely disturbed patients. 

 

Explores issues including: Staff feelings including doubts and 
uncertainties about constant observations Their perceptions 
of good practice; Pressures on nursing staff; The nurse 
patient relationship; Legal uncertainties arising from 
constant observation; explores how pressures on staff may 
prevent them from providing a supportive environment to 
patients when under constant observation 

Westhead

 

Yonge, O. & Stewin, L.L. (1992). What 
psychiatric nurses say about 
constant care. Clinical Nursing 
Research, 1(1), 80-90. 

 

8 psychiatric nurses described their 
perceptions of the constant care experience 
and its purposes and values. 

Covers a number of themes and both positive and negative 
experiences of these  including: how observation can alter 
the passage of time; a dynamic rather than a static 
relationship; getting through difficult situations –‘night’ and 
‘an abusive patient’; monitoring bathroom and eating   

Yonge
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