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1.0 General Introduction 
1.1 Some patients require more than a general level of observation, often with the 

primary aim of reducing risk and protecting the patient e.g. they have 
increased confusion or are at risk of falling and sustaining injury.  This activity 
is sometimes referred to as ’specialling’.  

 
1.2 There may be a requirement to respond to unmet needs that may be 

contributing to the patient’s distress, such as, feeling fearful or lonely/ bored, 
particularly for patients who may have dementia, delirium, or paranoid/ 
persecutory ideas. There may also be clinical reasons for a patient to require 
enhanced care. An individual patient risk assessment must be completed 
using the Patient Risk Assessment illustrated in Appendix 1.  

 Appendix 2 provides guidance on what to consider when completing a Patient 
Risk Assessment and Appendix 3 details the operational management of 
patients identified as requiring enhanced care. 

 
1.3 For the purposes of this procedure the term “enhanced carer” will be used in 

order to clearly differentiate the individual providing the enhanced care for 
patient/s identified as at risk, from other nursing roles.  

 
1.4 Make Specialling Special™ has been designed to help the registered nurse to 

give clear direction to the “enhanced carer” about primary risks and the 
appropriate tools available for the patient. (All About Me / Make Specialling 
Special™ Resource box/ Communications Box). This encourages staff to get 
to know the person and practise relational interactions that offer reassurance 
and meaningful occupation for the patient. This is a core element of the See 
Me Dementia Care Bundle.  

 
2.0 Level of Support 
2.1 The registered nurse must determine the level of enhanced observation 

required and document this assessment on the Patient Risk Assessment 
(Appendix 1). The nurse in charge must decide whether the ward can manage 
to care for the patient using their existing staffing resources. Please refer to 
the operational management of patients identified as requiring enhanced care 
process illustrated in Appendix 3. 

 
2.2 The registered nurse must ensure that the “enhanced carer” and the rest of 

the nursing team are aware of the level of enhanced care required and 
describe exactly what that means for the individual patient. For example, the 
“enhanced carer” may need to remain within arm’s length of the patient due to 
the risk of falls or self-harm and therefore may need to use the call bell system 
to alert colleagues that they require help. 

 
2.3 Enhanced care is a dynamic process and the clinical presentation can change 

quickly on occasion.  Registered nurses need to ensure regular review, 
particularly when significant changes are reported by care staff in the role.  If 
patient risk assessment has changed during a period then this must be 
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reassessed before the next care worker takes on this responsibility, 
particularly if the condition has worsened e.g. from mild to severe agitation.   

  
 Stepping up and stepping down of enhanced care must be documented using 

the Patient Risk Assessment (Appendix 1) and any amendments shown with 
time of amendment.  The period of time in the enhanced care setting need to 
be kept to a minimum and be the least restrictive option that is possible. A 
reassessment of risk must be completed at least every shift or if the patient’s 
condition changes and documented on the Patient Risk Assessment 
(Appendix 1). 

 
3.0 Who can carry out enhanced care? 
3.1 Performing enhanced care can be complex, particularly when behaviours that 

may be perceived as challenging increase.  Assignment of staff to “enhanced 
carer” must be based on the skills and experience of staff available to meet 
patient needs. It is recommended that inexperienced staff are encouraged to 
shadow more experienced colleagues during periods of enhanced care 
without being delegated to be the “enhanced carer” for the patient. This will 
enable positive role modelling leading to improved capabilities and experience 
of supporting patients during vulnerable times.  

 
3.2 Regular ward staff will be expected to undertake this role and where deemed 

to be required, may need to be backfilled with staff who are deployed from 
other areas or locate as required. 

 
3.3 Nursing students can provide enhanced care, although first year nursing 

students should take part only under direct supervision. Objectives and 
expected competencies must be agreed and discussed. Mentors must support 
students with limited experience, allowing them to shadow in the role to help 
familiarise them with resources and build confidence, leading to positive role 
modelling for students about therapeutic interventions to be used in the role. 

 
3.4 The registered nurse caring for the patient will delegate the “enhanced carer” 

role to a member of the ward team with appropriate skills and experience for 
the identified level of enhanced care required.  The registered nurse must 
ensure that a handover takes place immediately with a verbal description of 
the key concerns for the patient, and a written description of handover given 
to the “enhanced carer” documented on the Enhanced Care Handover 
document (within Appendix 1). This is supported by the NMC (2012) Code of 
Practice for Delegation which states that: 

 
When nurses and midwives are considering which tasks and activities 
to delegate they should consider the following: 
 
• the needs of the people in their care 
• the stability of the people being cared for 
• the complexity of the task being delegated 
• the expected outcome of the delegated task 
• the availability of resources to meet those needs 
• and the judgment of the nurse or midwife. NMC (2012) 



Procedure for the care of the patient at increased risk  
requiring enhanced care       Issued:  January 2016 
Document Control Number: 823      Version No: 3 
Page 4 of 15 
 

 
3.5 Any change in delegation of the enhanced care role must be agreed by the 

nurse in charge.  
 
4.0 Backfill Principle and Transferring Patients 
4.1 The nurse in charge must assess whether the current staff compliment are 

able to respond to the patients need for enhanced care. In many instances 
this will be the case. If this is not feasible, a request may be placed for 
additional resources (within the overall agreed funded establishment) to cover 
the duties of the ward nurse who will be reassigned to the “enhanced carer” 
role.  Appendix 3 details the operational management of patients identified as 
requiring enhanced care. The Patient Risk Assessment (Appendix 1) must be 
signed by the Matron or Clinical Site Manager before additional resources are 
booked. 

 
4.2 A “Backfill Principle” must be followed. Additional staff that are called to the 

ward are for backfill duties; to cover the role of the ward nurse who has been 
reassigned to the “enhanced carer” role.  Regular ward staff will know the 
individual patient better than a locate/agency member of staff and be more 
familiar to the patient. However depending on skill mix, staff experience and 
needs of the individual patient, the nurse in charge may consider it 
appropriate to use the available staff resources differently.    

 
4.3 Where patients are transferred between wards, any approved additional 

nursing resource may need to move with the patient. This must be agreed by 
the Matrons of the two clinical areas involved or out of hours, by the Clinical 
Site Manager. Again the backfill principle applies. The receiving nurse in 
charge must reassess the patient risk and patient need and make a clinical 
decision regarding the need for enhanced care for the patient.  

 
5.0 Make Specialling Special™ 
5.1 Make Specialling Special™ is a principle based approach. To ensure effective 

implementation the following must be adhered to: 
 

5.1.1 Enhanced care can be an emotionally demanding nursing activity, 
particularly when high levels of risk are identified.  To ensure the 
quality of therapeutic care and that relational interaction remain high, 
general good practice principles would indicate that periods of 
specialling do not exceed 2 hours (CRAG, 2002).   Periods of 
concentration in excess of 2 hours may increase the possibility of 
inattention and losing focus on the patient’s needs. Changes in the 
“enhanced carer” may also be beneficial for patients, although care 
must be taken to include some continuity as “enhanced carer” pass on 
the baton of care.   

 
5.1.2 The nurse in charge must regularly review the care of the patient 

receiving enhanced care during the shift e.g. especially where the 
“enhanced carer” is unable to leave the bed space. Figure 1 provides a 
summary of the care that the “enhanced carer” should be providing. 
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Figure 1: Make Specialling Special© 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
6.0 Triangle of Care  
6.1 What is it?  

The families and carers of our patients are often very well placed to be 
involved in the care of their loved one whilst they are in hospital; moreover 
they often want to be involved in the care that they received. It is a nursing 
responsibility to ask them to be involved. 
However, under no circumstances must it be assumed that relatives or friends 
can fulfil the primary function for the enhanced care. This is a nursing 
intervention and whilst care staff may allow space for the relative/ friends they 
do still need to remain in the vicinity to respond to any care needs for the 
patient (e.g. risk of falling and needs to walk to day area/ toilet). Care must 
also be taken to ensure a period of further enhanced care after visiting as 
patient may improve whilst the relatives are there but may not an indication of 
sustained improvement. 
 

6.2 Why do we do it? 
Having families and carers involved appropriately in patient care is good for 
them and good for the patient. Families and cares are often able to quickly 
calm distressed patients and know best their likes and dislikes. Families and 

Nursing staff providing enhanced care patients are expected to: 
• Introduce themselves to the patient(s); 
• Read and, if necessary, update the All / More About Me document/s with the 

support of the patient and carers; 
• Utilise the Make Specialling Special™ Box which includes: 

o A range of activities (e.g. reminiscence folder/ puzzles/ cards); 
o A “Have you tried?” folder providing hints and tips on how to care for the 

patient as an individual. 
• Complete the More About Me activities diary which allows clear documentation of 

the activities and care provided for the patient(s). This must be filed in the 
patient(s) notes.(Record Keeping – The Facts RCN 2012); 

• Where a patient is continuing to behave in a way that is perceived as challenging 
and it is difficult to identify the cause of the behaviour an ABC Chart must be 
completed;  

• Meet the needs of the patient(s).  
o Individualised essential care is particularly important and can help to avoid 

exacerbating delirium. For example, focusing on management of food and 
drinks, pain and constipation, maintaining mobility and personal hygiene;  

o Provide reassurance if the patient is confused or frightened, orientating 
the patient(s) to time and place as required, sharing in activities. Note: 
providing therapeutic interventions such as reading the paper with the 
patient or playing cards is an important part of the care provided; 

• Handover the care of the patient(s) using the Enhanced Care Handover 
 
RMN1:1 Nurses: specific role expectations are identified in appendix 4. 
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carers often feel excluded from care once their loved one is admitted to 
hospital and this allows them to be involved as much as they want to be. 
 

6.3  How do we do it? 
We simply ask families and carers how much they would like to be involved in 
the care of their loved one. We explain to them the benefits of their 
involvement and help them understand the types of things they can do with 
their loved one, this can include: 

• Visiting the hospital grounds 
• Using the day room 
• Visiting Rempods (Pop up Reminiscence Pods) 
• Visiting one of the cafés on the site 
• Massaging hands and head 

 
We also know that whilst families and carers are with us they may need some 
hospitality. Please refer to the Trust Guidelines for Relatives/ Carers of a 
Patient Staying Overnight on a Ward. 
We should always: 

• Ask relatives and carers if they need refreshments 
• Provide a fold up bed if required 

 
Ward Housekeepers are perfectly placed to assist families in this area and act 
as hosts. 
 

6.4  How do we ensure that it is done reliably? 
By building in questions to relatives and carers into the conversations that we 
have with them at the time of admission or when the patient’s condition 
causes concerns and identifies the need for enhanced observation. 

 
7.0 Education and Training 
7.1 High quality education is an essential component to improve the skill level and 

capability of staff to operate safely and effectively in this complex nursing 
intervention. The following education and training is available for staff to 
access: 

 
7.1.1 The Nursing Assistant Development Programme provides training for 

nursing assistants enabling them to carry out general principles of 
observation for patients at medium risk (within eyesight at all times).  

 
7.1.2 Additional ward based teaching and demonstration of Make Specialling 

Special™ support is available from Dignity in Care Team. 
 
7.1.3 Wards are encouraged to support release for staff to complete the 

Trust Advanced Make Specialling Special™ Training (2 day training 
with associated skills workbook to complete in clinical area).  This will 
enable wards that have high levels of enhanced observation activity on 
a regular basis to have a number of staff who can care for patients at 
medium to high risk.  
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Appendix 1: Patient Risk Assessment 
Level of Enhanced Care- Risk Assessment and Decision Algorithm  

Section A: IMMEDIATE ACTIONS TO ASSESS AND REDUCE RISK- Please tick YES, NO or Not Applicable (NA) 
Immediate Actions YES NO NA Subsequent Actions: 
Is there a clinical reason for enhanced 
care?  

   If yes- detail: 

Recent medical/medication review    If NO- request review within 6 hours 
Behaviour (ABC) chart completed    If NO –commence chart and record any triggers 
History taken from carers or NOK/ “All 
About Me”/ Hospital Passport 

   If no provide “All About Me” document and involve 
patient/family/carers in completion 

Have appropriate referrals been made to 
the MDT? 
Is there a clear MDT management plan 
including risk assessment? 

   If NO-make referrals  

Is there a current substance misuse 
problem? 

   If YES- refer to RAID if required 

Have environmental concerns been 
considered or addressed? 

   If No- reduce environmental stimuli- noise etc 
/move to more observable position as appropriate 

Has the CEEP Safe been completed? 
(Including bed rail assessment) 

   If NO-complete CEEP Safe and consider referral to 
falls team 

Is a mental health assessment required or 
is the patient sectioned under the Mental 
Health Act? 

   If YES- refer to RAID or call if urgent.  

Does the patient have capacity? Has a 
mental capacity assessment been carried 
out and documented? 

   If NO-complete capacity assessment and make 
referrals to safeguarding 

Is there a requirement for Deprivation of 
Liberty Safeguards (DoLs)  

   If YES- complete relevant DoLs forms 

Has intentional rounding been commenced 
if required? 

   If NO- complete and prescribe an individual plan for 
intentional rounding 

Section B Risk Reason and Enhanced Care Recommendation Algorithm 
 Please tick highest risk identified 

No Risk/Reason Tick Recommended Level of Enhanced Care:  
A ALL PATIENTS 
 

B 
 

Low 
Risk 

Can slip/fall from bed  Manage with current ward staffing levels 
 

• Ensure completion of relevant nursing risk assessments  
• Use strategies to minimise risk 
• Cohort patients where possible/safe  
• Risk assess and complete relevant Deprivation of Liberty forms if required 
• Support family/ carer involvement 

Reduced mobility or bedbound and attempting 
to mobilise 

 

Calling out and disturbing other patients  
Risk of pulling out any indwelling devices  

 
C1 

 
Med 
Risk 

Confused and wandering   Manage with current ward staffing level  but may need 
additional support 

 

• Ensure patient has had relevant nursing risk assessments 
• Use strategies to minimise risk 
• Cohort patients where possible (If more than 2 patients, 1:1 care may be 

needed) 
• Support family/ care involvement 

Risk of pulling out any indwelling devices   
Agitation/Anxiety 
Impaired cognition/reduced insight 

 

 
C2 

 
 

High 
Risk 

 
 
 

D 

Identified clinical risk   Consider 1:1 care (RN) required 
Confused and wandering presenting  risks to 
self and others (patients/staff) 

 Consider 1:1 care (Nursing Assistant or family/carer) 
required 

Violent behaviour and aggression to others and 
self. 
Immediate risk to self/harm to others.   
Substantial and immediate risk of absconding  

 Consider 1:1 care (Nursing Assistant or family/carer) 
Risk assess and complete relevant Deprivation of Liberty forms if required 

Expressing intent or recently attempted to self-
harm/suicidal ideation 

 Consider 1:1 care (Consider need for a registered mental 
health nurse or nursing assistant with psychiatric 
experience (to assess, plan, deliver and evaluate mental health care)  

Under mental health section  Consider 1:1 care (Consider need for a registered mental 
health nurse or nursing assistant with psychiatric 
experience (to assess, plan, deliver and evaluate mental health care) 
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Patients must be risk assessed by the nurse in charge when a patient requires enhanced observation and 
nursing intervention to reduce the risks for the patient have been identified. Professional/clinical judgement 
must be used.  
If additional staffing support is required, this should be via roster changes, staff deployment or using 
the built in temporary staffing resource within the ward’s agreed funded establishment or within the 
Divisional workforce. Where additional staffing support is required (this is within the overall agreed 
funded establishment), completed forms must be authorised by the Matron in working hours and the 
Clinical Site Manager outside of working hours. Once authorised the form must then be placed in the 
patients’ medical records. 
  
Registered Ward Nurse In Charge to review individual patient needs.        Circle        Sign + Print name                            
Date 
and  
Time 

After completing the risk assessment overleaf do you feel in your 
professional judgement the patient requires enhanced care? 
Tick if applicable: 
Patient must be within eyesight at all times   
Patient must be within arm’s length at all times   
Patient must be observed on video/ monitor at all times    

Yes No  

Are other patients within the clinical area receiving enhanced 
care? 
If YES- consider cohorting patients to enable closer supervision 
and therapeutic interaction 

Yes No  

Please circle: 
1:1    1:2    1:3    1:4    1:6    

 

Detail any other interventions commenced:  

Please review if an enhanced observer is required for a day shift only or both day and night shift. (If the patient is 
sleeping overnight do they need an enhanced carer?) 

Shift Can the patient’s care be safely 
maintained within the usual staffing 
levels (circle)  

If no, indicate risk reason Sign + Print name 

EARLY                             YES / NO   
LATE                             YES / NO   
NIGHT                             YES / NO   

 
 
 
 
 
 

Matron or Clinical Site Manager (CSM) to authorise the booking of additional staffing support to provide  
enhanced observations                                            Matron/ CSM informed 
Identify risk reason  

Please state reason why you are authorising:  

Recommendation (use Algorithm as stated on the form)  

Authorised by: Print name:                                                               Sign: 
Date and Time 
 

 
 
 
 
 

 

RE-ASSESSMENT of RISK  
A Registered Nurse must reassess every shift or if patients condition changes. 
IN ADDITION the senior sister/ charge nurse must document they have reassessed every 48 hrs 
Date Time Can the patient’s care now be safely 

maintained within the usual staffing level? 
If No indicate 
Risk Reason 

Sign and print  
name 
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RE-ASSESSMENT of RISK  
A Registered Nurse must reassess every shift or if patients condition changes. 
IN ADDITION the senior sister/ charge nurse must document they have reassessed every 48 hrs 
Date Time Can the patient’s care now be safely 

maintained within the usual staffing level? 
If No indicate 
Risk Reason 

Sign and print  
name 
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Enhanced Care Handover 
This must be completed to provide the enhanced observer with information relating to the patients 
care needs. The handover process must be documented as completed. 
Circle as required 
Has the Patient Risk Assessment been completed by the nurse looking after the patient?                                                                                                               
YES / NO 
 
Level of observation required (see Patient Risk Assessment) 
 
Level   B      C1      C2      D      (please circle)                                         
               
Presenting complaint 
 
 
 
Current condition: (If changes occur, nurse in charge must be informed immediately) 
 
 
 
 
Mental Status of patient:      
(If the patient’s mental status is concerning e.g. risk of self-harm then consider referral to 
RAID). 
 
Relevant past medical history: (Including previous self-harm or suicide attempts) 
 
 
Medical plan of care: 
 
 
 
Nursing concerns: (ensure risk of harm to self or others is made clear) 
 
 
 
 
Equipment needed: (e.g. activities, high/low bed, communication box) 
 
 
 
 
Environmental checks to be carried out (e.g. buzzer cords, scissors, glass items are 
not to be within reach) 
 
 
Initial handover completed by:  
Registered Nurse Name:                                                    Signature: 
Date:                                                                                     Time:                           
Handover updated by:  
Registered Nurse Name:                                                    Signature: 
Date:                                                                                     Time: 
Handover updated by:  
Registered Nurse Name:                                                    Signature: 
Date:                                                                                     Time: 
Handover updated by:  
Registered Nurse Name:                                                    Signature: 
Date:                                                                                     Time: 
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  Handover Completion 

Date Time Name, signature and 
designation of person  
giving handover 

Name, signature and 
designation of person 
receiving handover 
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Appendix 2: How to Complete a Patient Risk Assessment 
These guidelines relate to the provision of enhanced care only and are not applied 

when the dependency and acuity scores on the ward have increased. 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Patient is identified as at risk requiring additional nursing support e.g. at risk of falls/ agitation 
due to alcohol withdrawal/ delirium/ hyperactive dementia/ self-harm/ learning disability/patient 
under Deprivation of Liberty Safeguards (DOLS) etc.  
 
Consider whether the patient requires intermittent observation, needs to be within eyesight, or 
within arm’s length at all times. 
 

The Registered Nurse (RN) looking after the patient assesses the level of care required 
using/on the Patient Risk Assessment (Appendix 1). Assessment documented and filed in 
patient’s notes. An enhanced carer may be required day and/or night. 

No additional 
support required 
 
 
 
 
 

(Level A) 

Appropriate 
additional 
support (e.g. an 
enhanced 
observer can be 
provided from 
the existing ward 
team 
(Level B) 

Clear benefit of 
specialist support 
identified e.g. 
RMN or NA with 
psychiatric 
experience 
 

(Level D) 

Additional ward 
support required 
e.g. additional 
Nursing 
Assistant or 
carer/ family 
support 
(Level C1 or C2) 

Assessment of the individual patient 
• Mental capacity and requirement for Deprivation of Liberty Safeguards (DOLS) 
• All about me and/or Hospital Book for patients with learning disability 
• ABC chart- to assess behaviour 
• Falls risk assessment/ falls injuries risk management 
• Medical review and review of current medicines 
• Diagnosis of dementia, delirium or substance abuse 
• Appropriate Multidisciplinary Team (MDT) referrals have been made 
• Consider environmental concerns e.g. over stimuli/ need for side room 
• Requirement for mental health review/ assessment 
• Expression of intent or recently attempted to self-harm/ suicide ideation 

 

Please refer to section 5.1.3 for a summary of the care that the 
enhanced observer should be providing. 
 
Please refer to Appendix 3: Operational Management of Patients 
identified as Requiring Enhanced Care 
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Appendix 3: Operational management of Patients Identified as Requiring 
Enhanced Care 

GUIDE TO THE MANAGEMENT OF PATIENTS IDENTIFIED AS 
REQUIRING ENHANCED CARE 

 
 
 
 

Assess patient and quantify risk using the  
Guidelines for the completion of the Patient Risk Assessment 

The completed assessment tool must be placed in the patient’s clinical notes and recorded 
on the weekly “Enhanced Care” record 

Reassessment of 
patient on a shift by 

shift basis 

Moderate Severity 
 

Cohort Nurse 

High Severity 
1:1 Nurse 

Matron/Clinical Site 
Manager to review 

STAFFING 
Deploy staff to manage the patient within 

your current staffing compliment until 
Senior Nursing review takes place 

 

HAVE YOU? 
• Ensured Safety - Deploy staff appropriately – 

considered skill mix, meal relief, skills and 
competence? (If additional staffing support is required 
this should be via roster changes, staff deployment or 
use of the built in temporary staffing resource within 
the ward’s agreed funded establishment) 

• Checked Environment – Modified the environment to 
ensure patient and staff safety? 

• Undertaken a Forward look – Reviewed the next 
three shifts and ensure staff are allocated 
appropriately? 

• Accessed - a high/low bed where appropriate? 
• Notified - the Next Of Kin (NOK) and sought 

assistance from the NOK where appropriate? 

The completed risk assessment tool will be reviewed by the Matron/ 
Clinical Site Manager prior to the authorisation of the requested shift. 

This process is only intended for use in the immediate short term. Longer term 
allocation of resources will need to be considered in proactive off duty 

management and within the Divisional workforce. 
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Appendix 4: Role Expectations for Registered Mental Health Nurse (RMN) 1:1 
Nurses 
 
If a patient is receiving enhanced care by an RMN, the general registered nurse/s 
remain responsible for the care of the patient and must work in partnership with the 
RMN to ensure general care is provided for the patient. 
The RMN must: 

• Receive a handover from the previous RMN and the general Registered 
Nurse. Complete documentation of handover. 
 

• Communicate any concerns to the registered nurse about competence to 
provide any physical health care. There will be an expectation that this would 
only be for techniques associated with specialist care with general nursing 
assistance being supported by the RMN as part of the care role.  This would 
not routinely involve observations (Blood pressure /Temperature etc) due to 
lack of access and training on Trust medical devices and PICS, but ensuring 
that the patient is drinking and eating adequately would be an expected core 
component of the role.  Respect for dignity and personal / cultural preferences 
or sensitivities will be observed in relation to washing and toileting. This will be 
identified as part of delegation brief for the RMN. 
 

• Introduce themselves to the patient 
 

• Familiarise themselves with “All about me” information for the person they are 
caring for and familiarise with Make Specialling Special™ resources on the 
ward, using these to develop rapport and therapeutic engagement with the 
patient. 
 

• Liaise with ward staff re: any change in mental health risk assessment status 
and ensure that the ward registered nurse and any incoming RMN 1:1 nurses 
are aware, before leaving ward area. Escalate any changes in the patient’s 
condition to the ward team. 
 

• Report any adverse effects to psychiatric medications, especially in relation to 
rapid tranquillisation for highly disturbed behaviour. 
 

• Complete appropriate documentation to record actions during specialling 
periods. 
 

• Request assistance with regular breaks and inform team if further support 
required for increasing threat of violence or aggression. 

 
The Trust ward staff must: 

• Understand that there are times when RMN’s, mental health Nursing 
Assistants, Police or prison staff are unable to leave the patient or even turn 
away from the patient.  

• Ensure the RMN is supported to have breaks as appropriate. 
• Liaise with the RMN regarding the patient’s care and support as necessary. 


