
 

 

 

 

Introduction of Care Zoning as part of the Best Practice in Supportive 

Observation CQUIN 2014/2016  

One objective of the supportive observation CQUIN was to: 
 
Explore effective alternatives and practice relating to supportive observations 
A comprehensive literature review was undertaken at the commencement of the 
project, In terms of suggestions to inform best practice, the lack of sound empirical 
work meant that it was difficult to base recommendations on anything more than 
anecdotal and qualitative evidence. The vast majority of the studies in the existing 
literature are descriptive and together form a weak evidence base. The situation is 
not helped by the fact that there is such variability in the way that observations are 
conducted in different studies, suggesting that further work is needed before firm 
conclusions may be drawn.  
 
Qualitative studies agree that patients (and especially those who are feeling suicidal) 
feel safer and more supported under observation when the observer is known to 
them and actively engages with them during constant observations. Observations 
when implemented as a therapeutic intervention (with meaningful supportive 
engagement and interaction) rather than a custodial risk management strategy may 
be of enormous benefit to patients.  
 
In the past decade, there have been several moves towards developing better 
structures of oversight with regards to special observations, and the evidence points 
towards greater involvement of nurses and multi-disciplinary teams in decisions to 
change (and terminate) levels of observation. This is one aspect of a broader push 
towards improving ward management and communication, and empowerment of 
ward staff.  
 
Programmes that have moved towards changing the nature of ward management, 
patient engagement and staff autonomy have shown encouraging results, the focus 
of these programmes has been on enhancing inpatient mental health care in 
general, and it may be that a more systemic approach would be of greater value than 
a narrower focus on risk management for acutely at-risk patients. After reviewing the 
literature the project lead pursued ‘care zoning’ as a vehicle for systemic change and 
arranged pilot’s accordingly 
 
There are a number of initiatives that purport to facilitate systemic change, ‘no force 
first’, ‘safe wards’, ‘star wards’. During the literature review the project lead became 
aware of the ‘care zoning’ approach, not as an alternative to supportive observation 
but as a method that can be utilised to define the level of intervention patients 
require in a systematic process. The implementation of zoning involves the 



 

assessment of patient need and risk after which the individual is allocated to a 
particular zone, which is defined by specified criteria.  
 
The idea of zoning is to meet the level of risk with an appropriate level of 
intervention. This can be one to one time, group activities, or social interactions. The 
basis of zoning is to ensure those with higher needs or increased risks receive more 
intensive care but it also ensures that those with lower level needs receive an agreed 
level of care. Zoning, in essence is an approach to prioritise care and interventions. 
 
The idea for ward atmosphere ratings currently being developed and rolled out 
across high secure also originated from the care zoning literature. A number of 
senior nurses visited SWLStG Trust, who had introduced care zoning across their 
large mental health trust. Following the visit it was agreed to pilot ‘care zoning’ 
across a number of different speciality areas. The pilot commenced end of June 
2015. Although initially planned for the nominated pilot wards to commence on the 
same date this did not occur because of a variety of issues. Pilot wards included 
Lawrence, Macaulay, Poplar, Oak and Brunswick. Brunswick have not to date 
commenced the pilot. All other areas have. Oak ward, the first ward to commence 
the pilot, provided the first review.  
 
The pilot was process mapped and responsibility/accountability identified. The WNM 
undertook the early preparation with ward staff by making available the care zoning 
documents and research papers. The matron undertook to discuss the pilot with the 
multi disciplinary team and update the wider matron team, and the project lead 
attended Oak ward to discuss care zoning with the ward nursing team. This included: 

 Discussion of the principles of care zoning 

 Exercise to ‘zone’ the patient population currently residing on Oak ward 

 Consideration as to how the daily planner would look 

 Consideration of any amendments necessary to the care zoning indicators 
made available to us by SWLStG, and felt to be specific to the patient group 
on Oak ward 

 Identification of current practices that would not be required following the 
introduction of care zoning. 

 
The WNM and nursing team updated all documents required, specifically the care 
zoning care plan, the care zoning indicators, the shift planner, the ward care zoning 
protocol and white board amendments, which included the office board to include 
zoning information, and day area to include the daily patient to staff allocation. 
Oak ward then commenced the pilot in full on the 30 June; progress was reviewed 
on 31 July. 
 
Feedback from staff, service users, carers collated by WNM 
Staff report the pilot is running well. Comments include:  

 Things seem to run more smoothly 

 It saves time  

 It makes more time for the patients 

 Everyone knows what’s expected of them  

 All patients get more input 

 You can tell at a glance how people are, what the issues are 



 

 After a few days off, you can see straight away what’s new and what’s 
changed, so you know whose notes to check 

 It’s good to be more involved, and able to do more (bank staff) 

 It’s good because you know what the regular staff know, so you’re more part 
of things (agency staff) 

 It’s good because you can just glance at the board or the plan and remind 
yourself what peoples problems and needs are (agency staff) 

 It makes things easier and you aren’t doubling up on things 

 It’s quick and easy to review 

 It makes it easy from a bed management point of view: I see green and ask 
about discharge planning 

 It’s good, I can just get on and spend time with them, and make sure 
everyone gets something from the day 

 It’s going really well 

 Now everyone’s used to it, it just happens, and when anyone new comes on 
the ward, everyone will explain it and show them and it just makes sense. It’s 
really easy to understand and follow 

 It’s really straightforward, but it does make a big difference 

 The patients love it 

 It helps build good relationships with patients. 
 
Service users report:  

 It’s really useful 

 I feel more involved 

 I like having a named person so I don’t feel like I’m imposing on anyone 

 I know what’s going on more 

 I like that I am involved more 

 it’s easier than those stupid long plans you see 

 We get more time to talk 

 I’m more aware of the (care and activity) options available 

 I like time to sit and talk with staff 

 It’s good to talk each day. People check with us what’s in the plan, do we 
need it, does it help, and what else do we want. It’s like people are really 
interested and care 

 It makes sense to me. 
 
Carers report:  

 I feel included 

 I get just as much support as name 

 It makes sense to do things this way 

 I like the plans: they’re to the point and let you know what you need to know 

 Name still says he does nothing all day, but actually, every time I come to visit 
he’s describing lots of different things he’s done that day, so I know that really, 
there is lots going on for him. I’ve noticed the change since this started 

 I know there’s someone allocated, so if I’ve any questions I can ask, and 
they’ll find out and get back to me 

 It’s good you put down how much involvement we want, and we know you’ll 
keep us involved 



 

 I couldn’t wish for better. Going through this plan, being asked my needs, the 
attention to detail, it’s fantastic  

 I feel really reassured. I can only come in in the evenings, so I was worried 
how mum would be while I’m in work. But I’ve seen her plan and know 
someone will be allocated to my mum all day. Plus she tells me all about her 
day when I come in, so I know it all happens how it says. I can go to work now 
and not worry, because I know she’s in the best possible place. 

 
The WNM on Oak ward also reported a decline in untoward incidents since starting 
the care zoning pilot, particularly in the number of falls. For more detail please see 
incident table extracted from DATIX below. 
 
DATIX incidents pre and post implementation 
 
Count of 
ID 

Wee
k 

                    

Type 26/5/
15 

2/6/
15 

9/6/
15 

16/6/
15 

23/6/
15 

30/6/
15 

7/7/
15 

14/7/
15 

21/7/
15 

28/7/
15 

Tot
al 

Access/ 
admissio
n/ 
transfer/ 
discharge 

0 0 0 0 0 1 0 1 0 0 2 

Accident 
or injury 
to service 
user 

0 0 0 0 0 0 0 1 0 1 2 

Aggressi
on by 
patient on 
patient  

0 1 0 1 1 0 0 0 0 2 5 

Aggressi
on by 
patient on 
staff or 
other 

0 1 0 1 1 3 0 0 0 2 8 

Deteriorat
ion in 
health 

1 0 0 0 0 0 1 1 0 0 3 

Inappropr
iate 
behaviour 

0 0 1 0 0 0 0 0 1 0 2 

Missing 
patient 

0 0 0 0 0 0 0 0 1 1 2 

Planned 
MVA 

0 0 0 0 0 0 0 0 1 0 1 

Service 
provision 

0 0 1 0 0 0 0 0 0 1 2 

Slip, trip 
or fall by 
service 
user 

1 1 3 6 4 0 0 0 1 0 16 

Total 2 3 5 8 6 4 1 3 4 7 43 



 

 

Following successful implementation of the pilot on Oak ward, care zoning was 
introduced into the Secure Services Division. It initially appeared that the wards in 
high secure found some aspects of care zoning more of a challenge, which may be 
associated with how large institutions respond to cultural change. Early reports 
indicated a preference for the risk identification aspect of care zoning perhaps 
because this is more familiar to the staff group, there was clearly more resistance to 
other elements of the approach, specifically the allocation of patients on a shift by 
shift basis and the use of a daily planner.  
 
Early in the pilot, Lawrence ward withdrew, it was identified that it was difficult to 
implement because of increased staffing demand at the time (an extended stay in 
hospital of a patient which resulted in the increased frequency of unfamiliar staff 
working on the ward). Therefore Johnson ward joined the pilot. 
 
All wards shared ideas and materials associated with care zoning and were 
encouraged to develop and adapt the available resources for their respective areas. 
A review of the pilot in high secure services occurred in February 2016 on Johnson 
ward and formed part of the CQUIN audit visit. Members of the nursing team from 
Johnson and Owen (formerly Macaulay) wards contributed to the review. 
 
Both wards had experienced various forms of resistance early in implementation but 
had persevered with introduction and have found that as benefits to the approach 
became more apparent to the staff on the ward, resistance decreased. 
 
Challenges 

 The daily planner has still not been successfully implemented in secure 
services division – with staff tending to complete retrospectively – rather than 
to plan the day 

 Staff report a reluctance by some patients to have an unfamiliar staff identified 
as their allocated person for the day. 

 
Benefits 

 Fits well with patient status at a glance, ward boards being used to good 
effect, indicators of red, amber and green clearly identifies to all staff which 
patients are presenting with most risk/need 

 Written records on Owen ward and Johnson ward are now completed in a 
more systematic manner and following an agreed template – risk and need 
related information forms part of this template 

 Zoning care plans simple and easy to use and contain useful information 
about the patient could also include direction to a PBS plan if patient 
considered to be requiring red zoning 

 Fits with ward atmosphere scale 

 Means that patients not presenting with problematic behaviour/risk have some 
direct contact time every shift, meaning problems can be averted before 
issues escalate 

 It means that patients, generally, can have requests met by an identified 
person which, in turn helps manage repeated requests to various staff to 
attend to the same issue 



 

 One patient on Owen ward who, during prevalence data collection, accounted 
for approximately £28,300 of annual spend on increased observations had not 
required constant observation since care zoning (see graph below) 

 Same patient reports feeling positively supported since the introduction of 
care zoning, feels less restricted and therefore has developed a better 
relationship with staff 

 DASA might be useful in identifying increased risk of violence and therefore a 
potential indicator for requiring red zone 

 The approach appears to allow improved fluidity in levels of support required, 
it leads to nurse led decision making – i.e. being zoned as red does not 
necessarily lead to constant observations. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

        Time line of nursing observation levels for specific patient January 2014 to February 2016 
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 Macaulay Arnold Shelley Keats Macaulay/Owen  

Nursed on zonal care: red, amber, green 

Seclusion  
used 

Seclusion used 

L3 out of room 
L2 in room 



 

 


