
SWSLHD Paediatric Behavioural 
Assessment and Observation Form 

and Increased Supervision and 
Specialling of At-Risk Children

Prepared by Clair McEntee & Karien Thomson

Safety Culture Coordinators

SWSLHD Nursing and Midwifery

January 2021



• To provide education and inform SWSLHD paediatric 
staff on the introduction of the Paediatric Behavioural 
Assessment and Observation Form (PBAOF)

• To inform staff on the: 
– Background

– Definitions

– Assessing for and mitigating Risk

– Proactive measures

– De-escalation techniques

– Indications for Increased Supervision or Individual Patient 
Special

• Please note the diagram examples of the PBAOF may 
change slightly once the official document is released 
however the content will remain the same 

Outline 



Background

• Until the design of the Behavioural Assessment and 
Observation Form there was no means for how staff 
could identify, monitor and document behaviours in 
patients receiving care 

• The Behavioural Assessment and Observation Form 
was developed as part of the Feeling Safe in the ED 
Project and was due to a gap analysis identifying that 
some basic needs for adult mental health consumers 
were not being met and therefore proactive measures 
were not being taken to prevent episodes of escalation 
and absconding. 



• Staff were using subjective language such as “going off” and 
could not differentiate between a patient with some minor 
escalation to those who were having a major episode 
resulting in Code Black calls.

• This led to hit-or-miss care for mental health patients and 
didn’t treat the cause of the acute illness. Imagine if we didn’t 
give Ventolin to a patient in an asthmatic crisis or analgesia for 
a child with a broken arm!

• Staff were unable to effectively communicate escalation 
between each other. We all understand a systolic of 80 or a 
pulse above 160 is a MET call, however when describing and 
discussing patients with escalating or deteriorating 
behaviours, we couldn’t articulate this 



• SWSLHD implemented the Increased 
Supervision and Specialling of at Risk Patients 
Procedure in November 2018. The procedure 
is inclusive of all behavioural presentations 
varying between delirium, dementia, 
confusion, drug and alcohol and mental 
health. 

• The governing procedure is currently under 
revision also to include the changes to the 
document and also include paediatrics which 
was previously excluded



The Paediatric BAOF was 

designed due to the high 

number of paediatric 

patients presenting to 

hospital who require 

specialist mental health or 

behavioural care



Inclusion of Paediatrics
• Gap analysis and data has demonstrated that children 

were not being adequately monitored or risk assessed 
for behavioural management in key areas and were at 
risk of the same issues as adults, such as escalation 

• An increase in incidents involving children with 
escalating behaviours, absconding and other 
potentially critical incidences within EDs and paediatric 
units

• The adult tool was insufficient as we know that 
children have very different needs physiologically to 
adults. Children are not small adults!



The Numbers
• Children and young adults accounted for almost 15% of all 

mental health presentations to SWSLHD in 2020. 

• This was an almost 13% increase on 2019 presentation data

• This data was obtained from Triage presentation information 
on FirstNet and does not include those with a behavioural 
type diagnosis or those with intellectual disabilities etc

• Data collection for this cohort has been obtained from 
FirstNet presentation data in the ED over the last 2 calendar 
years as a baseline for the Paediatric Behavioural Assessment 
and Observation Form

There was a slight decrease in mental health presentations in April 2020, which may have been 
due to hospital avoidance due to the COVID shut down, however presentations increased 
significantly in the second half of the year and in total, there was 11% more mental health 
presentations in total to SWSLHD in 2020



Facility by Facility

• There was an overall 13% increase in paediatric Mental Health 
presentations in 2020 even with Bowral, Fairfield and Camden 
all experiencing reductions in Paediatric MH presentations

• Liverpool and Campbelltown had the most significant increase 
in paediatric presentations with 23% and 14.5% respectively 



Assessing for Risk

• Identifying patients who may be at risk by 
using tools we have such as a Mental State 
Exam, Substance Use Screen, Glasgow Coma 
Score, Paediatric Falls Risk, Sepsis 

• Utilising tools which we have to compliment 
behaviour monitoring, such as an 
individualised Behaviour Management Plan, 



Definitions
Increased Patient Supervision:

Increased supervision refers to a higher level of care;
this may be 1:2, 1:3 or 1:4. This type of supervision
does not require additional staff members, but an
adjustment to ward / department models of care.

Individual Patient Specialling (IPS):

IPS refers to a 1:1 allocation of a nurse to a patient



Indications for Increased Patient 
Supervision / IPS
1 - Patients at risk of harming themselves (not scheduled under Mental Health Act, 
2007):

• Impaired cognition placing themselves or others at risk (i.e. aggression) 

Some children may have intellectual disabilities or other cognitive delay and may 
not be aware of their own risk of self harm requiring increased supervision or 
specialling depending on the severity

• Severe hyperactive delirium 

• Drug and/or alcohol intoxication

• Children who are a falls risk due to age 



Indications for Increased Patient 
Supervision / IPS
2 - Scheduled under Mental Health Act:

• Admitted to non-mental health units with actual or possible suicidal behaviour. 
The Mental Health team on call must assess the patient and provide a treatment 
plan if indicated.

Not all children will be under the Mental Health Act who are also not allowed to 
leave the hospital, such as those who are living under Guardianship or other duty of 
care or those who are too young to make informed decisions about their well being. 



Indications for Increased Patient 
Supervision / IPS

3 - Higher clinical level of observation and care required:

• Patient awaiting transfer to a critical care area or another facility.

• Drug desensitization / medications that require 1:1 nursing.

• Frequent clinical observations or complex care.



How to use the Paediatric BAOF

• Once identified as having a challenging behaviour, 
the child should be commenced on a PBAOF.

• The Registered or appropriately educated Enrolled 
Nurse (not an AIN) should select which is the most 
appropriate risk assessment (mental health or non-
mental health) and attend to this at least once per 
shift.

• The recommended time for the risk assessment is 
handover, but as this is a trial, you should tell us how 
it has worked best in your unit.



How to use the Paediatric BAOF
The child should have a set of behavioural observations 
attended to as follows:

• Mental Health Patients: Emergency Department only 
must be monitored as an OCL 3 unless specified otherwise by a 
Mental Health CNC or their condition is acute and they require 
more frequent monitoring (OCL 1 or 2). Only a Mental Health CNC 
or Registrar can step a patient down to an OCL 4 

• Non-Mental Health Patients (in the ED and inpatient 
units. Also MH patients admitted to non-mental 
health units): 
may be monitored hourly or more frequently dictated by their 
condition. They should not wait more than one hour for 
behavioural observations



How to use the Paediatric BAOF

• Once you have determined the child’s risk and their 
score, review the decision matrix. 

• The child may need a high level of supervision due to 
their individual condition rather than the score they 
are identified as having. A low SAT score doesn’t 
necessarily mean they don’t qualify for increased 
supervision
– Clinically unstable, risk to safety, abscond risk 

The decision to increase supervision or provide an individual 
patient special must be discussed with the NUM / AHNM 
and the PBAOF used to inform this decision



How to organise increased supervision for 
your patient

• Follow your hospital processes

• In the future there will be a standardised 
approach from the LHD 



Risk Assessments
• Emergency staff will already be familiar with the adult risk 

assessments, the paediatric ones are similar but have 
different more age appropriate content 

• The Risk Assessments align with National Standards 
requirements for Comprehensive Care (Standard 5) and the 
Recognition and Responding to Clinical Deterioration 
(Standard 8)

• Should be attended at minimum three times per day. 
Suggested time is change of shift to assist with Transfer of 
Care

• There is a Child at Risk Referral box for documentation of the 
reference number 



• The Non-Mental Health 
risk assessment :
– Information on NHPPD for 

staff to refer to at the bedside

– Check boxes for risk 
assessment labeled 1st, 2nd and 
3rd shift

– Form clearly states it is 24 
hours only (then a new one 
must be commenced)

– Space to document child at 
risk referral and number

– Staff also directed to utilise 
other supportive and 
appropriate risk assessments 
where available 

– Staff directed to utilise CERS if 
necessary



• The Mental Health risk 
assessment:
– Inclusion of Eating Disorder Risk

– Information on NHPPD for staff to 
refer to at the bedside

– Check boxes for risk assessment 
now labeled 1st, 2nd and 3rd shift

– Form clearly states it is 24 hours 
only (then a new one must be 
commenced)

– Staff also directed to utilise other 
risk assessments such as 
Substance Use Screen

– Staff directed to utilise CERS if 
necessary

– Capacity to document referrals to 
the MDT

– Updated clarity on Searching 
patients

– Discharge Vital Sign Observations 
reminder for patients leaving ED



The Monitoring Section
• There was a comprehensive evaluation of the trial adult BAOF 

in 2019, which allowed us to review the content and also 
make a better design for the trial of the Paediatric BAOF: 
– Additional capability to describe legal status, this should assist with 

children who live in group homes or with a foster family etc

– Language changes to Interventions section, Restrictive Practices 
Register replaces Restraint Register

– More options for Personal Care and Toileting documentation to be 
more inclusive of non-mental health patients who have challenging 
behaviours and those admitted to non-mental health inpatient units 
and of course children with physical and intellectual disabilities

– OCLs clearly marked as Emergency Department Use Only and colour 
coded in line with SAT scoring as a guide 

– Clearer alignment of SAT scores with the CERS process 









• Monitoring Section 
continued:
– Frequency of Vital Signs 

information updated with 
most recent changes to MOH 
Policy

– Staff directed to utilise CERS if 
patient’s clinical health 
deteriorates

– Oral and Parenteral sedation 
boxes remain colour coded for 
staff to correlate to CERS 
criteria also 



The Behavioural Decision Matrix 
• The Sedation Assessment Tool Score is based on the 

Management of Patients with Acute Severe Behavioural 

Disturbance in the Emergency Department policy and 

also the Continuum of Aggression Management for 

Consumers tool developed by staff from Gna Ka Lun at 

Campbelltown Hospital.

• Recommended Observations and Interventions are in 

line with CERS and some wording changed to ensure 

staff more sure of what to do in the event of escalation or 

deterioration 



• Paediatric 
Behavioural 
Supervision Matrix:
– Aligning behaviours with CERS 

protocols for ease of decision 
making in the event of 
deterioration or escalation 

– Simple language for 
descriptions of behaviour 

– Aligning the Levels of 
monitoring from the 
Continuum of Aggression 
Management into the +1, +2 
and +3 interventions



Humanity Huddle
• A tool designed by the 

Safety Culture 
Coordinators to assist 
with handover and 
documentation

• Uses the HUMANS 
acronym to cover the 
basic cares a patient 
with any challenging 
behaviour may require 



Important Points to Note

• This is a 24 hour chart, if your patient requires 
more than 24 hours of monitoring Or more 
than three risk assessments are required in a 
24 hour period, please start a new chart

• Risk assessments must be attended at a 
minimum of 3 times in a 24 hour period. 
Change of shift is a good time to attend. If the 
patient has an incident such as Code Black or 
MET call, the risk assessment should also be 
repeated 



Moving Forward
• The SWSLHD Paediatric  Behavioural Assessment and Observation Form 

is not available for managers to order. Should you require more copies, 
contact Clair McEntee or Karien Thomson 

• There are two versions, an Adult version for people over the age of 17 and a 
Paediatric version. The adult tool will be available for managers to order 
however should not be used in paediatric units. No paediatric tool should be 
used in an adult unit.

• The project leaders can always be contacted for support and extra 
education

– Clair McEntee, Safety Culture Coordinator, SWSLHD Clair.McEntee@health.nsw.gov.au

– Karien Thomson, Safety Culture Coordinator, SWSLHD Karien.Vorster@health.nsw.gov.au

– Teniele McPherson, Bowral ED CNC Teniele.McPherson@health.nsw.gov.au

– Kathryn Spears, Liverpool Hospital Patient Safety Manager 
Kathryn.Spears@health.nsw.gov.au

– Mia Chong, Paediatric CNC, SWSLHD Mia.Chong@health.nsw.gov.au

– Amanda Macpherson, Nurse Manager Clinical Innovation, SWSLHD 
Amanda.Macpherson@health.nsw.gov.au
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